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Crucial  Days  Begin 
At  The  Statehouse 


See  Comments  From 
PresMent,  LegMattve  Chairman 


“Let  the  Iowa 
experience  determine 
Iowa  rates.” 


financial  advantage. 

We’re  gratified  to  have  the 
American  Medical  Assurance  Com- 
pany (AMACO]  as  our  partner.  This 
subsidiary  of  the  AMA  is  committed 


^lOWA 

MEDICAL, 

SOCIETY 

IPMIT/AMACO  MEDICAL  LIABILITY  / INSURANCE  PROGRAM 


^The  medical  malpractice  cli- 
mate in  Iowa  is  not  what  it  is  on  the 
coasts.  Because  it’s  better  here, 
Iowa  physicians  should  not  have  to 
pay  inflated  premiums  to  cover 
greater  claims  incidence  elsewhere 
in  the  country. 


^ We’ve  founded  the 
Iowa  Medical  Society  IPMIT/ 
AMACO  Liability  insurance 
Program  precisely  on  this 
premise.  And  I’m  eager,  as  a 
'charter  insured,’  to  see  our 
rates  stabilized,  and  eventu- 
ally reduced.  If  we  deliver 
good  Iowa  experience,  the 
actuaries  will  sustain  our  bid 
for  more  tolerable  premiums. 


^What’s  more,  our 
new  IMS  program  is  struc- 
tured to  get  the  best  'bang 
for  the  buck.’  We  know 
where  our  premium  dollars 
are  going,  what  investment 
return  they  are  earning  for 
reserves.  We  are  providing 
marketing  and  policyholder 
services  through  our  own 
IMS  Services  to  keep  com- 
missions down  and  gain  that 


fully  to  helping  society-sponsored 
liability  insurance  programs  suc- 
ceed. This  AMACO  support  is  en- 
abling us  to  acquire  the  funds 
needed  to  capitalize  our  own  inde- 
pendent insurance  program. 


^ Effective  risk  man- 
agement will  be  crucial  to  our 
program  success.  We  need  to 
raise  the  understanding  and 
the  appreciation  of  this  sub- 
ject among  our  Iowa  physi- 
cian insureds  to  the  highest 
possible  level.  In  pursuit  of 
this  goal.  I’m  serving  on  the 
IPMIT/AMACO  Risk  Manage- 
ment Committee.  Our  effec- 
tiveness will  determine  our 
ability  to  control  our  costs 
nowand  in  the  future. 


Full  information  about  forms 
and  limits  of  coverage,  rates, 
classifications  and  other 
aspects  of  the  Iowa  Medical 
Society  IPMIT/AMACO 
Liability  Insurance  Program 
will  be  furnished  on  re- 
quest to  IMS  SERVICES, 
1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


SOLOS  SERVICED  BY  IMS  SERVICES  1001  GRAND  AVENUE,  WEST  DES  MOINES,  IOWA  50265  515/223-1401  OR  800/422-3070 
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ABOUT  THE  COVER  — Iowa  physicians'  growing 
concern  over  medical  liability  may  soon  be  in 
the  spotlight.  Monday,  January  13,  marks  the 
opening  of  the  second  session  of  the  71st  Iowa 
General  Assembly.  Though  there  are  many 
weighty  issues  facing  lawmakers,  the  IMS  and 
other  groups  are  hopeful  the  medical  liability 
crisis  will  be  addressed  during  this  session.  In 
this  issue,  IMS  President,  Emmett  B.  Mathiasen, 
M.D.  and  Legislative  Chairman,  Clarence  H. 
Denser,  Jr.,  M.D.,  comment  on  the  upcoming 
crucial  days  at  the  Statehouse. 
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and  socioeconomic  interest  mainly  to  Iowa  physicians.  The  IOWA  MEDICAL  SOCIETY  has  3,000  member  physi- 
cians in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 
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Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


TOPICS 

“PATHOPHYSIOLOGY  OF  PEPTIC  ULCER 
DISEASES” 

“INFLAMMATORY  BOWEL  DISEASE” 


“THE  BILIARY  TRACT  AS  CAUSES  OF  ACUTE 
ABDOMINAL  PAIN” 

“ISCHEMIC  BOWEL  DISEASE” 


“SURGICAL  EVALUATION  OF  THE  ACUTE 
ABDOMEN” 

“PANCREATITIS” 


A.M.A.  Approved  for  6 hours  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 

Nursing  CEU’s:  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  (FORMERLY  CHARLIE’S  SHOW- 
PLACE)  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE 
ADJACENT  TO  THE  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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PRESIDENT'S 


PRIVILEGE 


THE  GAVEL  SOUNDS 


The  new  year  means  resumption  of  the  for- 
mal legislative  process.  While  time  be- 
tween legislative  sessions  is  well  used,  the  real 
action  commences  each  January. 

Our  Iowa  Constitution  assigns  legislative  re- 
sponsibility to  a General  Assembly.  As  elected 
by  the  populace,  this  General  Assembly  is 
composed  of  50  senators  and  100  representa- 
tives. 

We  have  3 special  elections  pending  as  this  is 
written.  Presumably,  150  legislative  seats  will 
be  filled  on  Monday,  January  13,  when  the 
second  session  of  the  71st  biennium  begins. 
No  precise  adjournment  date  is  prescribed; 
however,  the  lawmakers  are  paid  only  for  100 
days. 

Most  state  legislative  sessions  are  character- 
ized beforehand  as  extremely  crucial  to  the  cur- 
rent and  future  well-being  of  our  population. 
This  comment  is  perhaps  as  appropriate  as  it 
ever  has  been.  Veteran  lowans  will  be  hard 
pressed  to  recall  personally  any  more  economi- 
cally unsettling  time  in  our  history.  We  need  to 
press  forward  in  our  quest  for  economic  re- 
surgence. We  must  study  the  down-sizing  of 
government  to  retain  essential  service  and  en- 
courage efficiency  — all  this  with  a view  to 
holding  taxes  in  check  as  much  as  possible. 


The  issue  of  liability,  of  course,  is  uppermost 
in  the  minds  of  many  concerned  lowans,  not 
just  physicians.  As  a medical  profession,  we 
have  stated  our  belief  that  the  time  has  come 
for  Iowa  to  modernize  its  tort  statutes  to  assure 
fairness  as  fuUy  as  possible  (a)  to  any  wrongful- 
ly injured  person,  and  (b)  to  society  in  general. 

As  this  issue  and  the  other  vital  ones  come 
before  our  legislators  in  the  coming  weeks,  it  is 
imperative  that  Iowa  physicians  (a)  take  a 
broad  and  genuine  interest  in  the  state's  eco- 
nomic condition,  and  (b)  make  a concentrated 
effort  to  facilitate  consideration  of  medical 
liability  reform.  Good  citizens  are  active  and 
informed.  They  function  as  constituents.  As 
such,  we  must  accelerate  our  efforts  signifi- 
cantly in  the  coming  months;  we  must  per- 
suade individual  lawmakers  to  the  merits  of 
our  case. 

We  applaud  our  state  legislators  for  their 
willingness  to  serve.  We  pledge  our  support  of 
their  deliberations. 

Emmett  B.  Mathiasen,  M.D. 

President 
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Alternatives . . . 
for  health  care 
professionals 


The  pace  of  progress  in  the  health  care  industry  has  advanced 
from  gradual  evolution  to  almost  revolutionary  change . . . and 
physicians’  needs  for  advanced  information  services  to  help 
them  practice  as  efficiently  as  possible  have  been 
revolutionized  as  well. 

Medidentic  Information  Services-one  of  the  Midwest’s  largest 
providers  of  health  care  billing  and  information  services -now 
meets  that  need  for  Iowa  physicians  across  the  speciality 
spectrum,  with  a full  range  of  automated  services  to  improve 
the  efficiency . . . and  profitability ...  of  your  practice. 


Data  Breeze 
System 

A total  office  information 
system . . .plus  total  control. 

■ In-house  and  On-line  systems 

■ A true  invoicing  system 

■ Data  base  flexibility 

■ Appointment  scheduling 

■ Automatic  pricing  by  procedure 

■ Full  range  of  reports: 

■ Accounts  Receivable 

■ Reimbursement  Analysis 

■ Open  Insurance  Claims 


FuU  Service 
Billing 

A complete  range  of  patient  billing 
services  provided  by  Medidentic 
professionals. 

■ Complete  billing  process- 
insurance  claims,  statements, 
collections,  and  deposits 

■ Personalized  problem 
resolution 

■ Comprehensive  follow-up 

■ Complete  monthly  and  annual 
status  reports 

■ Accounts  receivable 

■ Service  analysis 

■ Days  in  revenue 


Batch  Service 
Bureau 

Frees  your  office  from  routine 

billing  chores. 

■ Maintains  all  patient  billing 
information 

■ Posts  all  charges  and 
payments  to  patient  accounts 

■ Folds,  stuffs,  and  mails  all 
statements 

■ Bills  third-party  carriers  weekly 

■ Provides  complete  account 
summaries  and  records 


Medidentic 

Information 

Services 


For  further  information,  contact 
M.I.S.  of  Iowa 
3737  Woodland-Suite  426 
West  Des  Moines,  Iowa  50265 
(515)  223-4445 


Clarence  H.  Denser,  ]r.,  M.D. 

QUESTIONS 

AND  ANSWERS 

MLll 

Liability  Considerations 
Top  IMS  Priority 


IMS  efforts  to  reform  the  tort  liability 
system  will  begin  in  earnest  when  the 
Iowa  General  Assembly  convenes  this 
month.  Clarence  H.  Denser,  Jr.,  M.D.,  a 
Des  Moines  pathologist,  is  chairman 
of  the  IMS  Committee  on  Legislation. 


How  would  you  assess  the  chances  for  pas- 
sage of  the  IMS  liability  reform  package  in 
1986? 

Basically,  it  depends  on  how  active  Iowa 
physicians  are  at  the  grass  roots  level.  Success 
hinges  on  physician  efforts  to  persuade  com- 
munity leaders,  the  media  and  their  legislators 
of  the  severity  of  the  liability  problem  and  the 
validity  of  our  proposed  solutions. 

What  sense  of  legislator  attitude  did  you 
gather  from  the  recent  IMS-sponsored  legisla- 
tive briefings  held  around  Iowa? 

There  is  much  concern  as  to  the  condition  of 
the  state  budget.  There  is  significant  interest  in 
government  reorganization.  These  2 issues  are 
likely  to  be  in  the  forefront  of  legislative  con- 
sideration in  1986. 

However,  without  exception  legislators 
know  of  the  tort  liability  concerns  of  many 
groups,  including  the  IMS.  While  they  may  not 
agree  with  all  the  Society's  proposed  solutions, 
they  do  recognize  a problem  exists. 

What  is  apt  to  be  the  strategy  of  plaintiff  attor- 
neys in  opposing  liability  reform? 

In  traveling  the  state  this  past  fall.  I've 
learned  nearly  all  legislators  have  been  con- 


tacted by  the  plaintiff's  bar  — some  more  than 
once.  The  legislators  are  being  told  insurance 
companies  are  responsible  for  the  medical 
liability  situation  in  Iowa. 

Plaintiff's  attorneys  also  allege  physician 
peer  review  is  incestuous  and  medical  disci- 
pline is  inadequate.  Generally,  their  appeals 
are  based  on  the  emotionally-charged  argu- 
ment that  proposed  tort  reforms  may  restrict 
the  injured  individual's  ability  to  obtain  recom- 
pense. 

In  your  October  13  address  to  the  House  of 
Delegates,  you  stressed  one-to-one  contact  be- 
tween physicians  and  their  legislators.  Can 
you  advise  physicians  on  how  to  establish 
good  ongoing  relationships? 

The  first  step  is  to  meet  and  become  ac- 
quainted with  your  legislator  on  a personal, 
first-name  basis.  The  better  they  know  you, 
the  more  credibility  you  will  have.  It's  as  sim- 
ple as  picking  up  the  phone  and  asking  your 
legislator  to  join  you  for  coffee  or  lunch. 

In  addition  to  physicians,  many  other  groups 
are  concerned  about  the  liability  problem. 
What  impact  might  their  legislative  efforts 
have  on  the  IMS  plan  for  liability  reform? 

The  involvement  of  other  groups  in  tort 
liability  issues  will  have  a favorable  impact  be- 
cause it  brings  the  severity  of  the  problem  to 
the  attention  of  the  public.  The  IMS  is  working 
with  other  groups  interested  in  tort  liability 
reform.  A statewide  coalition  of  groups  in- 
terested in  helping  each  other  has  been 
formed.  Physicians  are  encouraged  to  work  on 
the  local  level  with  groups  or  individuals  con- 
cerned about  the  liability  climate. 
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Adrenal  Cortical  Carcinoma 


PETER  BANITT  and 
WILLIAM  R.  BLISS,  M.D. 
Ames,  Iowa 


Two  cases  of  adrenal  cortical  carci- 
noma are  reported.  One,  a rare  tumor, 
is  unusual  because  of  bilateral  in- 
volvement and  uncommon  metastases. 
The  tumors  were  non-functional; 
therefore,  they  did  not  become  evident 
until  they  reached  an  advanced  state 
and  were  no  longer  resectable. 


Cancer  of  the  adrenal  cortex  is  rare.  Recent 
estimates  suggest  there  are  approximate- 
ly 130  new  cases  of  adrenal  cortical  carcinoma 
each  year  or  0.5  cases/10^  population;  this 
accounts  for  0.2%  of  all  cancer  deaths.^  Of 
these  cases,  approximately  10%  have  bilateral 
involvement.  We  report  2 cases  of  adrenal  cor- 
tical carcinoma,  one  having  had  bilateral  in- 
volvement with  unusual  metastases.  These 
were  seen  at  this  medical  center  within  the  past 
2 years. 

Case  Number  One 

A 57-year-old  white  male  presented  with  a 
history  of  abdominal  pain  and  an  elevated 


Mr.  Banitt  is  a student  at  the  University  of  Iowa  College  of  Medicine. 
Dr.  Bliss  is  a general  surgeon  associated  with  the  McFarland  Clinic  in 
Ames,  Iowa. 


white  count.  In  addition,  he  reported  severe 
and  steady  right  upper  quadrant  pain.  His 
temperature  was  100.8.  Ultrasound  exam 
showed  a normal  gallbladder  and  biliary  tree, 
but  also  revealed  a 6-7  cm  mass  in  the  right 
upper  quadrant.  Computerized  tomography 
showed  both  adrenal  glands  to  be  markedly 
enlarged,  the  left  6 cm  and  the  right  8 cm  in 
maximum  diameter.  They  were  composed  of 
non-cystic  heterogeneous  tissue.  The  study 
also  demonstrated  an  abdominal  aortic 
aneurysm  6.2  cm  at  its  largest  diameter.  The 
liver  and  kidneys  appeared  normal.  A barium 
enema,  electrocardiogram  and  chest  x-ray 
were  normal. 

Metabolic  studies  showed  the  blood  cortisol 
level  normal.  The  24-hour  urine  levels  of  total 
catecholamines  and  17-ketosteroids  were  also 
normal.  The  following  24-hour  urine  levels 
were  slightly  elevated;  17-ketogenic  steroids 
were  23.3  mg/day;  the  metanephrines  were  1.7 
mg/day;  the  vanillymandelic  acid  was  18  mg/ 
day,  and  17-hydroxycorticosteroids  were  16.1 
mg/day.  Since  the  patient  had  not  been 
hypertensive  and  because  the  studies  were 
only  slightly  elevated,  the  tumor  was  pre- 
sumed to  be  non-hormone  secreting.  Since 
only  some  of  the  studies  were  slightly  elevated 
and  the  patient  had  never  been  hypertensive,  a 
non-hyper-secreting  tumor  was  presumed. 
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Figure  1 . Histologic  section  of  the  tumor  from  Cose  Number  One 
shows  a large  cell  poorly  differentiated  carcinoma  of  adrenal 
cortical  origin. 


At  surgery  the  patient  was  found  to  have 
tumors  involving  both  adrenal  glands.  Both 
adrenals  were  firm  and  identically  enlarged. 
Multiple  metastatic  lesions  were  also  found  in 
the  wall  of  the  jejunum.  The  proximal  jejunum 
was  resected  because  several  lesions  involved 
the  entire  bowel  wall  and  one  had  produced  a 
localized  perforation  with  attachment  to  the 
retroperitoneal  tissue. 

Biopsy  of  the  adrenal  gland  and  the  jejunum 
revealed  histologically  similar  tumors.  They 
were  evaluated  as  poorly  differentiated  neo- 
plasms consisting  of  very  large,  very  undiffer- 
entiated cells  (Figure  1).  This  was  believed  to 
be  a highly  undifferentiated  carcinoma  origi- 
nating from  the  adrenal  cortex  with  metastases 
to  the  proximal  jejunum.  Despite  chemother- 
apy and  supportive  measures,  the  patient  de- 
teriorated rapidly  and  died  6 weeks  post- 
operatively. 

Case  Number  Two 

A 74-year-old  white  male  reported  3 months 
of  increasing  anorexia  and  vague  abdominal 
pain.  The  patient  had  a history  of  spondylitis 
and  had  been  hospitalized  for  3 weeks  with 
this  problem  one  year  previously. 

Laboratory  tests  showed  a blood  urea  nitro- 
gen of  45  mg/lOOml;  creatinine  of  1.9  mg/ 
100ml;  potassium  of  6.8  mEq/L,  and  an  alkaline 
phosphatase  of  135  lU/L.  The  remainder  of  the 
SMAC  exam  was  essentially  normal.  The  elec- 
trolyte problems  were  corrected,  and  an  exten- 
sive evaluation  was  made  to  determine  the 
cause  of  the  anorexia  and  pain. 


X-ray  films  showed  narrowing  of  the  L2-3 
disk  space  with  some  irregularity  of  the  verte- 
brae superiorly  and  inferiorly.  This  space  was 
aspirated,  but  the  Gram  stain  and  culture  were 
both  negative.  An  upper  gastrointestinal 
series,  oral  cholecystogram,  barium  enema, 
and  x-ray  of  the  abdomen  were  all  normal.  A 
slightly  elevated  right  hemidiaphragm  was  re- 
vealed by  an  x-ray  of  the  chest. 

A computerized  tomographic  scan  demon- 
strated a large  mass  posteriorly  in  the  region  of 
the  caudad  lobe  of  the  liver.  It  had  both  solid 
and  cystic  components  and  measured  up  to  7 
cm  in  diameter.  A saggital  reconstruction 
showed  the  mass  just  anterior  to  the  right 
kidney;  there  also  appeared  to  be  renal  vein 
involvement. 

At  surgery  a large  mass  was  found  in  the 
area  of  the  right  adrenal  gland  which  extended 
throughout  the  region  involving  the 
perinephric  tissue  and  renal  vessels.  Lymph 
nodes  removed  at  the  time  showed  metastatic 
tumor  cells.  Due  to  this  finding  a resection  of 
the  vena  cava  was  not  considered  appropriate. 
Therefore,  half  of  the  mass,  the  involved  right 
kidney,  and  renal  vessels  were  removed. 

A biopsy  of  the  mass  and  a regional  lymph 
node  showed  both  to  contain  extensive  hemor- 
rhagic necrosis  with  highly  malignant  giant 
cells.  There  were  also  scattered,  very  atypical 
mitoses  and  many  large  eosinophilic  nucleoli 
consistent  with  a carcinoma  of  adrenal  cortical 
origin. 

In  view  of  the  grave  prognosis,  the  patient 
chose  only  supportive  therapy.  Four  weeks  af- 
ter surgery  another  CT  scan  showed  possible 
extended  vena  caval  involvement  from  the 
right  atrium  to  the  level  of  the  iliac  crest.  The 
scan  also  showed  that  although  half  of  the 
mass  was  removed  in  surgery,  it  had  grown 
back  to  7 cm  in  diameter.  The  carcinoma  con- 
tinued to  metastasize,  and  2 weeks  later  the 
patient  died  of  renal  failure  and  consumption 
coagulopathy. 

Discussion 

Interestingly,  the  character  of  this  tumor 
tends  to  vary  somewhat  with  the  age  and  sex  of 
the  patient.  In  children  these  cancers  frequent- 
ly present  at  an  earlier  stage  because  they  are 
usually  functional  and  produce  Cushing's  syn- 
drome or  virilization.  However,  in  the  adult 
the  presenting  signs  and  symptoms  are  varied 
or  non-existent.  Those  most  frequently  re- 
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ported  are  an  abdominal  mass,  abdominal 
pain,  loss  of  weight,  or  fever. ^ 

In  adults  these  tumors  are  functional  in 
approximately  70%  of  women,  but  in  only  30% 
of  men.^  In  addition,  the  tumors  in  the  male 
population  tend  to  occur  at  a slightly  older  age 
and  appear  to  be  less  differentiated  and  more 
anaplastic.  Most  tumors  of  this  type  are  di- 
agnosed in  patients  in  their  5th-7th  decade."^  In 
the  male  population  these  tumors  usually  pre- 
sent with  either  widespread  or  locally  unre- 
sectable  disease  and  the  prognosis  is  extremely 
poor. 

Arteriography  and  the  intravenous  pyelo- 
gram  are  the  most  helpful  diagnostic  tools  to 
identifying  adrenal  cortical  carcinoma  and  to 
determine  the  tumor's  location  and  extent  of 
vascularization.  However,  other  noninvasive 
techniques  such  as  the  radiocholesterol  scan, 
sonography  and  computerized  tomography 
can  also  show  location,  extent  of  invasion  (in- 
cluding contralateral  involvement),  and  the 
presence  of  metastases. 

Since  the  adrenal  gland  is  located  in  a well- 
protected  and  largely  inaccessible  location,  the 
disease  is  often  well  advanced  by  the  time  of 
diagnosis.  In  some  studies  over  half  of  the  pa- 
tients with  adrenal  cortical  carcinoma  had 
metastases  at  the  time  of  diagnosis,  with  the 


WORK  ON  LIABILITY  REFORM 


Iowa  Medical  Society  member  physicians 
are  reminded  of  the  recent  appointment  of  Wil- 
liam Hedlund  and  Rebecca  Roorda  to  the  IMS 
administrative  staff  as  public  affairs  repre- 
sentatives. Both  Hedlund  and  Roorda  have 
valuable  legislative  experience. 

Hedlund  served  from  1964  to  1972  as  an  aide 
to  former  Governor  and  U.S.  Senator  Harold 
Hughes.  Most  recently  employed  as  a lobbyist 
for  Campbell  and  Associates,  Hedlund  oper- 
ated his  own  business  for  12  years. 

Roorda  has  been  a research  analyst  for  the 
Iowa  Senate.  She  has  worked  closely  with 
legislators  and  their  constituents  for  6 years. 

Hedlund  and  Roorda  are  devoting  them- 


most  common  locations  being  the  local  lymph 
nodes,  lung,  and  liver. ^ Currently  the  en  bloc 
dissection  of  the  tumor  and  involved  adjacent 
organs  provides  the  best  chance  of  cure. 

Since  nephrectomy  is  often  necessary,  bi- 
lateral renal  function  should  be  established 
pre-operatively.  Both  radiation  therapy  and 
chemotherapy  have  received  mixed  reviews. 
The  most  widely  used  chemotherapeutic 
agent,  Op'-DDD  (Mitotane),  has  been  shown 
to  be  of  some  help  in  steroid  suppression  and 
tumor  regression,  but  its  high  incidence  of 
toxicity  and  low  response  rate  preclude  its  uni- 
versal use. 

Although  adrenal  cortical  carcinoma  is  rare, 
these  2 cases  at  this  medical  center  demon- 
strate that  it  is  a distinct  possibility.  In  patients 
over  40  years  of  age  with  abdominal  pain,  loss 
of  weight  or  fever  of  unknown  origin,  the  pos- 
sibility of  adrenal  cortical  carcinoma  should  be 
considered. 
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selves  essentially  to  the  medical  liability  reform 
program.  They  are  contacting  physician  lead- 
ers at  the  community  level  to  organize  physi- 
cian action  teams.  Hedlund  is  assigned  to 
western  Iowa  and  Roorda  to  eastern  Iowa. 
They  will  spend  a major  portion  of  their  time  at 
the  Iowa  Statehouse  as  the  General  Assembly 
convenes. 
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Life-Threatening  Vaginal 
Hemorrhage  From  Coital  Trauma 


DAVID  H.  CHESTNUT,  M.D.,  and 
W.  ALLEN  ADDISON,  M.D. 


Coital  injury  to  the  vaginal  vault  may 
infrequently  produce  life-threatening 
hemorrhage.  It  should  be  considered 
when  heavy  vaginal  bleeding  occurs. 
Effective  use  is  made  in  this  case  report 
of  the  medical  antishock  garment  to 
promote  patient  stabilization  prior  to 
surgical  repair. 


Hymenal  lacerations  are  not  uncommon 
with  first  intercourse.  However,  coital 
injuries  to  the  vaginal  vault  are  distinctly  un- 
common. In  this  report  the  patient  experienced 
each  of  these  coital  injuries,  the  second  result- 
ing in  life-threatening  hemorrhage.  Our  objec- 
tive by  reporting  this  case  is  to  remind  readers 
(a)  that  coital  trauma  can  result  in  severe 
hemorrhage,  requiring  prompt  interven- 
tion,^' ^ and  (b)  that  there  may  be  a dual  benefit 
in  use  of  the  antishock  garment  to  manage  a 
patient  with  such  hemorrhage. 

Case  Report 

A 25-year  old  black  female  experienced 
heavy  vaginal  bleeding  after  first  intercourse. 


Dr.  Chestnut  is  an  assistant  professor  associated  with  the  Departments 
of  Obstetrics  and  Gynecology  and  Anesthesia  at  the  University  of  Iowa. 
Dr.  Addison  is  an  associate  professor  in  the  Department  of  Obstetrics  and 
Gynecology  at  Duke  University’,  Durham,  North  Carolina;  he  is  director. 
Division  of  Gynecology. 


Examination  revealed  a large  hymenal  tear 
which  required  hemostatic  sutures.  The  pa- 
tient did  not  engage  in  coitus  again  until  one 
year  later,  at  which  time  there  was  profuse 
vaginal  bleeding  after  coitus  with  a new  con- 
sort. Emergency  medical  technicians  found  the 
patient  without  palpable  blood  pressure. 
Medical  antishock  trousers  were  applied  and 
inflated.  Systolic  blood  pressure  was  then 
palpable  at  60  mmHg.  Crystalloid  resuscitation 
was  initiated. 

Blood  pressure  was  92/50  in  the  emergency 
room;  the  pulse  was  112.  The  patient  denied 
vaginal  instrumentation.  After  stabilization  to 
a systolic  blood  pressure  of  110  mmHg,  the 
abdominal  section  of  the  antishock  trousers 
was  deflated  to  permit  digital  vaginal  examina- 
tion. The  only  palpable  abnormality  was  a 
large  tear  in  the  vaginal  mucosa  of  the  left 
lateral  fornix.  Profuse  vaginal  bleeding  re- 
curred during  this  time.  After  one  minute  of 
deflation,  the  systolic  blood  pressure  had 
dropped  to  90  mmHg;  the  abdominal  section 
was  therefore  re-inflated  and  hemorrhage  was 
again  controlled.  The  patient  received  3,000  ml 
of  crystalloid  and  2 units  of  packed  red  cells 
and  was  taken  to  the  operating  room. 

After  a rapid  sequence  induction  of  gener- 
al anesthesia  with  ketamine,  the  anti- 
shock  garment  was  gradually  deflated  and  re- 
moved. The  patient  was  placed  in  the  dorsal 
lithotomy  position.  Exposure  permitted 
visualization  of  the  vaginal  laceration  extend- 
ing around  the  cervix  posteriorly  over  180  de- 
grees from  one  lateral  fornix  to  the  other,  with 
the  heaviest  bleeding  immediately  posterior  to 
the  cervix.  The  peritoneal  cavity  had  not  been 
entered.  The  laceration  was  closed  with  run- 
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ning  interlocking  # 1 Vicryl  suture.  Perioper- 
atively,  the  patient  received  4 units  of  packed 
red  cells.  A subsequent  hematocrit  was  27.5%. 
The  patient  was  discharged  on  the  fourth  post- 
operative day,  but  was  readmitted  3 weeks 
postoperatively  because  of  bright  vaginal 
bleeding  requiring  additional  hemostatic  su- 
tures in  the  operating  room.  The  patient  re- 
ported doing  well  2 months  later,  but  declined 
examination  or  referral. 

Discussion 

This  patient  was  without  obvious  predispos- 
ing risk  factors  for  significant  vaginal  vault 
trauma.^'  ^ She  was  not  prepubescent,  vir- 
ginal, pregnant,  puerperal  or  postmenopaus- 
al. Her  vagina  was  not  anomalous,  and  she 
had  not  had  previous  surgery  or  irradiation. 
While  she  was  not  the  victim  of  rape,  it  is 
possible  that  psychological  factors,  including 
trauma  associated  with  her  first  coital  encoun- 
ter, interfered  with  her  ability  to  achieve 
adequate  arousal,  lubrication  and  upper  vagi- 
nal expansion.  Smith  et  al  have  recently  re- 
ported an  increased  risk  of  coital  injury  in 
women  who  resume  coitus  after  a prolonged 
period  of  abstinence,^  as  was  true  with  this 
patient.  In  a series  of  19  patients  with  coital 
injuries,  these  authors  emphasized  the  high 
frequency  of  initially  incorrect  diagnosis  of  the 
etiology  of  the  vaginal  bleeding. 

Previous  reports  have  identified  the  pos- 
terior and  lateral  fornices  as  the  most  common 
sitesof  coital  vaginal  vault  injuries.^'  ^The 
possibility  of  retroperitoneal  and  intraperi- 
toneal  hemorrhage  must  be  remembered  when 
dealing  with  such  an  injury.  Regardless,  we 
believe  repair  of  vaginal  vault  trauma  should 
always  be  performed  with  adequate  anesthesia 
in  the  operating  room. 

The  magnitude  of  hemorrhage  after  this 
vaginal  injury  was  indicated  by  the  severity  of 
hypovolemic  shock  observed  and  the  persist- 
ent anemia  after  transfusion.  The  medical  anti- 
shock  trousers  were  helpful  in  resuscitation  of 
the  patient,  both  by  providing  an  immediate 
augmentation  of  central  blood  volume  and  by 
actually  providing  hemostasis  while  the  gar- 
ment was  inflated.  It  is  common  knowledge 
that  inflation  of  the  antishock  garment  may 
result  in  an  almost  instantaneous  autotransfu- 
sion of  500  to  1000  ml  from  the  peripheral  to  the 
central  vascular  compartment.  It  is  less  well 
known  that  the  circumferential  pneumatic 


compression  may  actually  result  in  diminution 
of  bleeding.^'  ^ The  garment  effects  an  increase 
in  external  pressure,  resulting  both  in  lower 
vascular  transmural  pressure  and  decreased 
vascular  wall  tension.  This  reduction  in  wall 
tension  may  be  sufficient  to  allow  reapprox- 
imation of  the  edges  of  the  vascular  wound. 
Additionally,  the  radius  of  the  vessel  is  de- 
creased, and,  following  the  equation  of 
Poiseuille,  blood  flow  is  thereby  decreased  to 
the  fourth  power  of  the  reduction  of  the  radius. 
Indeed  minimal  bleeding  occurred  in  the  90 
minutes  the  garment  was  inflated  on  this  pa- 
tient, allowing  crystalloid  resuscitation  and  the 
initiation  of  transfusions  with  cross-matched 
blood  prior  to  induction  of  anesthesia. 

There  is  little  in  the  literature  on  use  of  the 
antishock  garment  in  obstetric  and  gynecologic 
patients.  Hall  and  Marshall  reported  on  the 
effective  use  of  the  antigravity  garment  in  the 
preoperative  resuscitation  of  4 hypotensive  pa- 
tients with  ruptured  tubal  pregnancies. 
Gardner  et  al  first  reported  the  use  of  the  anti- 
gravity garment  to  aid  in  control  of  persistent 
hemorrhage  after  postpartum  hysterectomy 
for  placenta  percreta.”  Sandberg  and  Pelligra 
recently  reported  3 cases  of  abdominal  preg- 
nancy with  surgically  uncontrollable  bleeding 
wherein  control  was  achieved  by  application 
and  inflation  of  the  antishock  garment.^  We 
believe  this  is  the  first  reported  case  of  coital 
trauma  in  which  the  dual  usefulness  of  the 
antishock  garment  has  been  described. 

Summary 

Coital  injury  to  the  vaginal  vault  may  infre- 
quently result  in  life-threatening  hemorrhage 
and  should  be  included  in  the  differential  di- 
agnosis of  heavy  vaginal  bleeding,  even  in  the 
absence  of  obvious  predisposing  factors.  Such 
injury  is  best  repaired  with  adequate  anesthe- 
sia in  the  operating  room.  The  medical  anti- 
shock  garment  may  be  dually  useful  in  manag- 
ing a patient  with  such  hemorrhage,  both  in 
aiding  immediate  resuscitation  and  in  provid- 
ing temporary  hemostasis  until  definitive  sur- 
gical repair  can  be  accomplished. 


References 

The  references  noted  in  this  paper  are  available  on  request  either  from 
the  authors  or  from  iowa  medicine. 
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In  our  50th  year 

serving  physicians  and  other  health  professionals 
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1986 

FEBRUARY  - APRIL 

Feb  12th 

congestive  Heart  Failure 

26th  - 27th 

Topics  in  Geriatric  Medicine.  Drug  Therapy  Symposium  Vii 

Mar  25th 

Hypertension  Symposium 

Apr  4th  - 5th 

Eye  Enucleation 

11th  - 12th 

Colon  & Rectal  Diseases  in  Primary  Care 

14th  - 15th 

Annual  Ophthalmology:  Curreht  Cohcepts  ih  Refractive  Surgery 

17th  - 20th 

Migraht  Health  Conferehce 

21St  - 25th 

Workshop  Oh  Fihe  Needle  Aspiration  Cytology 

25th  - 26th 

Adolescent  Health  Program:  Gay  Youth 

28th  - May  2nd 

Family  Practice  Review:  Update  1986 

MAY  - JULY 

May  7th  - 9th 

WorldMed  '86;  internatiohal  Health  Care  Cohgress 

7th  - 9th 

44th  Anhual  Course  in  Allergy  and  Clinical  immunology 

14th  - 15th 

Human  Aging  IX:  Health  Maintehahce  ahd  weilhess 

20th 

Symposium  oh  Gynecologic  Oncology 

2lst  - 23rd 

Current  Concepts  in  Radiation  Therapy 

June  4th 

Optiohs  in  Cardiovascular  Medicine 

6th  - 7th 

15th  Annual  workshops  on  Clinical  Hypnosis  - introductory  and  Advanced 

6th  - 8th 

Surgery  for  Primary  Care  (Presented  in  Brainerd,  MN) 

13th  - 14th 

Hospital  Nutrition  Support 

18th  - 21St 

50th  Annual  Surgery  Course:  Advances  in  Trauma  and  Critical  Care  Surgery 

25th  - 27th 

Topics  and  Advances  in  Pediatrics 

July  7th  - 9th 

Orthopaedic  Surgery:  Shoulder 

24th  - 25th 

Symposium  on  Nuclear  Medicine 

SEPTEMBER  - OCTOBER 

sept  8th  - 12th 

49th  Annual  Radiology  Course: 

Gastrointestinal  & Abdominal  Interventional  Radiology 

* 

Annual  Trauma  and  Critical  Care  Seminar 

26th  - 27th 

Adolescent  Medicine  Conference:  High  Risk  Youth 

oct  1st  - 3rd 

Annual  internal  Medicine  Review 

* 

Geriatric  Medicine 

8th  - 11th 

Principles  of  Colon  & Rectal  Surgery 

22nd  - 24th 

Obstetrics  & Gynecology  Annual  Autumn  Seminar 

25th 

E.T.  Bell  Pathology  Symposium  ' dates  being  aeterminea 

ii 
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COMMEIMTIIMG 

EDITORIALLY 

ANOTHER  NEW  YEAR 


Ring  out,  wild  bells,  to  the  wild  sky. 

The  flying  cloud,  the  frosty  light; 

The  year  is  dying  in  the  night. 

Ring  out,  wild  bells,  and  let  him  die. 

Ring  out  the  old,  ring  in  the  new. 

Ring  happy  bells,  across  the  snow; 

The  year  is  going,  let  him  go. 

Ring  out  the  false,  ring  in  the  true. 

— Tennyson  (1809-1892) 

Every  12  months  comes  this  time  of  renewal. 

A year  has  lapsed;  the  door  to  the  future 
opens  on  1986.  We  reflect  on  both  accomplish- 
ments and  failures.  As  we  assess  the  year  past, 
we  look  to  the  future  with  renewed  vigor  and 
hope.  Out  of  our  accomplishments  and  failures 
we  set  new  goals  and  make  new  plans. 

The  past  year  has  been  busy  for  Iowa  medi- 
cine. Our  Iowa  Medical  Society  has  ventured 
into  new  areas  on  behalf  of  our  profession. 

Foremost  has  been  our  concern  about  mal- 
practice lawsuits,  with  the  resulting  high  liabil- 
ity insurance  premiums.  This  problem  has 
been  thrust  into  the  media  limelight.  A recent 
issue  (December  6, 1985)  of  usa  today  devoted 
its  entire  editorial  page  to  this  question.  Col- 
umnists presented  opposing  views.  The  edi- 
tor's final  statement  concludes  thus:  "If  the 
USA's  health  care  system  is  to  survive  this 
crisis,  then  the  high  cost  of  malpractice  must  be 
cured.  And  that  means  lawyers'  fees  must  go 
under  the  knife." 

Medicine  fully  supports  the  right  of  an  in- 
jured person  to  seek  redress,  whether  the  in- 
jury stems  from  a defective  machine  in  a fac- 
tory, a malfunctioning  household  appliance, 
or  from  the  acts  of  another  person.  If  a physi- 
cian is  responsible  for  the  injury,  so  be  it.  Mis- 
takes occur.  Yet  some  misfortune  is  uncontrol- 


lable. A major  contention  in  medical  liability 
however,  is  over  the  matter  of  compensation 
for  the  injured  victim.  Awards  from  the  courts 
may  seem  high,  and  they  are.  And  the  victim 
must  share  a generous  portion  of  any  mone- 
tary award  with  the  lawyer.  The  lawyer  gam- 
bles that  the  settlement  will  be  personally  re- 
warding. If  he  can  convince  a jury  or  judge  of 
his  point  of  view,  the  reward  can  be  great  — 
one-third  or  more  of  the  judgment.  That  is  how 
our  system  works.  However,  the  question  of 
fairness  is  mounting.  Hopefully,  clear  minds 
on  both  sides  of  the  debate  will  conclude  equi- 
tably for  the  benefit  of  society  as  a whole.  It  is 
society  that  ultimately  pays  the  price,  and  the 
price  is  soaring  alarmingly.  The  system  must 
undergo  realistic  unbiased  scrutiny  if  this  so- 
cial dilemma  is  to  be  overcome.  Deliberations 
in  1986  will  be  intense. 

The  provision  of  alternate  health  care  pay- 
ment plans  has  been  another  concern  for  our 
profession.  In  the  past  year,  we  have  seen  a 
proliferation  of  HMO,  PPO,  and  similar  health 
care  plans.  For  some,  these  are  good;  for 
others,  they  are  chaotic.  Preventive  medicine  is 
the  popular  theme  of  these  plans.  Total  care  is 
another  theme.  Some  patients  are  happy  with 
them;  others  disillusioned.  Some  physicians 
are  happy;  others  are  discouraged  or  totally 
against  the  principles  represented. 

OLDER  PHYSICIANS  find  it  difficult  to  break 
away  from  the  direct  doctor-patient  rela- 
tionship in  the  payment  for  services.  Blue 
Shield  had  its  acceptance  problems  many  years 
ago.  Some  physicians  still  prefer  to  be  "non- 
participating." So  it  is  with  all  the  new  pay- 
ment concepts  — some  are  so  complex  with 
capitation  rates  varied  for  different  ages;  rates 
of  co-payment  different  for  each  contract,  and 
the  endless  paper  work  with  all  of  them.  The 
coming  year  will  see  new  plans;  physicians  will 
need  to  accept  or  reject  them.  Each  will  have  its 
(Please  turn  to  page  16) 
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COMMENTING  EDITORIALLY 

(Continued  from  page  15) 


unique  twist.  Complexity  in  the  business  of 
medicine  will  increase. 

The  most  exciting  part  of  medicine  is  the 
progress  in  diagnosis  and  treatment.  There  is 
excitement  over  new  techniques  and  drugs. 
The  new  year  will  continue  to  be  exhilarating; 
our  knowledge  and  capacity  to  serve  are  ever- 
expanding.  Research  has  continued  to  add 
years  to  the  life  span  of  patients.  Let  us  hope 
the  lives  we  prolong  will  retain  their  useful- 
ness and  quality.  Our  profession  must  use  its 
skills  to  provide  health  care  at  its  fullest  mea- 


lOWA CLINICAL  SURGICAL 
SOCIETY  — 1927-1985 


HIS  FRATERNITY  OF  SURGEONS  emerged  in 
1927  with  Donald  MacRae  of  Council 
Bluffs  as  its  first  president.  It  welcomed 
surgeons  of  all  persuasions  and  became  a 
robust,  growing  organization  with  2 popular 
meetings  each  year.  The  spring  meetings  ro- 
tated among  cities  in  Iowa  where  local  mem- 
bers presented  clinics  and  demonstrations  in 
their  own  hospitals.  University  centers  were 
the  usual  fall  meeting  sites  with  faculty  pro- 
grams. 

A football  joust  was  usually  associated  with 
the  fall  meeting.  The  evening  before  each 
meeting,  a Smoker  brought  about  jousts  of 
another  kind  on  a round  playing  surface  across 
which  modest  sums  of  money  changed  hands. 
With  its  mixture  of  educational  and  social  con- 
tacts, the  Society  nurtured  friendships  among 
colleagues  all  across  the  state. 

However,  inexorable  change  moved  across 
the  scene.  Surgical  specialists  formed  their 
own  societies  which  tended  to  supplant  this 
one.  Attendance  at  ICSS  meetings  began  to  fall 
away,  gradually,  then  precipitiously.  Even 


sure.  Being  alive  is  one  thing;  living  a good 
happy  life  is  another.  When  our  actions  help 
provide  happiness  for  a substantial  number  of 
persons  our  labors  are  worthwhile.  To  that  end 
we  physicians  shall  enter  the  new  year  com- 
mitted to  providing  the  best  we  can  for  our 
patients.  The  love  we  give  in  our  ministering  to 
the  ill  will  be  returned  in  their  gratitude  for  our 
efforts.  Bernard  Shaw  in  Candida,  expressed 
this  sentiment  thusly  "You  have  no  more  right 
to  consume  happiness  without  producing  it 
than  to  consume  wealth  without  producing 
it." 

The  New  Year  is  upon  us.  Our  efforts  in  1986 
need  to  be  conscientious.  In  all  that  we  do  we 
must  seek  the  respect  of  our  patients.  — 
M.E.A. 


strenuous  efforts  to  reverse  the  trend  appeared 
fruitless;  a poll  of  the  membership  revealed  a 
majority  of  those  who  believed  the  same.  The 
sentiment  expressed,  regretfully  and  rather 
wistfully,  was  that  the  Society  had  outlived  its 
usefulness  and  should  be  allowed  to  expire. 

The  office  of  the  Secretary  of  State  of  Iowa 
held  no  record  of  incorporation  hence  no  for- 
mal dissolution  is  necessary. 

Some  $6,700  remained  in  the  Society's  treas- 
ury. The  poll  showed  support  for  devoting 
these  funds  to  medical  student  loans.  The  Iowa 
Medical  Foundation  (not  to  be  confused  with 
the  Iowa  Foundation  for  Medical  Care)  has 
accepted  the  money  and  will  maintain  the 
identity  of  the  ICSS  donation  for  a stipulated  5 
years,  using  interest  income  for  loans.  After 
this  interval  the  money  will  be  absorbed  into 
the  Foundation  general  loan  fund  which 
appears  to  be  a reasonable  procedure. 

We  thank  iowa  medicine  for  helping  us  con- 
vey this  information  to  ICSS  members  and  the 
profession  at  large.  So  the  deed  is  done  and  the 
surviving  officers  named  here  declare  their  re- 
sponsibilities at  an  end.  With  some  wistfulness 
we  watch  the  Iowa  Clinical  Surgical  Society 
fade  into  the  sunset.  — fames  F.  Bishop,  M.D., 
president,  Davenport,  and  John  M.  Syverud, 
M.D.,  secretary-treasurer,  Davenport. 
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Think  you  want 
to  computerize  your  office? 

Confused  about  all 
the  systems? 

Wonder  how  to 
evaluate  your  needs? 

Will  the  cost 
justify  the  return? 


• Answers  to  these  and  other  questions  are  now  available  through  a new  computer  support  program 
sponsored  by  the  Iowa  Medical  Society  through  its  affiliate,  IMS  SERVICES. 

• This  program  provides  special  expertise  and  technology  through  Abbey  & Abbey,  Inc.,  and 
Medical  Computer  Management,  Inc.  Ongoing  physician  monitoring  will  be  provided  via  the  IMS 
Committee  on  Member  Services. 

• Your  off  ice!  clinic  can  take  advantage  of  the  considerable  investigative  work  done  on  behalf  of  the 
IMS  to  identify  a sound  medical  computer  system.  Special  attention  has  been  given  to  technologi- 
cal adequacy,  stability,  support  capacity,  and  cost. 


FOR  MORE  INFORMATION,  WRITE  OR  CALL 


IMS  SERVICES 

Iowa  Medical  Society 

1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 
515/223-1401  or  800/422-3070 
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DOCTOR, 

Do  Yov  Need 
A Life  Insvrance 
Chock'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1%  tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  That*s  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It*s  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 


The  Prouty  Company 

Suite  0 - 2600  72nd  Street,  Des  Moines,  Iowa  50322 
Telephone:  515/278-5580  or  800/532-1105 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

ilHH 

ONE  SNAKE  OR  TWO? 


IN  A RECENT  brief  essay  published  in  JAMA, 
Dr.  Robert  Rakel,  until  recently  the  head  of 
the  Department  of  Family  Practice  at  the  Uni- 
versity of  Iowa,  outlined  the  history  of  the 
caduceus  with  its  two  snakes  and  contrasted  it 
with  the  staff  of  Aesculapius  with  its  single 
snake.  He  concluded  with  a plea  that  medical 
people  use  the  staff  of  Aesculapius  and  quotes 
the  Encyclopedia  Britannica,  "This  staff  is  the 
only  true  symbol  of  medicine." 

The  two-snake  caduceus  represents  the  staff 
of  Hermes,  or  Mercury  in  his  Roman  incarna- 
tion. The  word  caduceus  is  derived  from  a 


"The  two-snake  caduceus  represents 
the  staff  of  Hermes,  or  Mercury  in  his 
Roman  incarnation.  The  word  ca- 
duceus is  derived  from  a Greek  word 
meaning  "Herald's  wand." 


Greek  word  meaning  “Herald's  wand."  The 
caduceus,  in  contrast  to  the  staff  of  Aescula- 
pius, is  recent  as  a medical  symbol,  apparently 
having  begun  in  1856  when  it  was  chosen  by 
the  U.S.  Marine  Hospital  Service  as  a way  of 
marking  members  of  the  medical  corps  to  indi- 
cate their  noncombatant  nature.  It  was  then 
adopted  in  1871  as  a symbol  of  the  Public 
Health  Service  and  in  1902  by  the  U.S.  Army 
Medical  Corps. 

I'm  not  sure  how  you  feel  about  snakes  in 
general.  Most  people  in  our  society  seem  to 
have  a distinctly  negative  sentiment  about 
them  even  though,  according  to  the  books,  the 
snake  is  supposed  to  represent  wisdom,  learn- 


E)r.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


ing  and  fertility.  The  shedding  of  its  skin  has 
implied  the  restoration  of  health  and  longev- 
ity. I rather  suspect  those  positive  features  are 
overshadowed  by  the  enormous  importance  of 
the  serpent  as  the  villainous  creature  in  the 
Garden  of  Eden. 


"I'm  not  sure  how  you  feel  about 
snakes  in  general.  Most  people  in  our 
society  seem  to  have  a distinctly  nega- 
tive sentiment  about  them  even 
though,  according  to  the  books,  the 
snake  is  supposed  to  represent  wis- 
dom, learning  and  fertility." 


Hermes  was  traditionally  counted  as  a god 
of  commerce,  and  usually  depicted  holding  or 
carrying  a full  purse.  He  was  also  considered 
the  patron  protector  of  thieves,  harlots  and 
outlaws,  perhaps  because  he  was  considered 
to  be  especially  cunning  and  crafty.  He  was 
also  acknowledged  as  the  god  of  dreams, 
magic  and  sleep,  who  conducts  departed  souls 
to  Hades,  an  activity  that  Dr.  Rakel  considers 
singularly  unsuitable  to  be  associated  with 
physicians. 

1 AGREE  with  Dr.  RakeTs  view  about  the 
caduceus  and  his  reasons.  I feel  more  than 
a little  uneasy,  though,  about  the  “mercantil- 
ism of  medicine"  currently  underway,  and  the 
unmistakable  evidence  of  medicine's  becom- 
ing more  openly  an  activity  to  be  categorized  as 
a business  rather  than  an  altruistic,  learned 
profession.  Maybe  we're  entering  a time  when 
a great  many  people,  including  physicians, 
may  forget  entirely  the  historical  and  symbolic 
significance  of  Aesculapius  and  his  staff,  and 
come  to  think  that  the  staff  of  Hermes/Mercury 
is  a precisely  appropriate  one  for  medicine  and 
its  practitioners.  I earnestly  hope  it  may  not 
prove  so. 


January  1986  / 19 


Generics  make  the  price 
easier  to  swallow 


When  you  prescribe  a generic  drug 
rather  than  a brand  name  dmg,  it’s  probably 
because  you’ve  decided  that  your  patient 
will  benefit  from  the  difference  in  prices. 
And  at  Peoples,  we  make  sure  that  the  price 
difference  is  the  only  difference,  because 
the  generic  drugs  we  offer  your  patients  are 
equivalent  in  quality  to  brand  name  drugs. 

We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehensive  generic 
dmg  program,  and  we  believe  we  stock  the 
largest  supply  of  both  brand  name  and 
generic  dmgs.  Why?  Because  we  know  that 
for  some  patients,  a healthy  savings  is  strong 
medicine,  too. 


For  over  80  years.  Peoples  Dmg  Stores 
has  served  patients  reliably  and  profession- 
ally. Today,  all  the  services  we  offerreflect 
our  continuing  commitment  to  help  our  cus- 
tomers as  their  health  care  needs  change. 

Every  Peoples  has  an  unlisted  phone 
that’s  reserv  ed  only  for  doctors  and 
answered  only  by  pharmacists . Please  call 
your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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Recent  Highlights 

U.  OF  1.  COLLEGE 

OF  MEDICINE 

1 1 1 

PETER  JOCHIMSEN,  Surgical  Oncology,  is  coor- 
dinating a clinical  trial  at  the  UI  on  the  use  of  a 
low-fat  diet  as  a possible  alternative  to  chemotherapy 
for  some  women  who  have  had  breast  cancer.  This 
trial  is  based  on  studies  which  show  that  high  levels 
of  fat  in  the  diet  are  associated  with  increased  rates  of 
breast  cancer.  A recent  consensus  conference  in 
Washington,  D.C.,  on  chemotherapy  and  breast 
cancer  concluded  that  while  chemotherapy  can  be 
effective  in  premenopausal  women,  the  advantage 
for  these  women  is  not  nearly  so  clear.  The  confer- 
ence also  encouraged  clinical  trials  of  possible 
alternatives  to  chemotherapy.  The  Ul  is  one  of  eight 
centers  participating  in  the  Nutrition  Adjuvant 
Study,  funded  by  the  National  Cancer  Institute. 

AN  IMPORTANT  CONNECTION  BETWEEN 
TWO  NUTRIENTS  — and  their  effects  on 
osteoporosis  and  blood  pressure  in  older  women  — 
has  been  reported  by  UI  College  of  Medicine  re- 
searchers. MaryFran  Sowers,  Preventive  Medicine 
and  Environmental  Health,  found  in  2 studies  of 
women  between  ages  55  and  80  that  women  with 
adequate  intakes  of  calcium  and  vitamin  D had  sig- 
nificantly lower  blood  pressure  than  women  whose 
daily  intake  of  these  nutrients  did  not  meet  the  Rec- 
ommended Dietary  Allowance.  Sowers  and  her  col- 
leagues also  found  women  with  adequate  dietary 
intakes  of  vitamin  D,  combined  with  calcium,  sus- 
tained less  bone  loss  than  did  women  whose  daily 
intake  did  not  meet  the  RDA.  These  UI  studies  were 
published  in  the  May  and  July  issues  of  The  Amer- 
ican Journal  of  Clinical  Nutrition. 

THE  UTS  ANIMAL  CARE  FACILITIES  have  re- 
ceived a one-year,  $600,000  Animal  Resources  Im- 
provement Award  from  the  Division  of  Research 
Resources  of  the  National  Institutes  of  Health.  The 
grant  is  the  fifth  largest  in  the  nation  and  will  enable 
the  UI  to  continue  its  6-year  program  of  upgrading 
its  animal  research  facilities.  Paul  S.  Cooper  is  the 
university  veterinarian  and  director  of  the  UI  Ani- 
mal Care  Unit. 


BRAIN  SCAN  FINDINGS  by  Nancy  Andreasen, 
Psychiatry,  could  offer  a key  to  understanding  the 
causes  of  schizophrenia.  Using  magnetic  resonance 
imaging,  Andreasen  found  that  patients  with  schiz- 
ophrenia not  only  have  smaller  frontal  brain  regions 
than  normal  study  participants,  they  also  have 
smaller  brains  and  head  sizes.  "This  is  one  of  the  first 
bits  of  evidence  that  strongly  suggests  that  a defect 
occurring  early  in  development  could  be  a factor  in 
schizophrenia,"  she  said.  The  findings  were  pre- 
sented at  the  American  Psychiatric  Association's 
annual  meeting  in  Dallas. 

HEART-RELATED  RISK  FACTORS  IN  AN 
ADOLESCENT  can  predict  a person's  chances  of 
developing  heart  disease  later  in  life,  a UI  researcher 
told  the  58th  Scientific  Sessions  of  the  American 
Heart  Association  in  Washington,  D.C.  in  Novem- 
ber. William  R.  Clarke,  Preventive  Medicine  and 
Environmental  Health,  says  it's  important  to  check 
an  adolescent's  fat  levels  and  blood  pressure  as  a part 
of  routine  health  care  to  identify  those  at  risk  for 
premature  cardiovascular  disease.  The  UI  study  ex- 
amined 13,000  adolescent  school  children  in  Musca- 
tine, Iowa  to  find  risk  factors  during  adolescence  and 
young  adult  stages. 

A DRUG  THAT  MAYBE  SAFER  AND  MORE 
EFFECTIVE  than  those  now  used  for  treating  acute 
strokes  will  undergo  a two-year  preliminary  study  at 
the  UI.  Neurology  researchers  Harold  Adams  and 
Jose  Biller  are  investigating  the  use  of  "hepa- 
rinoids,"  drugs  akin  to  heparin,  which  is  now  used 
in  treating  strokes.  Biller  said  previous  studies  of 
heparinoids  indicate  they  help  prevent  blood  clots 
from  forming,  but  do  not  thin  the  blood  so  much  that 
internal  bleeding  becomes  a problem,  as  can  happen 
with  heparin.  In  the  study,  the  UI  researchers  plan 
to  recruit  40  patients  who  have  had  acute  strokes 
within  the  previous  24  hours. 

This  report  has  been  compiled  by  the  University  of 
Iowa  Health  News  Service. 
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AreyoupreparedA^tien  severe 


You’ve  healed  a lot  of  back  problems  cUnical  excellence,  a wide  range  of  specialists 
through  the  years.  But  you’ve  also  treated  a and  sophisticated  diagnostic  equipment, 
few  patients  with  back  pain  that  seemed  to  We  are  internationally  known  for  our 

frustrate  your  best  efforts.  These  are  the  ones  pioneering  research  in  the  diagnosis  and 

with  deeper  problems  that  require  resources  treatment  of  lumbar  spine  problems.  Over  the 

you  may  not  have;  the  ones  you’U  want  to  send  years  we’ve  helped  thousands  of  patients— 
away  for  help— to  a center  that  specializes  in  including  many  who  had  previously  under- 
treating low  back  problems.  gone  unsuccessful  back  operations. 

The  Institute  for  Low  Back  Care  has  We  prefer  to  focus  on  conservative  and 

everything  you  look  for  in  such  a facility:  preventive  care— including  education.  But 
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when  surgery  is  required,  our  expertise  is 
second  to  none.  And  no  other  low  back  treat- 
ment center  is  better  at  handling  difficult 
diagnosis  and  complicated  pathology 

For  more  information  or  a detailed 
brochure  on  low  back  pain,  call  (612)  874-4470 
or  send  in  the  coupon.  With  the  resources  of 
Abbott  Northwestern  Hospital  behind  us,  we’ll 
work  with  you  to  ease  your  patients’ back  pain. 

Before  it  rears  up  and  strikes  again. 


Please  send  me  more  information  on  low  back  pain  and  the 
Institute  for  Low  Back  Care. 

Name 

Address 

City State Zip 

Phone 

The  Institute for  Low  Back  Care^ 
at  Abbott  Northwestern  Hospital  f 

2737  Chicago  Ave.,  Wasie  Center,  Mpls.,  MN  55407 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

INFLUENCE  OF  FORMULATION 
ON  ORAL  DRUG  DELIVERY: 
CONSIDERATIONS  FOR  GENERIC 
SUBSTITUTION  AND  SELECTION 
OF  SLOV/-RELEASE  PRODUCTS 


Traditional  medical  education  related  to 
therapeutics  has  concentrated  on  the  phar- 
macologic properties  of  drugs  in  altering  dis- 
ease states.  The  ability  of  a dosage  form  to  alter 
a drug's  intrinsic  pharmacologic  properties 
and  consequent  therapeutic  efficacy,  however, 
has  often  been  inadequately  appreciated.  Two 
developments  in  prescribing  have  increased 
awareness  of  the  potential  influence  of  the  dos- 
age form.  The  first  of  these  has  been  the  in- 
creasing practice  of  generic  substitution  which 
results  in  the  exchange  of  one  formulation  of  a 
prescribed  medication  for  another  containing 
qualitatively  and  quantitatively  identical  drug, 
without  necessarily  assuring  standardization 
of  the  formulation.  More  recently,  the  inten- 
tional use  of  slow-release  formulations  for 
some  drugs  with  rapid  rates  of  elimination  in 
order  to  obtain  stable  blood  levels  with  accept- 
able dosing  intervals  has  resulted  in  rather 
unique  problems  as  a result  of  technological 
limitations  in  currently  used  oral  delivery  sys- 
tems. 

Generic  Equivalence 

After  an  extensive  review  of  the  bioavailabil- 
ity of  drugs  published  in  1974,  Koch-Weser 
concluded  that  ".  . . among  drugs  thus  far 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


tested,  bioinequivalence  of  different  drug 
products  has  been  far  more  common  than 
bioequivalence. Despite  improved  stan- 
dards for  known  problem  drugs  and  consider- 
able effort  expended  by  the  FDA  to  dissemi- 
nate information  regarding  bioequivalency  of 
different  formulations  of  the  same  drug, 
documented  bioinequivalency  remains  com- 
mon, and  concerns  remain  regarding  the  ade- 
quacy of  bioavailability  data  for  many  medica- 
tions without  established  inequivalencies. ^ 
Because  differences  in  the  rate  and/or  extent  of 
absorption  can  influence  drug  effect,  clinicians 
need  to  be  aware  of  these  variables  in  selecting 


"Despite  improved  standards  for 
known  problem  drugs  and  consider- 
able effort  expended  by  the  FDA  to  dis- 
seminate information  regarding  bio- 
equivalency of  different  formulations 
of  the  same  drug,  documented  bioin- 
equivalency remains  common.  ..." 


products.  Several  examples  in  the  medical 
literature  illustrate  the  importance  of  this. 

The  classic  example  of  the  influence  of  for- 
mulation as  a cause  of  potential  clinical  prob- 
lems was  reported  for  digoxin  in  1971  by  Lin- 
denbaum  et  al.^  After  observing  an  unex- 
plained association  of  unusually  high  mainte- 
nance doses  of  digoxin  and  low  serum  digoxin 
concentrations  in  several  patients,  he  explored 
the  biological  availability  of  various  digoxin 
products  available  for  use  in  the  wards  of  a 
New  York  City  municipal  hospital.  He  found 
significant  variation  between  different  prod- 
ucts and,  perhaps  even  more  disturbingly, 
found  significant  variation  between  different 
lots  prepared  by  a single  manufacturer.  He 
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concluded  that  chemical  equivalency  of  differ- 
ent formulations  were  insufficient  to  assure 
biological  equivalency  because  of  differences 
in  delivered  dosage.  Their  results  were  subse- 
quently confirmed  by  others  and  eventually 
led  to  a further  understanding  of  the  variables 
that  influence  bioavailability  of  digoxin  with 
improved  standardization  of  production.^'  ^ 

Similar  to  digoxin,  phenytoin  has  a narrow 
therapeutic  index,  and  variations  in  rate  and 
extent  of  delivery  of  drug  have  been  reported 
for  different  formulations.®'  ^ The  potential 
consequences  of  this  are  compounded  for 
phenytoin  because  of  dose-dependent  kinetics 
which  result  in  disproportionately  large 
changes  in  steady  state  serum  concentration 
from  even  modest  changes  in  delivered  dos- 
age. In  a review  of  the  clinical  pharmacokinetic 
and  therapeutic  implications  of  variation  in 
absorption,  it  was  concluded  that  changes  in 
products  were  contraindicated  in  stable  con- 
trolled patients  because  of  the  possibility  of 
subsequent  intoxication  or  poor  control  of 
epilepsy  because  of  increased  or  decreased 
bioavailability  respectively. 

It  does  not  follow,  however,  that  generic 
preparations  are  necessarily  less  well  absorbed 
than  brand-name  or  originator  products.  In  the 
case  of  phenytoin,  the  U.S.  Food  and  Drug 
Administration  called  attention  to  differences 
of  potential  clinical  importance  between  the 
major  brand  name,  Dilantin,  and  generic 
phenytoin  sodium  preparations  which  are 
generally  more  rapidly  and  completely 
absorbed.  The  FDA  classified  Dilantin  Kap- 
seals  as  an  extended  delivery  product  suitable 
for  longer  dosing  intervals  in  contrast  to  the 
generic  preparations  which  were  identified  as 
prompt  delivery  preparations.  Thus,  the 
generic  products  have  been  more  clearly  dis- 
tinguished in  their  labeling  from  the  originator 
product  even  though  it  is  not  apparent  that 
there  was  an  intent  among  either  the  manufac- 
turers of  the  originator  product  or  the  generics 
to  be  different  in  biological  effect.  Changes 
among  different  formulations  of  phenytoin 
thus  require  close  monitoring  of  serum  concen- 
tration since  different  steady  state  blood  levels 
may  eventually  be  attained  as  a result  of  differ- 
ences in  the  rate  and  extent  of  delivered  dose. 

Many  other  examples  of  both  bioinequiva- 
lence and  therapeutic  inequivalence  have  been 
described  (Table  I).^'®  The  clinical  importance 
(Please  turn  to  page  26) 


TABLE  I 


Selected  drugs  for  which  bioinequivalence  between  different  products  has 
been  demonstrated.  Asterisks  indicate  reports  of  consequent  therapeutic 
inequivalence.''  ^ 


Amitriptyline* 

Penicillin  G 

Ampicillin 

Penicillin  V 

Aspirin* 

Pentobarbital 

Chloramphenicol 

Phenacetin 

Chlordiazepoxide 

Phenylbutazone 

Diazoxide 

Phenytoin* 

Digoxin* 

Prednisone* 

Erythromycin 

Riboflavin 

Furosemide* 

Salicylamide 

Griseofulvin 

Spironolactone 

Hydrochlorothiazide 

Sulfadiazine 

Imipramine* 

Sulfisoxozole 

Indomethacin* 

Tetracycline 

Levodopa* 

Theophylline* 

Nalidixic  acid 

Thyroid* 

Nitrofurantoin 

Tolbutamide* 

Oxytetracycline 

Triamterene 

Para-aminosalicylic  acid 

Warfarin 

Fraction  Absorbed 


Time  (hours) 


Serum  Theophylline 
(pg/ml) 


Figure  1 . Rate  and  extent  of  absorption  is  represented  by  the 
cumulative  fraction  absorbed  following  single  doses  of  selected 
slow-release  theophylline  products  (upper);  from  these  are  calcu- 
lated expected  serum  concentrations  from  12  hourly  dosing  de- 
signed to  attain  peak  serum  concentration  of  1 5 mcg/ml  in  a patient 
with  a half-life  of  elimination  of  3.7  hours,  the  mean  for  children  1-9 
years  of  age  (lower). 


January  1986  / 25 


Time  (hours) 

Figure  2.  Relationship  between  serum  theophylline  concentration 
and  pulmonary  function  following  single  doses  of  a rapidly 
absorbed  preparation  (upper)' ^ and  at  steady  state  during  multiple 
dosing  with  a slow-release  theophylline  preparation  in  children 
(lower). PEFR  — peak  expiratory  flow  rate;  '^25  — flow  rate  at 
25%  of  expiration  from  vital  capacity. 


of  differences  relates  to  the  therapeutic  index 
of  the  drug,  the  dose  of  the  drug,  and  the 
nature  of  the  disease.  For  example,  the  treat- 
ment of  streptococcal  pharyngitis  with  penicil- 
lin will  be  relatively  insensitive  to  bioinequiva- 
lence because  of  the  high  therapeutic  index  of 
penicillin  and  the  convention  of  using  doses 
that  attain  blood  levels  far  in  excess  of  the 
minimal  bactericidal  concentrations  for  the  ex- 
quisitely penicillin  sensitive  Group  A strepto- 
coccus organism.  This  is  in  contrast  to  the  nar- 
row therapeutic  index  and  well  defined  rela- 
tionship between  attained  drug  level  and  clin- 
ical efficacy  with  digoxin  or  phenytoin. 


Slow-release  formulations 

Formulations  that  have  been  altered  to  slow 
absorption  have  been  associated  with  con- 
siderable variability  in  rate  and  extent  of 
absorption  that  is  product  dependent. For 
drugs  with  rapid  rates  of  elimination,  this  can 


result  in  clinically  important  variability  in 
serum  concentration  at  steady  state  (Figure  1) 
with  corresponding  variation  in  clinical  effect 
(Figure  2).  This  has  become  particularly  impor- 
tant recently  with  theophylline  preparations  as 
competitive  pressures  have  resulted  in  claims 
that  appear  to  outstrip  the  actual  technical 
achievements. 

Slow-release  theophylline  preparations 
have  permitted  routine  dosing  at  8 to  12  hour 
intervals  instead  of  6 hour  intervals  commonly 
required  with  theophylline  formulations  that 
undergo  rapid  dissolution.  Recent  attempts  at 
developing  “ultra-slowly"  absorbed  formula- 
tions with  claims  of  once-daily  dosing  have 
thus  far  been  associated  with  varying  degrees 
of  incompleteness  of  absorption. is-iz  con- 
trast, most  (but  not  all)  of  the  previously  mar- 
keted slow-release  formulations  are  generally 
completely  absorbed  (although  at  varying 
rates). 

Of  particular  concern  has  been  the  demon- 
stration that  2 of  these  new  slow-release 
theophylline  formulations  with  incomplete 
absorption  have  increased  absorption  to 
varying  degrees  in  the  presence  of  food.^^'^^ 
Paradoxically,  another  theophylline  formula- 
tion with  complete  absorption  in  the  absence 
of  food  has  been  shown  to  demonstrate 
markedly  incomplete  absorption  when  taken 
with  food,^^  while  other  formulations  appear 
to  have  no  clinically  important  effects  from 
food  (Figure  3). 


Recommendations 

The  potential  for  a formulation  to  affect  drug 
delivery  requires  careful  consideration  on  the 
part  of  the  prescribing  physician  and  dispens- 
ing pharmacist.  Modest  differences  in 
bioavailability  will  be  of  little  clinical  conse- 
quence when  associated  with  a high  therapeu- 
tic index  and  minimal  essential  need  relative  to 
dosage  given.  A low  therapeutic  index,  a close 
relationship  between  clinical  effect  and  the 
level  of  drug  in  body  fluids,  and  the  presence 
of  dose-dependent  kinetics  of  elimination  are 
variables  that  increase  the  potential  for  clinical- 
ly important  consequences  of  differences  in  the 
rate  and/or  extent  of  oral  drug  delivery.  An 
unexpected  improvement  in  bioavailability  as 
a result  of  change  in  formulation  as  in  the  case 
of  switching  from  Dilantin  brand  of  phenytoin 
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Motrin 800mg 

ibuprofen 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Fraction 

Absorbed 


(Pederson  et  al . 1984) 


Time  (hrs) 


Fraction 

Absorbed 


(Weinberger  et  al  , 1984) 


Time  (hrs) 


Figure  3.  Paradoxical  effects  of  food  on  Theo-24  (upper  left)' ^ and  Theodur  sprinkle  (upper  right).  The  major  effects  of  food  on  both  the  extent 
and  rate  of  absorption  are  apparent;  in  contrast,  no  effect  of  food  on  extent  and  only  modest  effect  on  rate  are  associated  with  Slo-bid  gyrocaps 
(lower  left)^°  or  Theodur  tablets  (lower  right). 


to  a more  rapidly  and  completely  absorbed 
generic  preparation  can  result  in  toxicity  much 
as  may  occur  from  the  use  of  incompletely 
absorbed  slow-release  theophylline  prepara- 
tions that  have  increased  rate  and  extent  of 
delivery  when  taken  with  food. 

These  formulation-related  variables  can  par- 
ticularly confound  clinical  practice  when 
generic  substitution  occurs  following  stabiliza- 
tion of  dosage.  With  pharmacies  performing 
such  substitutions  more  frequently  because  of 
changes  in  state  laws  and  consumer  demand, 
such  problems  may  occur  more  frequently. 
Unfortunately,  efforts  by  the  FDA  to  provide 
guidance  regarding  the  appropriateness  of  var- 
ious substitutions  are  plagued  by  limitations  of 
current  knowledge  and  dissemination  of 
information.^  While  technical  advances  in  oral 
drug  delivery  are  under  investigation,^^'  the 
prescribing  clinician  must  assume  responsibil- 
ity for  awareness  of  the  potential  for  clinical 
problems  as  a result  of  formulation  differences 


of  the  same  chemical  compounds. — Miles 
Weinberger,  M.D.,  Professor,  Department  of 
Pediatrics  and  Gary  Milavetz,  PHARM.D., 
Clinical  Assistant  Professor,  College  of  Pharmacy. 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone:  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


November  1985  Morbidity  Report 


Disease 

Nov. 

1985 

Total 

1985 

to 

Date 

1984 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Aids 

2 

13 

2 

Amebiasis 

3 

52 

64 

Johnson,  Polk,  Wapello 

Brucellosis 

0 

5 

2 

Chickenpox 

356 

5891 

6878 

Scattered 

Campylobacter 

19 

296 

314 

Scattered 

Cytomegalovirus 

5 

14 

12 

Black  Hawk,  Johnson,  Pol 

Eaton's  Agent 
infection 

2 

8 

34 

Dubuque 

Encephalitis,  viral 

2 

29 

31 

Black  Hawk,  Winneshiek 

Erythema 

infectiosum 

0 

0 

52 

Gastroenteritis 

(GIV) 

1735 

14086 

12310 

Scattered 

Giardiasis 

57 

477 

368 

Scattered 

Hepatitis,  A 

10 

54 

55 

Scattered 

Hepatitis,  B 

12 

91 

98 

Scattered 

Hepatitis,  Non  A-B 

1 

15 

19 

Plymouth 

Hepatitis 

type  unspecified 

1 

8 

10 

Black  Hawk 

Herpes  Simplex 

142 

1118 

867 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

0 

19 

19 

Infectious 

mononucleosis 

37 

176 

148 

Scattered 

Influenza, 

lab  confirmed 

1 

170 

176 

Scott 

Influenza-like 
illness  (URI) 

4383 

34951 

37758 

Scattered 

Legionellosis 

2 

13 

4 

Clarke 

Malaria 

0 

2 

2 

Meningitis 

aseptic 

9 

53 

60 

Scattered 

bacterial 

19 

129 

111 

Scattered 

meningococcal 

1 

9 

22 

Mumps 

3 

17 

25 

Black  Hawk,  Linn 

Pertussis 

3 

31 

13 

Hardin,  Jefferson 

Rabies  in  animals 

8 

142 

140 

Scattered 

Reye  Syndrome 

0 

4 

2 

Rheumatic  Fever 

0 

4 

0 

Rubella 

(German  measles) 

0 

1 

1 

Measles 

0 

0 

0 

Salmonellosis 

15 

263 

239 

Scattered 

Shigellosis 

0 

18 

97 

Toxic  Shock 
Syndrome 

2 

8 

13 

Polk,  Poweshiek 

Tuberculosis 
total  ill 

4 

53 

62 

Johnson,  Polk, 

bact.  pos. 

3 

49 

56 

Pottawattamie,  Scott 
Johnson,  Polk, 

Typhoid  Fever 

0 

3 

0 

Pottawattamie 

Venereal  diseases: 
Gonorrhea 

482 

4113 

4197 

Scattered 

Syphilis 

0 

18 

11 

Chlamydia 

148 

202 

— 

Scattered 

Other  Non-Reporfable  Diseases:  Ascaris 

— 2,  Johnson,  1 , Scott;  Clonorchis 

— 3,  Johnson;  Meningococcal  sepsis  — 2,  Woodbury;  Rotavirus  — 1 , Polk; 
Trichuris  Trachurira  — 1,  Johnson,-  Ureaplasma  Urealyticum  — 1,  Black 
Hawk,  5,  Johnson,  1,  Muscatine,  1,  Washington. 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w^hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Fat  tj  to tV  r,^  v !H  tu »/  si 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515]  276-6202 


Medical  Developments 

IMEWS/PROPUCTS^ 
PROGRAMS,  ETC. 


CATAPRES-TTS®  — Boehringer  Ingelheim  Phar- 
maceuticals, Inc.  has  introduced  the  first  once- 
a-week  transdermal  antihypertensive  system. 
Catapres-TTS®  patches  deliver  clonidine  for  7 
days  after  each  application.  The  simplicity  of 
the  patch  should  improve  patient  compliance 
as  well  as  being  convenient.  Three  strengths 
(clonidine  content  of  2.5  mg,  5 mg  and  7.5  mg) 
are  available.  Refer  to  package  literature  for 
technique  of  dosage  and  administration. 

NEW  HUMAN  INSULIN  PRODUCT  — Eli  Lilly  and 
Company  has  announced  the  third  form  of 
Humulin,  the  human  insulin  made  by  recom- 
binant DNA  technology.  Humulin  L Joins 
Humulin  R and  Humulin  N to  provide  an  ex- 
panded line  of  human  insulin  to  meet  indi- 


vidual needs.  Humulin  L is  the  Lente  formula- 
tion providing  intermediate  action,  while 
Humulin  R is  a short  acting  insulin.  Humulin 
N is  also  an  intermediate  acting  insulin  but 
with  a different  formulation. 


ROCHE  COMPLETES  NEW  PLANT  — Hoffmann- 
LaRoche,  Inc.,  one  of  our  loyal  advertisers, 
recently  began  operations  in  one  of  the  world's 
most  modern  facilities  for  the  manufacture  of 
sterile  injectable  pharmaceuticals.  Located  in 
Nutley,  New  Jersey,  the  $35  million  plant  uti- 
lizes sophisticated  technology  to  purify  the  air, 
the  water,  medicinals  and  the  equipment  used 
to  produce  pure,  bacteria-and-particle-free  in- 
jectable medicines. 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Edward  L Grab,  CEP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 


COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  ESC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER  • MEMBER  NASD  • MEMBER  SIPC 
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RECENT  BOOKS 


PLAY  SAFE:  How  to  Avoid  Getting  Sexually 
Transmitted  Diseases,  Mandel,  Bea,  and  Man- 
del,  Byron,  1985,  Center  for  Health  Informa- 
tion, P.O.  Box  4636,  Foster  City,  California 
94404.  Paperback,  $4.95  plus  shipping.  This 
book  is  for  the  public  and  provides  concise, 
understandable  information  about  sexually 
transmitted  diseases.  Over  10,000,000  Amer- 
icans contract  a STD  each  year.  A question- 
and-answer  format  provides  straightforward 
information. 

THE  INVENTION  OF  THE  MODERN  HOS- 
PITAL, Vogel,  Morris  ].,  1985,  Boston  1870- 
1930,  University  of  Chicago  Press,  Chicago. 
Paperback,  $6.95.  A study  of  how  social  and 
economic  factors  transform  charity  hospitals 
into  modern  scientific  institutions  to  serve  all 
classes.  Hospital  growth  does  not  depend  only 
on  advances  in  medical  science. 


SCIENCE  IN  NINETEENTH-CENTURY 
AMERICA:  A Documentary  History,  Reingold, 
Nathan,  1985,  University  of  Chicago  Press,  Chi- 
cago. Paperback,  $12.50.  A series  of  letters  by 
and  to  19th  century  American  scientists  of 
several  disciplines.  Each  grouping  is  intro- 
duced into  its  historic  context. 

SOCIAL  ORGANIZATION  OF  MEDICAL 
WORK,  Strauss,  Anselm,  et  al,  1985,  University 
of  Chicago  Press,  Chicago.  Price,  $25.  This 
book  looks  into  the  hospital  as  a workplace 
which  demands  an  understanding  of  how 
things  happen  within  that  segment  of  social 
interplay.  This  is  a study  of  the  relationships 
between  the  various  disciplines  of  health  care, 
as  well  as  their  relationships  to  the  patients. 

HOME  CARE  FOR  THE  DYING,  Little,  Deb- 
orah Whiting,  1985,  Dial  Press/Doubleday  & 
Co.,  Inc.,  Garden  CitV/  New  York.  Paperback, 
$9.95.  Based  upon  numerous  interviews  with 
health  care  specialists  as  well  as  terminally  ill 
patients  and  their  families  and  friends,  this 
book  provides  a comprehensive  guide  to  the 
health  care  of  terminally-ill  patients. 


ORTHOPEDIC  SURGEON  NEEDED 


Mid-Michigan  community  seeks  orthopedic  surgeon  for  service  area  of  90,000. 
Guaranteed  first  year  income  $150,000.  Office  space  available  in  medical  office 
building  adjacent  to  the  hospital.  214-bed  hospital  provides  excellent  diagnostic 
capabilities  and  new  surgical  facilities.  Excellent  opportunity  for  a physician 
seeking  busy  private  practice  opportunity  with  guaranteed  success.  Contact  Vice 
President  of  Professional  Services,  517/723-5211  Ext.  1823. 
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A 

Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

NUTRITION  NEEDS 
FOR  THE  ELDERLY 


The  Liberal  Geriatric  Diet  (LGD)  is  an 
alternative  to  very  specific  and  restrictive 
diets.  The  LGD  restricts  calories,  sodium,  fat, 
and  cholesterol.  However,  it  is  a special  diet 
that  should  be  ordered  just  as  any  other  spe- 
cific diet. 

The  Liberal  Geriatric  Diet  is  a health  con- 
scious plan.  The  dietary  Guidelines  for  Amer- 
icans published  in  1980  (revised  in  1985)  are 
incorporated  in  this  plan.  Nutritional  needs  of 
older  people  do  not  differ  from  younger  peo- 
ple, except  that  calorie  needs  are  reduced. 

The  basic  diet  principles  included  in  the 
LGD  provide  adequate  nutrition  and  meet  the 
Recommended  Daily  Allowances.  Here  are  the 
LGD  elements: 

1.  The  diet  emphasizes  a reduced  intake  of 
sugar.  Sugar  and  products  made  with  large 
amounts  of  sugar  and  syrup  are  not  included. 
Fresh  fruits  and  canned  fruits  without  sugar 
are  encouraged.  Foods  such  as  pancake  syrup, 
pies,  cookies,  ice  cream,  cakes,  etc.,  are  used 
only  infrequently. 

2.  Sodium  intake  is  reduced  by  using  lim- 
ited amounts  of  salt  in  food  preparation  and 
limiting  salty  foods.  Salty  foods  such  as  pota- 
to chips,  processed  cheese,  pickled  foods, 
cured  and  processed  meats  are  used  only  in 
very  limited  amounts.  The  daily  menu  plan 
would  not  include  more  than  4000  mg  sodium 
per  day. 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


3.  The  plan  reduces  the  fat  intake  by  alter- 
ing cooking  methods  and  limiting  high  fat 
foods.  Foods  are  cooked  without  adding  fat 
using  broiling,  baking,  boiling  methods 
rather  than  frying.  All  visible  fats  are 
trimmed.  Butter,  margarine,  and  shortening 
are  limited  in  use.  If  egg  yolks  and  organ 
meats  are  limited,  the  plan  is  low  in  cholester- 
ol. 

In  addition,  the  Liberal  Geriatric  Diet  encor- 
ages  the  use  of  fiber-rich  food  (whole-grain 
breads  and  cereals,  fruits,  and  vegetables).  Six 
to  8 cups  of  fluid  are  recommended  to  provide 
adequate  hydration  and  promote  gastrointes- 
tinal function. 

Residents  in  health  care  facilities  may  have 
chewing  and  swallowing  difficulties.  In  these 
situations,  food  textures  are  adapted  to  meet 
individual  needs  by  chopping,  grinding,  or 
pureeing/blending. 

If  the  physician  chooses  the  LGD  then  it 
must  be  ordered  as  such.  It  cannot  be  com- 
bined with  a specific  calorie,  sodium,  or  fat 
restriction  since  this  would  in  effect  cancel  the 
liberalization  diet. 

Use  of  the  LGD  as  an  alternative  for  very 
restrictive  diets  promotes  a continued  interest 
in  food.  Diets  restricted  in  salt  and  sugar  often 
promote  a lack  of  eating  resulting  in  malnutri- 
tion. In  all  health  facilities  in  Iowa,  a qualified 
dietitian  is  employed  for  the  purpose  of  eval- 
uating the  nutritional  needs  of  residents  and 
assuring  that  meals  provide  the  necessary 
medical  and  nutritional  needs.  The  dietitian  is 
an  available  resource  to  help  implement  the 
Liberal  Geriatric  Diet. 

Long  term  care  facilities  are  “home"  for 
many  lowans.  This  liberalized  approach  to  die- 
tary needs  gives  the  overall  promotion  for 
healthful  living. 
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Lx>sing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs;  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you’ll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 


MxcxoAge* 

“The  Solution  Store”^ 

West  Des  Moines 
2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Sneciaitv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^“ 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Albin  C.  Bergstrom,  retired  Missouri  Val- 
ley physician,  has  been  named  Citizen  of  the 
Year  by  the  community's  Chamber  of  Com- 
merce. Dr.  Bergstrom  is  the  first  such  honoree 
in  a new  program  to  recognize  an  outstanding 
citizen.  . . . Dr.  Thomas  DeBartolo,  Mason 
City,  participated  in  a recent  regional  review 
course  in  hand  surgery  in  St.  Louis.  The 
annual  course  is  sponsored  by  the  American 
Society  for  Surgery  of  the  Hand.  Dr.  DeBartolo 
discussed  "Principles  of  Tendon  Transfer  to 
the  Hand." 


Dr.  Donovan  F.  Ward,  Dubuque,  is  president 
of  the  Fifty  Year  Club  of  American  Medicine. 


He  was  elected  at  the  organization's  annual 
meeting  in  Chicago.  Dr.  Ward  was  president  of 
the  American  Medical  Association  from  1964- 
1965.  . . . Dr.  Randall  L.  Spaude  has  joined 
the  Bluff  Medical  Center,  P.C.,  in  Clinton.  He 
was  incorrectly  reported  to  have  located  in 
Council  Bluffs  in  a previous  issue. 


Dr.  Stephen  C.  Elliott  and  Dr.,  John  W.  Olds, 

Des  Moines  physicians,  have  been  appointed 
co-directors  of  epidemiology  and  infectious 
diseases  at  Iowa  Methodist  Medical  Center  in 
Des  Moines.  Dr.  Steven  L.  Shook  has  joined 


After  the  sale  . . . it's  the  SERVICE 
that  counts."  value  for  your  medical  supply  dol- 
lar IS  MORE  THAN  SIMPLY  PRICE.  AT  HAWKEYE  MEDICAL 
SUPPLY  WE  OFFER; 

• TOLL  FREE  NUMBER  WITH  A KNOWLEDGEABLE  STAFF 
TO  ASSIST  YOU  . . . 

• OUR  OWN  EXPERT  REPAIR  DEPARTMENT  . . . 

• LOANER  INSTRUMENTS  AT  NO  CHARGE  FOR  MOST 
MAJOR  REPAIRS  . . . 

BECAUSE,  “AFTER  THE  SALE  . . . IT’S  THE  SERVICE  THAT 

COUNTS.’’ 

HAWKEYE  MEDICAL  SUPPLY,  INC. 

HOME  OFFICE;  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE;  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 


Your  C 


Qbco 


dealer 


IOWA  WATS 
1-800-272-6448 
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Softactics 
Medical  Office 
Management  System 


10  Reasons  For  The 
Alternative  Billing  Solution 

1 . Paperless  billing  for  Blue  Shield,  Medicare, 
and  Medicaid. 

2.  Prints  itemized  statements  suitable  for  pa- 
tient's tax  purposes  and  filing  their  own 
claim. 

3 . Patient  account  is  turned  over  for  collection. 

4.  Network  Compatible  Multiuser  permits 
multiple  operators  to  be  inputting  and  ac- 
cessing information  at  the  same  time. 

5.  Program  customization  available  from 
Softactics. 

6.  Provides  statistical  information  on  proce- 
dures provided  month  and  year  to  date. 

7.  Prints  HCFA  I 500  forms  for  other  insurers. 

8.  Large  capacity,  one  installation  averages 
over  1500  procedures  per  week. 

9.  Daily  transaction  report  for  balancing  daily 
cash. 

10.  General  Ledger,  Accounts  Payable,  Payroll 
available,  patient  scheduling  soon  to  be 
announced. 


Developed  and  Distributed  by  Softactics 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES,  IOWA  50265 
(515)  224-4565 


Dr.  John  A.  Walck  at  Wholistic  Health  Services 
of  Sioux  City,  P.C.  Dr.  Shook  received  his 
M.D.  degree  at  the  U.  of  I.  and  served  his 
family  practice  residency  at  Siouxland  Medical 
Education  Foundation  in  Sioux  City.  . . . Dr. 
William  C.  Rosenfeld,  Mason  City,  was  a 
guest  speaker  at  the  annual  meeting  of  the 
Iowa  Academy  of  Family  Physicians.  Dr. 
Rosenfeld's  topic  “Ethiopia  — Famine  and 
Frustration." 


Dr.  Jerry  Wehr  joined  Grinnell  Family  Care, 
P.C.  in  September.  Dr.  Wehr  received  the 
M.D.  degree  at  the  U.  of  1.  and  served  his 
family  practice  residency  in  Cedar  Rapids. 
Prior  to  locating  in  Grinnell,  Dr.  Wehr  served  4 
years  with  the  U.S.  Air  Force  Strategic  Air 
Command.  . . . Dr.  Charles  E.  Grado  has 
opened  a plastic  and  reconstructive  surgery 
practice  in  Cedar  Rapids.  Dr.  Grado  received 
the  M.D.  degree  at  Southern  Illinois  University 
in  Carbondale;  completed  a general  surgery 
residency  at  the  University  of  Missouri  and  the 
University  of  Nebraska,  and  a residency  in 
plastic  and  reconstructive  surgery  at  Southern 
Illinois  University  in  Springfield,  Illinois.  . . . 
Dr.  Margaret  D.  Smith  has  joined  the  Ottum- 
wa Clinic.  Dr.  Smith  received  the  M.D.  degree 
at  Georgetown  Medical  School  in  Washington, 
D.C.,  and  completed  her  rheumatology  res- 
idency at  Johns  Hopkins  in  Baltimore.  . . . Dr. 
Robert  Isham,  Osage,  recently  retired  from 
practice  at  the  Osage  Medical  Group.  Dr. 
Isham  is  a U.  of  I.  medical  graduate  and  had 
postgraduate  work  in  obstetrics  and  gynecolo- 
gy at  Crosset,  Arkansas.  He  began  medical 
practice  in  Osage  in  1949.  . . . Dr.  Donald  J. 
Ahrenholz,  Waterloo,  was  guest  speaker  at  a 
public  information  series  entitled,  “For 
Women  Only,"  sponsored  by  Schoitz  Medical 
Center.  Dr.  Ahrenholz  spoke  on  "Face  Lifts, 
Tummy  Tucks  and  You." 


Dr.  Azher  B.  Uddin  has  joined  Marshalltown 
Pediatric  Associates.  Dr.  Uddin  received  the 
M.D.  degree  at  Mysore  Medical  College  in  In- 
dia. Her  first  year  pediatric  residency  was  at 
Morristown  Memorial  Hospital  in  New  Jersey; 
second  year  at  Monmouth  Medical  Center  in 
New  Jersey  and  third  year  at  Baltimore  City 
Hospital  and  John  Hopkins  in  Baltimore, 
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In  OaL  no  a your  apartment  is  your  “Home.’’ 

Out  Life  Care  Retirement  Residence  Offers  Many  Advantages 

• All  utilities  included  (gas,  electricity,  water). 

• FREE  telephone  service  for  local  calls. 

• Each  apartment  has  cooking  facilities  with  complete  kitchen.  Well  balanced  meals  are  also  available. 

You  may  eat  all,  none,  or  occasional  meals  in  the  dining  room. 

• Housekeeping  service  every  other  week  to  clean  your  apartment. 

• Oaknoll  does  all  your  flat  laundry.  Washers  and  dryers  are  provided  at  no  extra  cost  for  personal  laundry. 

• A maintenance  person  is  available  7 days  a week  for  routine  maintenance  problems. 

• Security  for  your  apartment  at  all  times. 

• Registered  nurses  provide  24  hour  nursing  service  as  needed.  Health  care  in  our  skilled  nursing  center  is 
provided  for  life  at  no  additional  charge. 

• A television  hook-up  is  provided  in  each  apartment. 

• Guest  rooms  and  guest  dining  available. 

• Extra  storage  area. 

• Planned  cultural,  recreational,  social  and  spiritual  programs  and  activities. 

Please  call  Felicia  Hope  (319)  351-1720  or  write  for  full  information 
Oaknoll  Retirement  Residence,  701  Oaknoll  Dr.,  Iowa  City,  la.  52240 
Oaknoll  is  a Nonprofit  Organization  governed  by  Local  Board 


Maryland.  . . . Dr.  Loran  E.  Coppoc,  Ottum- 
wa, retired  from  medical  practice  in  Septem- 
ber. Dr.  Coppoc  received  the  M.D.  degree;  and 
completed  his  surgery  residency  at  the  Uni- 
versity of  Nebraska  School  of  Medicine.  He 
began  his  medical  practice  in  Ottumwa  in  1951 . 
A trainer  of  Morgan  horses.  Dr.  Coppoc  was 
named  to  the  Saddlehorse  Hall  of  Fame  at  the 
Iowa  State  Fair  in  1982.  . . . Dr.  John  S.  Down- 
ing, longtime  Cedar  Rapids  pediatrician,  re- 
cently retired  from  his  teaching  position  at  the 
Family  Practice  Center  in  Cedar  Rapids.  Dr. 
Downing  received  the  M.D.  degree  at  the 
U.  of  I.;  interned  at  Akron,  Ohio;  and  served 
his  pediatric  residency  at  University  Hospitals 
in  Iowa  City.  Prior  to  teaching  at  the  Family 
Practice  Center,  Dr.  Downing  was  in  private 
practice  in  Cedar  Rapids. 


Dr.  Mark  E.  Thoman,  Des  Moines,  is  one  of  11 
individuals  invited  to  chair  a special  session  of 
the  World  Federation  of  Clinical  Toxicology 
Centers  under  the  auspices  of  the  Commission 
of  European  Committees  and  International 
Program  of  Clinical  Safety  of  the  World  Health 
Organization  (WHO).  The  WHO  meeting 
occurred  in  October  in  Geneva,  Switzerland. 


Dr.  Thoman  will  also  represent  the  United 
States  in  special  sessions  of  the  World  Federa- 
tion of  Clinical  Toxicology  in  Brussells,  Bel- 
gium. 


Dr.  Jack  L.  Bristow,  Sioux  City,  is  chairman, 
Iowa  section,  American  College  of  Obstetri- 
cians and  Gynecologists.  For  the  past  3 years. 
Dr.  Bristow  has  served  as  vice  chairman.  . . . 
Dr.  Rodney  A.  Erickson,  Vinton,  has  been 
awarded  a plaque  from  the  U.  S.  Public  Health 
Service.  Dr.  Erickson  was  recognized  for  his 
community  involvement  and  his  promotion  of 
health-related  activities.  . . . Dr.  John  E. 
Owens,  Sioux  City,  has  been  elected  a fellow  in 
the  American  College  of  Cardiology.  Dr. 
Owens  received  the  M.D.  degree  and  com- 
pleted his  residency  at  Virginia  Common- 
wealth University  Medical  College  in  Rich- 
mond. . . . Dr.  Marian  L.  Barnes  was  named 
as  “Physician  of  the  Year”  by  the  Iowa  Health 
Care  Association.  Dr.  Barnes  received  the 
Award  for  her  outstanding  service  to  residents 
at  Mechanicsville  Care  Center  and  her  genuine 
interest  and  commitment  to  quality  care  of  the 
elderly. 
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WE  MAKE  IT  EASY 
FOR  PHYSICIANS 
TO  SERVE  HERE  IN 
IOWA 

The  830th  Hospital  in  Des 
Moines  and  the  73rd  Hospital 
in  Cedar  Rapids  need  Physi- 
cians. We  are  fully  aware  of  the 
demands  on  a physician’s  time, 
so  we  work  hard  to  be  as  flexible 
as  possible  in  arranging  sched- 
ules. If  exploring  some  other 
phases  of  medicine,  adding 
some  different  experience  and 
knowledge,  could  help  you  in 
your  practice,  look  into  the 
nearby  local  Army  Reserve. 

To  discover  how  flexible  we 
can  be,  call  our  officer  counse- 
lor. 

MAJOR  LARRY  MATTHE>MS 
612-854-7702  COLLECT 


ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  inserf  ion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 

GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and  other 
resorts.  Topic:  MEDICAL/LEGAL  and  EINANCIAL  MANAGEMENT. 
Accredited.  CURRENT  CONCEPT  SEMINARS,  INC.  (since  1980),  3301 
Johnson  Street,  Hollywood,  Florida  33021.  800/428-6069.  Fee  $175. 


INTERNAL  MEDICINE  — Practice  for  sale  in  northwest  Iowa  commu- 
nity of  10,000,  near  Okoboji,  with  a well-equipped  132-bed  acute  care 
hospital.  Patients  come  from  a 60-mile  radius.  There  is  potential  for 
growth.  Contact  Ruth  Langstraat,  M.D.,  1202  Second  Avenue  East, 
Spencer,  Iowa  51301  or  call  712/262-8918 


FELLOWSHIP  OPPORTUNITY  — Two-year  clinical  adolescent  medi- 
cine fellowship  will  be  offered  at  the  Raymond  Blank  Memorial  Hospi- 
tal for  Children  (Iowa  Methodist  Medical  Center),  starting  in  July,  1986. 
The  core  of  the  training  will  be  centered  around  an  innovative  inpatient 
adolescent  behavioral  medicine  service.  Additional  areas  of  training 
include  sports  medicine,  gynecology,  endocrinology  and  hospital  ad- 
ministration. The  fellow  must  be  a graduate  of  an  approved  residency 
program  (pediatrics,  family  practice,  or  internal  medicine).  The  purpose 
of  this  fellowship  is  to  prepare  qualified  individuals  for  a career  in  the 
stimulating  field  of  clinical  adolescent  medicine.  Interested  candidates 
should  contact  Donald  E.  Greydanus,  M.D.,  F.S.A.M.,  Iowa  Methodist 
Medical  Center,  1200  Pleasant,  Des  Moines,  Iowa  50308.  515/283-6230 


AMBULATORY  CARE  CENTER  PHYSICIAN  — Full  time  position 
available  for  a family  physician  interested  in  the  acute  care  of  patients. 
Send  CV  to  G.  L.  Schmit,  M.D.,  375  Collins  Rd.,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/393-0222 


FP/PEDS/IM/Psychiatrist  — BC/BE  needed  on  a part  time  basis  for  a 
modern  intermediate  care  facility  for  mentally  retarded  clients  at  a state 
hospital-school  located  30  miles  from  capital.  Good  working  environ- 
ment. Competitive  salary  and  comprehensive  benefits.  Send  CV  to 
S.  Lerd,  M.D.,  Woodward  State  Hospital  School,  Woodward,  Iowa 
50276.  AN  EQUAL  OPPORTUNITY/AFFIRMATIVE  ACTION  EM- 
PLOYER. 


EAMILY  PRACTITIONER  NEEDED  — To  join  11  physician,  expanding 
multi-specialty  practice  in  upper  midwest.  Board  certified  or  eligible. 
Clinic  adjoins  JCAH  hospital.  Rural  location  with  abundant  outdoor 
recreational  opportunities,  small  4-year  college.  Excellent  salary  and 
benefits.  Call  collect  715/532-6651  or  send  curriculum  vitae  with  names 
of  references  to;  Howard  Chatterton,  M.D.,  906  College  Avenue  West, 
Ladysmith,  Wisconsin  54848. 


CEDAR  RAPIDS  — Family  Physician  wanted.  Less  than  45  hours  per 
week.  Very  limited  call  schedule.  Family  Practice  for  the  future. 
Medicenter  West.  Contact  Jill  319/396-2000. 
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FOR  SALE  — Going  out  of  business;  will  sell  Gemstar  Chemical  Analyz- 
er and  Circadian  Holier  Monitor.  Call  515/484-4953. 


WE  BUY/SELL/LEASE  AND  SERVICE  — New  and  reconditioned  Hol- 
ter-Stress-Echo-EKG  and  other  Medical  Electronic  instruments.  Contact: 
Ed  Bentolila,  New  Life  Systems,  Inc.,  P.  O.  Box  8767,  Coral  Springs, 
Florida  33065.  305/972-4600. 


FAMILY  PRACTITIONER  NEEDED  — To  join  a well  established  busy 
solo  family  practice  in  Chariton,  Iowa.  Located  55  miles  southeast  of  Des 
Moines.  Guaranteed  first  year  salary  plus  incentive  compensation  and 
benefits  with  partnership  opportunity.  This  scenic  rural  area  offers  ideal 
family-oriented  living.  Excellent  county  hospital  facilities  1 block  from 
clinic.  Come  visit.  Call  515/774-2145  or  515/774-8250  or  write  L.  K.  Ras- 
mussen, M.D.,  Box  410,  Chariton,  Iowa  50049. 


CARDIOLOGIST  (INVASIVE)  — To  join  two  invasive  cardiologists  in 
eastern  Iowa.  All  treatment  modalities  available.  Write  No.  1563,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


WANTED  — BOARD  CERTIFIED  GENERAL  SURGEON  — To  join 
incorporated  northern  Iowa  group  of  seven  physicians  to  replace  retiring 
surgeon.  Target  date  is  July  1986.  Would  work  with  present  surgeon  for  1 
year  and  then  take  over  the  surgery  practice.  Experience  in  orthopedics 
and  OB-GYN  surgery  desirable.  Contact  Tom  Place,  M.D.  or  Mark 
Steine,  M.D.,  Osage  Medical  Group,  Osage,  Iowa  50461.  Call  515/732- 
3753. 


CARDIOLOGIST  — Excellent  opportunity  for  a Board  Certified  or  Eligi- 
ble Cardiologist  to  associate  with  a progressive  Cardiology  Group  in 
North  Central  Wisconsin.  Modern  single  community  hospital  offering 
all  varieties  of  comprehensive  Cardiology  and  Cardiovascular/Thoracic 
Surgery  Services.  Position  available  now.  If  interested,  send  CV  or 
contact  D.  Joe  Freeman,  M.D.,  FACC,  North  Central  Heart  Clinic,  425 
Pine  Ridge  Blvd.,  Suite  204,  Wausau,  Wisconsin  54401.  Call  715/845- 
NCHC  (6242). 


DUBUQUE,  IOWA  — Full  time  or  part-time  employment  at  a progres- 
sive Free  Standing  Clinic  located  within  the  city.  New  facility  sponsored 
by  the  Sisters  of  Mercy  Corporation  in  conjunction  with  St.  Joseph's 
Hospital  Emergency  Room.  Work  hours  are  10  to  10.  Very  competitive 
salary,  malpractice,  and  benefits.  Employment  for  1 year  with  part- 
nership in  P.C.  thereafter.  For  more  information  call  or  write:  Mark 
Singsank,  M.D.,  Director,  Emergency  Health  Services,  Mercy  Health 
Center,  Dubuque,  Iowa  52001.  319/589-9666.  Clinic:  319/582-2273  or 
Home:  319/582-4356. 


SOUTH  CENTRAL  MINNESOTA  PRACTICE  ASSOCIATION  — 
Group  Professional  Corporation  has  opening  for  Family  Practice  Occu- 
pational Medicine.  Service  area  of  65,000,  fee  for  service;  considering 
prepaid  availability.  Excellent  benefits  and  earnings.  Profit  sharing  and 
401  (K)  plans.  Fine  residential  living  in  outstanding  small  city  of  20,000, 
ninety  minutes  from  Minneapolis-St.  Paul.  First  class  facilities  and 
hospital,  challenging  medical  practice.  Contact  Albert  Lea  Regional 
Medical  Group,  P.A.,  B.  J.  Boss,  Associate  Administrator  or  William 
Brouwer,  Administrator,  1602  Fountain  Street,  Albert  Lea,  Minnesota 
56007.  507/373-8251 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of  the  Iowa 
Medical  Society  may  advertise  in  the  Classified 
Section  for  a period  of  three  months  without 
charge. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


VERSATILE  SURGEON  — Wanted  to  complement  aggressive  family 
practice  group  in  rural  northeastern  Minnesota  resort  community.  Well 
equipped  40-bed  hospital  with  proven  surgical  practice  volume.  Out- 
standing outdoor  recreational  opportunities  with  time  off  to  enjoy  it. 
Send  CV  to  E.  Johnson,  Ely  Medical  Center,  Ltd.,  224  East  Chapman 
Street,  Ely,  Minnesota  55731.  Phone  218/365-3151. 


SURGEON  WANTED  — To  solo  in  northeast  Iowa  near  Mississippi 
River.  Scenic  and  recreational  area  including  hunting,  fishing,  boating. 
Two  small  community  hospitals,  11  referring  physicians,  previously 
supporting  one  surgeon.  Strong  community  and  physician  commitment. 
Hospital-based  office  practice.  Interest  in  basic  surgical  orthopedics 
desired,  but  not  required.  Write  No.  1562,  IOWA  MEDICINE,  1001 
Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


WANTED  — IN  DES  MOINES  — E.D.  Physician,  primary  care  oriented. 
Low  volume.  Full  or  part  time.  Call  515/271-6333. 


FOR  SALE  — Welch  Allyn  Halogen  Pocket  Set  — Oto/Ophthalmo 
(throat).  New  rechargeable  batteries  and  handle  with  recharger  PLUS 
case  and  reusable  specula.  $150.  (HALF  PRICE).  First  Offer  Takes.  Call 
319/363-9767  or  write  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  Cedar 
Rapids,  Iowa  52402. 
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Referral  Guide 


PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515421-5677 

PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515  288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

GYNECOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515  244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515  244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE.  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 

319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


UNE  A,  REEVES,  M,D„  P.C, 

MEDICAL  ARTS  CENTER.  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M.  KRETZSCHMAR,  M.D.,  F,A,C,0,G, 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M,D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P,C, 
DANIEL  H,  GERVICH,  M.D, 

INFECTIDUS  DISEASES 
1000  SEVENTY -THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C, 

STEVEN  K.  ZORN.  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS.  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515  283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN.  D.O. 

DAVID  L.  FRIEDGOOD,  D.G. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P,C, 

JOHN  T,  BAKODY,  M.D,,  ROBERT  C,  JONES,  M,D„ 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515  283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319  366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M,D, 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL.  SUITE  155 
WATERLOO  50702 
31 9/232*8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E,  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.O., 
JOHN  M.  GRAETHER,  M.O.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.O.,  JAMES  A.  OAVISON,  M.O. 
NORMAN  F.  WOOOLIEF,  M.O. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  # 3 
WEST  OES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  0.  WHINERY,  M.O., 

STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  8.  GOFFSTEIN,  M.O. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.O. 

BRADLEY  L.  ISAAK,  M.O. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.O. 

ROBERT  R.  KELLER,  M.O. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
GERALD  J.  COLLINS,  M.O. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.O. 

RICHARD  B.  MERRICK,  M.O. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.O. 

STEVEN  R.  HERWIG,  0.0. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.O. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.O.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
OES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 

SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 

719  BADGEROW  BLDG. 

622  4TH  STREET 
SIOUX  CITY  51101 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 

JEAN  ARNOLD,  M.D.,  F.A.P.A. 

412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319'351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 

ASSOCIATES  FOR  PSYCHIATRY  P.C. 

CHAS.  G.  WELLSO,  M.D.; 

EDICK  HARTUNIAN,  M.D.; 

S.  ORTEGA,  M.D.; 

FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
OES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 
PUBLIC  INTEREST 


The  Personal  Touch  — 

So  Important! 

PERCEPTION  IS  often  more  important  than 
truth. 

CONSIDER  THE  following  illustration  drawn 
by  a longtime  Iowa  physician:  Two  doc- 
tors use  the  exact  same  treatment  regimen  on 
their  patients.  Both  doctors  get  poor  results. 
One  doctor  is  sued;  the  other  is  not. 

What  made  the  difference?  According  to  this 
physician,  “The  doctor  who  was  sued  was  per- 
ceived by  the  patient  as  brusque,  sterile  and 
uncaring." 

The  truth  is,  a vast  majority  of  physicians 
feel  genuine  concern  and  compassion  for  their 
patients.  However,  communicating  these  feel- 
ings is  more  difficult  than  it  once  was,  say 
several  veteran  Iowa  physicians. 

“There  was  a day  when  we  had  a shortage  of 
doctors.  Doctors  made  house  calls  and  were 
thought  of  as  part  of  the  family.  Medical  care 
involved  'laying  on  of  the  hands.'  It  left  a very 
caring  impression  and  produced  more  thank- 
fulness on  the  part  of  the  patient,"  says  an 
Iowa  physician  in  practice  since  1936. 
“Obviously,  there's  been  a big  change." 

“Today's  more  sophisticated  patient  is  hard- 
er to  please  and  has  much  higher  expectations 
than  his  predecessor,"  concurs  another  physi- 
cian. 

Why?  Because  doctors,  like  other  profes- 
sionals, practice  in  a litigious  atmosphere.  Be- 
cause patients  are  better  informed  and  have 
higher  expectations.  Lastly  — and  most  ironi- 
cally — because  technology  has  brought  physi- 
cians light  years  past  the  laying  on  of  hands. 

“The  more  things  there  are  to  do  for  a pa- 
tient, the  more  chances  there  are  for  failure," 
he  continues.  “Doctors  are  just  as  caring  as 
they  once  were,  but  they  are  using  different 
methods." 


In  other  words,  the  very  technology  which 
allows  physicians  to  be  more  effective  healers 
also  makes  patients  perceive  physicians  as  less 
caring. 

Consequently,  senior  physicians  interiewed 
at  the  end  of  1985  advise  their  colleagues  to  be 
especially  conscious  of  the  perception  they  are 
leaving  with  their  patients. 

“Most  doctors  do  an  excellent  job,  but  some- 
times the  patient  doesn't  pick  it  up.  The  patient 
knows  immediately  if  you're  talking  to  them 
but  thinking  about  something  else.  Time  is  al- 
ways a crucial  factor.  It's  hard  for  a doctor  to 
proportion  the  right  amount  of  time  to  a 
seriously  ill  patient  and  not  short  the  patient 
who  seems  to  be  doing  well,"  one  physician 
relates. 

Physicians  interviewed  say  demonstrating 
interest  and  concern  to  the  patient  can  be  as 
simple  as  cultivating  the  art  of  listening.  Or 
apologizing  if  you  are  late.  Or  calling  a patient 
immediately  with  test  results.  Or  taking  an 
extra  minute  to  make  sure  the  patient  under- 
stands. 

Despite  today's  advanced  medical  technolo- 
gy, physicians  say  the  personal  touch  has  not 
lost  any  of  its  importance.  Patients  still  need  to 
know  their  doctor  cares  and  wants  them  to  get 
well. 

“Letting  them  know  you  care  gives  the  pa- 
tient confidence,"  concludes  a past  president 
of  the  Iowa  Medical  Society.  “When  patients 
have  confidence,  it's  much  easier  for  them  to 
get  well." 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  elal:  Clin  Pharmacol 
Ther  /9:576-583,  May  1976  4,  Kales  A,  etal  Clin  Pharma- 
col Ther  32  J8]-T88,  Dec  1982  5.  FrastJDJr,  DeLucchi 
MR;  J Am  Geriatr  Sac  27  6A]-646.  Dec  1979  6.  Dement 
WC,  etal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  etal  Sympaslum  an  the  Treatment  at  Sleep 
Disarders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl;  Clin  Pharmacol  Ther  21  855-36] . 
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. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  th^ 
patient  the  following  day 


Psychiatrist 

California 


appears  to  have 
the  best  safely  record  of  any 


of  the  benzodiazepines 


Psychiatrist 

California 


DALMANE' 

flurazepam  FICI/Rochel^ 

Before  prescribing,  pleose  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
j.^Njncreased  risk  of  congenital  malformations  associated  with 
••  V benzodiazepine  use  during  the  first  trimester  Warn  potients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnanf  exist  while  receiving  flurazepam  Instruct 
'V^)5^nts  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
''^sider  the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
.,  : may  oecur  if  alcohol  Is  consumed  the  day  following  use  tor 
-F ' “riighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  fime  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  (S 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


Precautions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usuol  precoutions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitoted  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intoleronce 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficuify  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  pofients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 

Roche  Products  Inc 
Manoti,  Puerto  Rico  00701 


r 

*i  FOR  SLEEP 

After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.’  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety’-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  informafion  on  reverse  side. 
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B MAIPRAGTIGE  law 

UTime  for  a check-up! 


I 


lOWANS 

AGREE! 


( 


“Let  the  Iowa 
experience  determine 
Iowa  rates.” 


financial  advantage. 

We’re  gratified  to  have  the 
American  Medical  Assurance  Com- 
pany (AMACO)  as  our  partner.  This 
subsidiary  of  the  AMA  is  committed 


^The  medical  malpractice  cli- 
mate in  Iowa  is  not  what  it  is  on  the 
coasts.  Because  it’s  better  here. 
Iowa  physicians  should  not  have  to 
pay  inflated  premiums  to  cover 
greater  claims  incidence  elsewhere 
in  the  country. 


We’ve  founded  the 
Iowa  Medical  Society  IPMIT/ 
AMACO  Liability  Insurance 
Program  precisely  on  this 
premise.  And  I’m  eager,  as  a 
’charter  insured.’  to  see  our 
rates  stabilized,  and  eventu- 
ally reduced.  If  we  deliver 
good  Iowa  experience,  the 
actuaries  will  sustain  our  bid 
for  more  tolerable  premiums. 


^What’s  more,  our 
new  IMS  program  is  struc- 
tured to  get  the  best  ‘bang 
for  the  buck.’  We  know 
where  our  premium  dollars 
are  going,  what  investment 
return  they  are  earning  for 
reserves.  We  are  providing 
marketing  and  policyholder 
services  through  our  own 
IMS  Services  to  keep  com- 
missions down  and  gain  that 


fully  to  helping  society-sponsored 
liability  insurance  programs  suc- 
ceed. This  AMACO  support  is  en- 
abling us  to  acquire  the  funds 
needed  to  capitalize  our  own  inde- 
pendent insurance  program. 


^ Effective  risk  man- 
agement will  be  crucial  to  our 
program  success.  We  need  to 
raise  the  understanding  and 
the  appreciation  of  this  sub- 
ject among  our  Iowa  physi- 
cian insureds  to  the  highest 
possible  level.  In  pursuit  of 
this  goal.  I’m  serving  on  the 
IPMIT/AMACO  Risk  Manage- 
ment Committee.  Our  effec- 
tiveness will  determine  our 
ability  to  control  our  costs 
now  and  in  the  future.  > > 


Full  information  about  forms 
and  limits  of  coverage,  rates, 
classifications  and  other 
aspects  of  the  Iowa  Medical 
Society  IPMIT/AMACO 
Liability  Insurance  Program 
will  be  furnished  on  re- 
quest to  IMS  SERVICES. 
1001  Grand  Avenue.  West 
Des  Moines.  Iowa  50265. 
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lOWANS 

AGREE! 


ABOUT  THE  COVER  — lowans  appear  to  agree 
that  the  state's  malpractice  law  is  indeed  in 
need  of  a check-up!  Thus,  a red  check  has  been 
selected  as  the  graphic  focal  point  for  the  effort 
now  being  mounted  by  the  medical  profession 
to  reform  the  Iowa  legal  process  for  handling 
malpractice  allegations.  This  striking  logo  was 
unveiled  in  January  and  will  be  used  regularly 
to  identify  materials  associated  with  the  Iowa 
Medical  Society  campaign.  Please  read  the  sev- 
eral articles  related  to  this  important  program. 
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cians in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
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Complimentary  Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


TOPICS 

“END  ORGAN  FAILURE  IN  UNTREATED 
HYPERTENSIVES” 


“THE  RELATIONSHIP  OF  LIPIDS  TO 
HYPERTENSION” 


“DIURETICS  VS.  BETA  BLOCKERS” 


“CONTROVERSIES  IN  THE  TREATMENT  OF  THE 
GERIATRIC  PATIENT” 


“EFFECTS  OF  HYPERTENSIVE  DRUGS  ON  THE 
HEART” 


“PATHOPHYSIOLOGY  OF  HYPERTENSION” 


A.M.A.  Approved  for  6 hours  Category  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association. 

Nursing  CEU’s:  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  (FORMERLY  CHARLIE’S  SHOW- 
PLACE)  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE 
ADJACENT  TO  THE  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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PRESIDENT'S 

PRIVILEGE 


MALPRACTICE  LAW  — 

Time  for  a check-up! 

My  fellow  physicians,  this  is  our  1986 
theme,  our  slogan,  our  watchword.  It 
will  be  ever  so  present  in  the  time  just  ahead. 
Our  banner  was  unfurled  in  January  amid  a 
clarion  call  to  action.  We  are  moving  full  steam 
toward  our  stated  goal  as  these  words  are  pre- 
pared. 

What  is  the  goal? 

Simply  put,  it  is  “to  gain  favorable  public 
and  legislative  support  to  enact  statutory  re- 
forms regarding  the  medical  liability  issue  in 
Iowa."  And,  encouragingly,  lowans  appear  to 
believe  that  reform  is  in  order,  based  on  sci- 
entific polling  data  acquired  in  recent  weeks. 
How  are  we  going  to  accomplish  our  goal? 
Again  simply  put,  "through  a broad  grass- 
roots effort  in  communities  across  Iowa.  This 
grassroots  effort  will  be  the  most  vital  com- 
ponent in  our  malpractice  campaign.  Action 
teams  will  mobilize  at  the  local  level  to  educate 
and  inform  all  target  audiences." 

On  January  15  we  had  between  20  and  30 
Iowa  physicians  at  Society  headquarters.  They 


pledged  their  time  and  talents  to  the  project. 
And  they  trained  themselves  to  act  as  principal 
spokespersons.  In  these  individuals  we  have 
a "speakers  bureau"  of  Iowa  physicians.  They 
will  make  themselves  available  — to  the  extent 
schedules  permit  — to  speak  to  groups,  to  par- 
ticipate in  interviews,  to  build  awareness  and 
support  for  reforming  the  tort  system. 

My  hat  is  tipped  in  gratitude  and  admiration 
to  these  physicians.  Their  efforts  will  be  of 
enormous  value.  Please  contact  IMS  head- 
quarters if  you  have  an  occasion  or  meeting 
where  the  knowledge  and  talents  of  these  phy- 
sicians can  be  used. 

Clearly,  the  system  for  adjudicating  medical 
malpractice  needs  updating.  Such  action  is  in 
the  best  interest  of  our  patients  with  respect 
to  the  cost  and  accessibility  of  medical  care. 
Achieving  change  is  going  to  require  the  active 
interest  and  participation  of  many  Iowa  phy- 
sicians — including  me  and  you! 


Emmett  B.  Mathiasen,  M.D. 
President 
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Advocate  17  Changes 
In  Iowa  Malpractice  Law 


Eight  of  10  lowans  think  current 
malpractice  law  is  affecting  ad- 
versely what  they  pay  for  medical 
care.  And  7 of  10  think  changes  in 
the  applicable  Iowa  statutes  need 
to  be  made  by  the  Iowa  General  As- 
sembly now  convened.  Here  is  a 
summary  of  the  reform  proposals 
being  advanced  by  the  medical 
profession. 


There  are  17  recommendations  in  the  1986 
legislative  reform  package  being  advo- 
cated vigorously  by  the  Iowa  Medical  Society 
and  the  Iowa  Osteopathic  Medical  Associa- 
tion. Positive  action  on  the  recommendations 
of  a legislative  nature,  coupled  by  implemen- 
tation (several  do  not  require  legislative  action) 
of  those  that  do  not,  will  produce  an  Iowa 
system  (a)  that  compensates  the  truly  injured 
fairly  and  promptly;  (b)  that  benefits  the  gen- 
eral public  by  helping  to  stabilize  health  care 
costs  and  maintain  the  availability  of  services; 
and  (c)  that  discourages  baseless  suits/claims 
against  physicians. 

The  IMS/IOMA  recommendations  need  to 
be  known  and  understood  and  advanced  by 
all  member  physicians.  To  this  end,  iowa  med- 
icine is  providing  this  summary  of  proposals. 


All  Peer  Review  Records  Should  Be 
Made  Non-Discoverable 

Information  from  peer  review  records  is  not 
admissible  in  court,  but  it  may  be  accessed 
during  pre-trial  discovery,  which  can  influ- 
ence the  outcome  of  a suit  even  when  the  in- 


formation is  not  admitted  as  evidence  during 
a trial.  Additional  statutory  protections  are 
needed  to  assure  the  confidentiality  of  open 
and  frank  peer  review  discussions. 


Encourage  the  Board  of  Medical 
Examiners  to  Use  Existing  Authority 
To  Approve  and  Utilize  Peer  Review 
Committees 

In  investigations  relating  to  appropriate 
medical  practice,  the  BME  has  statutory  au- 
thority to  approve  and  utilize  hospital,  state 
and  county  medical  society  peer  review  com- 
mittees. Better  utilization  of  this  arrangement 
would  provide  the  BME  valuable  assistance 
and  assure  timely  and  expert  reviews.  The  in- 
vestigation activities  of  such  committees,  if  ap- 
proved by  the  BME,  would  also  have  the 
benefit  of  statutory  confidentiality  protection. 


A Required  Submission  of 
Disciplinary  Actions  Taken  by 
Hospital  Medical  Staffs  or  Medical 
Societies  to  the  Iowa  Board  of  Medical 
Examiners 

Physician  practice  in  Iowa  is  regulated  by 
the  BME  and  monitored  by  hospital  medical 
staffs  and  professional  medical  societies.  How- 
ever, it  is  not  currently  required  that  discipli- 
nary actions  taken  by  a hospital  medical  staff 
be  reported  to  the  BME,  even  though  the  Board 
has  statutory  authority  to  discipline  physi- 
cians. This  recommendation  would  give  the 
BME  access  to  additional  information  which 
may  help  identify  physicians  who  are  practic- 
ing below  acceptable  standards  — assuring 
consumers  that  only  quality  medicine  is  prac- 
ticed in  Iowa. 
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Encourage  the  BME  to  Hire  More  Staff 

Currently  the  BME  has  5 investigators;  ad- 
ditional staff  would  assure  the  public  and  phy- 
sicians that  complaints  and  reports  receive 
timely  and  expert  review.  The  additional  staff 
would  assist  with  investigations  and  review 
reports  submitted  to  the  BME. 


Support  for  Increased  BME 
Appropriations,  as  Needed 

The  medical  profession  supports  appropri- 
ation requests  to  fund  current  and  suggested 
BME  activities  adequately.  The  profession  fully 
recognizes  the  implications  for  possible  in- 
creases in  physician  licensure  fees,  which  by 
law  must  be  set  by  the  BME  at  a level  sufficient 
to  offset  appropriations  from  the  state  general 
fund. 


Require  that  Insurance  Companies 
Provide  a Summary  of  the  Final 
Disposition  of  All  Claims  or  Suits  to 
the  Commissioner  of  Insurance 

Presently,  malpractice  incident  reports  are 
filed  with  the  Commissioner  of  Insurance,  who 
then  reports  the  information  to  the  Iowa  Board 
of  Medical  Examiners.  However,  there  is  no 
requirement  to  report  the  final  disposition  of 
the  incident.  Such  a requirement  will  provide 
the  BME  with  additional  pertinent  information 
which  may  show  cause  for  disciplinary  action. 


Encourage  the  BME  to  Require  at 
Least  Four  Hours  of  Continuing 
Education  In  Risk  Management  Every 
Two  Years 

Doctors  are  required  to  take  20  hours  of  con- 
tinuing education  per  year.  Of  these,  at  least 
4 hours,  every  2 years,  would  cover  risk  man- 
agement— consistent  with  the  medical  profes- 
sion's commitment  to  ensure  that  physicians 
are  exposed  to  information  on  this  subject. 


Devote  Sufficient  IMS  and  lOMA 
Resources  to  the  Development  and 
Distribution  of  High  Quality  Risk 
Management  Information 

This  will  strengthen  the  existing  commit- 
ment by  IMS  and  lOMA  to  provide  high  qual- 
ity risk  management  information  to  all 


members,  covering  record  documentation,  pa- 
tient communication,  etc. 


Require  Plaintiff  Attorneys  to  Name 
Expert  Witnesses  in  Initial  Filings  of 
Suit  and  Require  that  the  Witness 
Certify  Validity  of  the  Suit  Against 
Each  Defendant 

Naming  an  expert  witness  in  the  initial  filing 
of  a medical  liability  suit  and  requiring  certi- 
fication of  merit  by  the  expert  witness  — for 
each  defendant  — may  reduce  the  number  of 
suits  filed  where  a plaintiff  attorney  has  not 
adequately  researched  the  viability  of  a case. 


Mandate  Standards  of  Qualification 
for  Expert  Witnesses 

Proposed  qualification  standards  would  re- 
quire that  expert  witnesses  devote  at  least  75% 
of  their  professional  time  to  the  involved  spe- 
cialty through  active  clinical  practice  or  in- 
struction at  an  accredited  university.  The 
witness  must  have  been  in  active  practice  for 
at  least  the  past  5 years  and  hold  a license  to 
practice  medicine  in  Iowa  or  a contiguous  state. 


Provide  Authority  for  Physicians  to 
Seek  Remedy  in  Non- Meritorious  Suits 

Specific  statutory  language  would  expand 
the  circumstances  when  a physician  could 
countersue. 


Cap  Awards  for  Non-Medical  Damages 

Although  no  limitations  would  be  placed  on 
awards  for  future  medical  expenses,  a $500,000 
limitation  would  be  placed  on  defendant(s)' 
total  liability.  The  limitations  would  apply  to 
each  occurrence  regardless  of  the  number  of 
defendants.  Awards  for  non-economic  loss, 
such  as  pain  and  suffering,  would  be  limited 
to  $200,000.  Both  limitations  would  be  tied  to 
a specified  cost  of  living  indicator  and  adjusted 
yearly. 

According  to  an  independent  study  by  the 
Rand  Corporation  Institute  for  Civil  Justice, 
capping  awards  is  the  action  most  likely  to 
reduce  medical  malpractice  costs.  This  pro- 
posal assures; 

• Plaintiffs  receive  necessary  recompense  for 
medical  expenses; 

• Stability  for  medical  liability  insurers  to  project 

(Please  turn  to  page  52) 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone;  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


future  losses  and  premiums  to  cover  such  losses; 
and, 

• A limit  on  non-economic  awards  for  such  things 
as  pain  and  suffering. 


Mandate  Itemization  of  Settlements 
and  Judgments 

Such  itemization  of  past  and  future  damages 
for  medical  expenses,  lost  wages  or  earning 
capacity,  and  pain  and  suffering  will  provide 
an  incentive  for  more  thoughtful  evaluation  of 
judgments.  This  information  will  also  be 
needed  to  structure  proposed  payments  of 
awards  for  future  damages  and  to  apply  the 
proposed  limitations  on  the  award  of  non-eco- 
nomic damages. 


Limit  on  Attorney  Contingent  Fees 

Currently,  only  30  cents  of  every  premium 
dollar  reaches  the  plaintiff.  Generally,  with  the 
current  system,  a plaintiff's  attorney  receives 
approximately  one-third  to  one-half  the  mal- 
practice settlement  or  award,  after  court  costs 
and  expenses. 


Although  Iowa  law  requires  the  court  to  re- 
view contingent  fees,  IMS  and  lOMA  believe 
this  requirement  has  been  ineffective  in  reg- 
ulating such  fees.  To  ensure  that  more  of  the 
award  goes,  as  intended,  to  the  plaintiff  and 
not  to  the  plaintiff's  attorney,  proposed  leg- 
islation would  limit  plaintiff  attorney  fees  to; 

• not  exceed  35%  for  the  first  $100,000; 

• 25%  for  the  next  $100,000;  and, 

• 10%  of  any  award  over  $200,000. 


Mandate  Periodic  Payments  for 
Awards  in  Excess  of  $100,000 

This  assures  that  future  medical  and  living 
expenses  would  be  available  to  the  plaintiff 
when  needed.  It  also  would  protect  medical 
liability  insurers  from  shock  losses,  experi- 
enced from  large  payouts,  and  increase  their 
ability  to  predict  losses  over  a period  of  time. 

Future  damages  for  the  plaintiff  are  based 
upon  actuarily  determined  life  expectancy  ta- 
bles, and  this  provision  precludes  heirs  from 
receiving  inappropriate  portions  of  awards 
when  the  plaintiff  dies  while  also  assuring  that 
past  and  current  costs  are  paid  immediately. 


Shorten  Additional  Time  Period 
Provided  in  Statute  of  Limitation  for 
Minors  and  Mentally  III 

Existing  law  allows  a minor  to  bring  suit 
anytime  up  to  age  19,  regardless  of  when  the 
injury  occurred.  IMS  and  lOMA  propose  this 
special  treatment  accorded  to  minors  termi- 
nate at  age  6,  after  which  time  they  would  be 
subject  to  the  same  statute  of  limitations  as 
anyone  else. 

Regarding  mentally  ill  patients,  it  is  rec- 
ommended that  the  special  provision  in  exist- 
ing law  be  repealed,  subjecting  them  to  the 
same  statutory  protection  as  everyone  else.  The 
law  currently  provides  the  statute  of  limita- 
tions does  not  begin  to  run  until  one  year  fol- 
lowing the  attainment  of  competency. 


Awards  for  Punitive  Damages  Be 
Prohibited  as  Part  of  Any  Judgment 

The  IMS  and  lOMA  believe  punitive  actions 
against  physicians  should  be  the  responsibility 
of  the  Iowa  Board  of  Medical  Examiners,  a reg- 
ulatory group  appointed  by  the  Governor,  and 
that  plaintiffs  should  be  compensated  for  losses 
only. 
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lowans  In  Favor 
Of  Liability  Reform 


If  the  scientifically  measured  atti- 
tudes of  lowans  are  any  indication, 
medical  malpractice  laws  in  this 
state  need  to  be  updated.  Over  70% 
of  our  population  believes  change 
is  needed,  according  to  a new  sur- 
vey. More  data  supporting  this  be- 
lief are  provided  here. 


INTERESTINGLY,  there  is  substantial  agree- 
ment among  lowans  as  a general  popula- 
tion and  the  medical  profession  as  a 
demographic  subset,  that: 

• The  issue  of  Iowa  medical  malpractice  law  bears 
on  the  cost  of  health  care! 

• The  Iowa  General  Assembly  should  make 
changes  in  our  malpractice  laws! 

• That  these  changes  need  to  be  made  now! 
These  findings  have  emerged  from  inde- 
pendent research  just  completed  by  the  Charl- 
ton Research  Company  of  San  Francisco, 
California.  CRC  was  retained  in  October  1985 
by  the  Iowa  Medical  Society  to  assess  the  un- 
derstanding of  lowans  on  medical  liability  is- 
sues and  to  measure  attitudes  of  Iowa 
physicians  on  this  subject. 

The  CRC  analysis  of  lowans  generally  is 
based  both  on  focus  group  discussions  and  a 
random  sample  survey  of  500  lowans  con- 
ducted between  November  21  and  25,  1985, 
through  a 22-minute  telephone  questionnaire. 
A random  sample  of  Iowa  physicians  was  sur- 
veyed by  mail  with  the  return  of  780  surveys 


to  produce  a 95%  confidence  level  in  polling 
parlance. 

Is  the  System  Working  Well? 

In  the  overall  Iowa  population  sector,  when 
asked.  Is  the  malpractice  system  working  well?, 
67%  of  the  respondents  said  it  needs  changes.  (See 
Table  I.)  This  expression  for  change  by  two- 
thirds  of  the  respondents  becomes  even  more 
emphatic  when  we  note  that  only  14%  think  it 
is  working  well. 

If  the  present  system  is  not  working  well, 
who  is  needed  to  make  the  changes?  lowans 

TABLE  I 

IS  THE  MALPRACTICE 
SYSTEM  WORKING  WELL? 
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TABLE  II 

SHOULD  STATE  LEGISLATURE 
MAKE  CHANGES 
IN  MALPRACTICE  LAWS? 

8% 

Should  Not 


were  asked.  Should  the  state  legislature  make 
changes  in  malpractice  laws?  Almost  three  quarters 
(71%)  answered  yes  the  General  Assembly  should 
make  changes,  while  only  8%  answered  iw;  19% 
were  undecided.  (See  Table  II).  The  physician 
survey  produced  an  83%  response  favoring 
substantial  change  with  17%  saying  some  or 
very  little  change  should  be  made. 

The  escalating  effect  of  today's  malpractice 
laws  on  the  cost  of  health  care  is  apparent  to 
the  public.  Eighty-four  percent  of  the  survey 
respondents  acknowledged  this  influence  on 
their  costs,  with  59%  of  that  group  saying  it 
has  a significant  impact.  (See  Table  III.) 

At  a time  when  concern  exists  over  the  se- 
rious condition  of  the  Iowa  farm-concentrated 
economy,  health  care  costs  are  seen  as  a factor 
aggravating  our  downturn.  Citizens  generally 
and  the  medical  profession  predictably  see  the 
system  as  costly.  lowans  know  that  excessive 
malpractice  awards  lead  to  higher  physician 
insurance  premiums  and  thus  to  higher  health 
care  costs.  The  premium  impact  on  Iowa  phy- 
sicians is  substantiated  by  survey  reports  (a) 
of  doubled  premiums  over  a short  interval;  (b) 
of  withdrawal  from  the  performance  of  certain 
procedures,  and  (c)  of  an  unwillingness  to  ac- 
cept high  risk  patients. 


TABLE  III 

EFFECT  OF  MALPRACTICE 
ON  COST  OF  HEALTH  CARE 


Do  Iowa  Laws  Affecting  Malpractice 
Need  Change? 

Answering  this  question  meaningfully  re- 
quires optimal  understanding  of  the  complex 
issue.  Thus,  probably,  a greater  number  (38% 
in  this  case)  might  be  expected  to  indicate  they 
do  not  know.  But  of  those  who  had  an  opin- 
ion, it  was  nearly  4 to  1 in  favor  of  substantial 
or  some  change  over  very  little.  (See  Table  IV.) 

Interestingly  also,  as  related  to  this  response 
and  the  survey  generally,  the  more  that  lo- 
wans are  informed  on  this  issue,  the  more  Likely 
they  are  to  support  medical  liability  reform. 
Another  factor  of  particular  importance  to  the 
medical  profession  in  bringing  information  on 
this  subject  to  the  public  is  the  high  credibility 
level  given  to  physicians  by  the  survey  re- 
spondents. 

System  Falls  Short  in  Service  to 
Public 

Where  they  would  presumably  prefer  a mal- 
practice system  that  aids  the  public  and  the 
patient,  those  citizens  answering  the  survey 
said  instead  they  think  it  favors  the  profes- 
sions; 35%  said  it  favors  the  lawyers;  15%  said 
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it  aids  physicians.  About  one  in  five  (21%)  said 
the  system  favors  the  patient,  and  only  11% 
said  it  serves  the  public  foremost.  (See  Table 
V.) 

Favor  Medical  Profession's  Plan  for 
Medical  Liability  Reform 

This  recent  independent  research  has  pro- 
duced an  indication  of  strong  support  from 
both  the  public  and  the  profession  for  the  med- 
ical liability  reform  plan  being  advocated  by 
the  Iowa  Medical  Society  and  the  Iowa  Osteo- 
pathic Medical  Association.  Both  the  public  and 
the  physicians  favor: 

• Placing  a limit  on  the  amount  of  malpractice 
awards. 

• Paying  settlemeftts  in  installments. 

• Making  it  easier  for  doctors  to  sue  lawyers  who 
bring  malpractice  suits  without  merit. 

• Regulating  lawyers'  fees. 

The  matter  of  physician  competence  is  clearly 
of  major  importance  to  the  public.  Some  citi- 
zens view  the  malpractice  system  as  the  only 
way  to  discipline  physicians.  Adequate  meas- 
ures to  assure  physician  competence  and  to 
address  incompetence  registered  strongly  with 

TABLE  IV 

DO  IOWA  LAWS 
AFFECTING  MALPRACTICE 
NEED  CHANGE? 


11% 

Substantial 

Change 


Change 


TABLE  V 

WHO  DOES  THE 
CURRENT  MALPRACTICE 
SYSTEM  FAVOR? 


lowans.  It  appears  to  be  a necessary  and  es- 
sential component  in  any  reform  plan. 

Is  Change  in  the  System  to  Be 
Achieved? 

This  is  the  question  of  the  hour.  Physicians 
say  they  will  work  toward  this  goal.  They  say 
they  will  share  their  concerns  with  patients; 
they  indicate  they  will  contact  their  legislators; 
they  are  willing  to  work  with  community  lead- 
ers and  the  press  to  achieve  the  goals. 

It  is  clear  the  public  wants  to  hear  from  their 
doctors!  The  medical  profession  is  now  em- 
barked on  a program  to  achieve  the  reform 
endorsed  by  a majority  of  lowans. 


Additional  Information  on  Request 

The  Iowa  Medical  Society  is  happy  to  fur- 
nish interested  persons  with  further  infor- 
mation on  any  aspect  of  its  program  to  update 
those  state  statutes  which  cover  the  adjudi- 
cation of  medical  malpractice. 

A special  informational  folder  has  been 
prepared  to  assist  lowans  in  understanding 
this  critical  and  complex  subject.  These  fold- 
ers are  available  in  quantity  for  distribution 
by  physicians  in  their  reception  rooms  and 
other  places. 

Please  contact  IMS  Headquarters  (515/223- 
1401  or  800/422-3070)  if  you  desire  additional 
materials. 
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Questions  and  Answers  — 

An  Interview  With  Paul  von  Ebers, 
Senior  Vice-President,  External  Affairs, 
Blue  Cross  and  Blue  Shield  of  Iowa 


New  Delivery  Approaches 
Still  Target  on  Economy 


Even  with  Iowa  successes  in  utili- 
zation and  cost  controls,  pur- 
chasers still  look  for  relief  in  health 
care  costs.  Today,  the  physician  has 
an  opportunity  to  be  highly  in- 
volved in  the  design  and  implemen- 
tation of  new  programs  whose 
objectives  are  efficiency  and  avoid- 
ance of  excess.  So  says  an  official 
of  Blue  CrossIBlue  Shield  in  this 
question! answer  session. 

Yes,  right  up  there  with  medical  malprac- 
tice as  a major  topic  of  our  time  is  the 
matter  of  competition.  Competition  translates 
into  the  need  and  demand  for  getting  more 
cost  effective  care  to  patients.  Underscoring  all 
of  this  is  most  assuredly  the  need  to  maintain 
quality.  How  all  of  this  comes  together  is  the 
tall  order  of  the  day. 

The  following  expanded  question  and  an- 
swer discussion  provides  a perspective  on 
medical  care  delivery  from  Paul  von  Ebers, 
senior  vice  president  of  external  affairs  for  Blue 
Cross  and  Blue  Shield  of  Iowa. 

As  Iowa's  major  and  historic  third-party  health 
care  financing  mechanism,  how  do  you  char- 
acterize the  posture  of  Blue  Cross  and  Blue 
Shield  of  Iowa  at  this  time  of  increasing  di- 
versity in  the  qualification  for  and  payment 
of  health  care? 

Iowa  has  received  a significant  amount  of 


deserved  attention  for  cost-containment  ac- 
complishments in  the  last  3 years.  Over-utili- 
zation, once  the  cornerstone  of  Iowa's  cost 
problem,  has  been  effectively  controlled  in 
most  parts  of  the  state.  As  a result  of  a more 
than  30%  decline  in  inpatient  use  since  1980, 
Blue  Cross  and  Blue  Shield  of  Iowa  rates  have 
decreased  or  stabilized  for  a great  majority  of 
our  subscribers. 

Iowa's  health  care  challenge  today  is  main- 
taining cost  containment  momentum  without 
sacrificing  the  high  quality  of  care.  The  way 
to  accomplish  this  is  through  benefit  programs 
that  build  close  alliances  among  physicians, 
hospitals,  insurers  and  subscribers  for  cost-ef- 
fective delivery  of  health  care  services. 

Health  Maintenance  Organizations  (HMOs), 
Preferred  Provider  Products  (PPPs)  and  new 
"managed  care"  programs  are  keys  to  a fresh 
emphasis  on  health  care  cost  and  quality  man- 
agement. 

Blue  Cross  and  Blue  Shield  of  Iowa  will  have 
3 such  alternative  benefit  programs  in  1986  to 
meet  Iowa's  diverse  health  care  needs: 

Total  Health  Network 

Total  Health  Network  of  Iowa,  our  HMO 
which  is  now  operational  in  Dubuque,  Des 
Moines  and  Ames,  will  launch  new  sites  this 
year. 

Iowa  Health  Alliance 

A new  managed  care  program  called  Iowa 
Health  Alliance  has  been  implemented  in  Ce- 
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dar  Rapids.  This  program  offers  patients  a free 
choice  of  physicians,  emphasizes  planning  and 
coordination  of  care  through  pre-admission 
certification.  It  provides  non-traditional  ben- 
efits such  as  home  health  services  and  wheel- 
chair ramps  when  medically  appropriate,  cost- 
effective,  and  in  accordance  with  the  physi- 
cian's treatment  plan. 

Utilization  review  in  the  Alliance  program 
is  performed  locally.  The  pre-certification 
process  for  elective  admissions  allows  the  phy- 
sician to  confirm  medical  necessity  and  benefit 
payment  before  services  are  delivered. 

Iowa  Health  Alliances  and  Alliance  Select 
— New  PPP  Models 

Dovetailing  on  the  features  of  the  Alliance 
program  is  Iowa  Health  Alliance  -t- , a new  pre- 
ferred provider  product  which  will  channel 
subscribers  to  preferred  physicians  and  hos- 
pitals who  agree  to  1)  participate  in  extensive 
utilization  and  quality  controls,  and  2)  hold 
subscribers  harmless  from  penalt}"  for  non- 
compliance  with  the  program's  cost  contain- 
ment provisions. 

Alliance-!-  is  designed  to  contract  with  a 
broad  panel  of  physicians  and  hospitals,  par- 
ticularly in  rural  areas  where  access  to  care  is 
a concern. 

Finallv,  a more  selective  PPP  is  also  in  the 
development  stage.  In  certain  areas  of  the  state, 
this  program  would  channel  subscribers  to  se- 
lected hospitals  and  physicians  who  agree  to 
the  cost  containment  features  of  the  Alliance 
program.  This  "Alliance  Select"  program  is  de- 
signed to  give  the  purchaser  additional  sav- 
ings which  result  from  the  transfer  of  patient 
volume  to  preferred  providers. 

All  of  these  programs  offer  alternative  ap- 
proaches to  cost  management  and  place  a high 
emphasis  on  qualit}^  controls.  Physicians  across 
the  state  will  have  an  opportunity  to  become 
involved  in  these  new  programs. 

Is  all  of  what  is  happening  in  the  nature  of 
evolution  or  revolution? 

Because  these  programs  are  relatively  new 
to  Iowa,  they  may  appear  to  be  somewhat  rev- 
olutionar\^  Five  years  ago,  many  employer 
purchasers  sought  quick  results  from  high 
medical  costs  through  reduced  benefits  and 
more  employee  cost-sharing  because  they 
couldn't  afford  to  wait  for  long-term  utilization 
management.  These  new  programs  have 


Paul  von  Ebers 


evolved  as  a serious  new  approach  to  mean- 
ingful cost  controls  now  that  some  of  the  ur- 
gency in  utilization  control  is  past. 

While  we  predict  a high  growth  rate  for 
HMOs,  PPPs,  and  managed  care  programs  in 
Iowa  in  the  next  few  years,  physicians  may 
perceive  these  new  approaches  as  more  evo- 
luhonaiv'  because  they  will  be  involved  in  put- 
ting them  together  and  making  them  effective. 

How  do  you  assess  the  public's  acceptance  of 
the  new  health  care  delivery  options  which 
have  emerged  in  recent  years? 

Traditionally,  about  10  to  15%  of  the  pop- 
ulation has  been  attracted  to  alternative  deliv- 
er}' system  products.  We  predict  these  new 
programs  wiU  enroll  more  than  50%  of  Iowa's 
population  in  the  1990s.  Once  people  become 
comfortable  with  the  workings  of  these  new 
benefit  programs,  the  increased  emphasis  on 
physician-patient  communication  makes  them 
ver\'  attractive.  From  the  purchaser's  perspec- 
tive, they  offer  opportunities  for  high  qualiW 
care  and  long-term  cost  savings. 

In  the  press  for  economy  in  the  provision  of 
health  care  services,  do  you  have  any  com- 
ments as  to  the  impact  on  the  quality  of  care? 

Ensuring  access  to  high  qualiW  care  in  Iowa 
must  be  a top  priorit}'.  HMOs,  PPPs,  and  man- 
(Please  turn  to  page  58) 
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QUESTIONS  AND  ANSWERS 

(Continued  from  page  57) 


aged  care  programs  have  very  effective  quality 
control  features  and  focus  on  preventive  care 
and  improved  communications.  As  all  other 
states  right  now,  Iowa  must  commit  itself  to 
developing  better  measurement  tools  for  qual- 
ity health  care,  particularly  in  the  non-acute 
areas.  Unlike  some  other  states,  there  has  been 
little  evidence  of  patient  “dumping"  and  other 
quality  problems  in  Iowa  as  a result  of  new 
payment  and  benefit  programs. 

As  you  are  able  to  read  their  emotions  and 
acceptance  of  change,  how  do  you  assess  the 
mood  of  Iowa  physicians  generally?  Are  they 
positive  and  upbeat  — or  simply  accepting  of 
the  pressure  for  change? 

In  many  Iowa  communities,  physicians  are 
at  the  forefront  of  the  changes  occurring  in 
health  care  delivery.  We've  witnessed  an  ev- 
olution in  physician  attitudes  which  today 


leans  toward  supportive  interest  in  new  cost 
management  programs.  The  key  to  physician 
acceptance  seems  to  be  the  ability  to  partici- 
pate in  the  cost  management  process  on  a local 
level. 

Given  this  changing  milieu,  what  advice 
would  you  offer  that  Iowa  physician  who  is 
basically  interested  in  providing  patient  care 
and  not  particularly  anxious  to  be  involved 
in  delivery  mechanisms?  Or  is  that  person  a 
relic  of  the  past? 

I don't  think  that  kind  of  physician  ever  will 
become  a relic  of  the  past.  In  fact,  quality-con- 
scious, committed  physicians  generally  are 
among  the  most  interested  in  alternative  de- 
livery mechanisms  because  they  emphasize  in- 
timate patient  relationships. 

For  example,  HMO  benefits  provide  com- 
prehensive inpatient  and  outpatient  services 
without  deductibles  or  co-insurance  and  the 
associated  paperwork.  Also,  the  departure 
from  fee-for-service  billing  to  a per-capita  pay- 
ment method  eliminates  patient  claims  filing 
and  places  the  emphasis  more  on  cognitive 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Rex  Voegtiin 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)224-0550 

SECURITIES  TRANSACTIONS  THROUGH  FSC  SECURITIES  CORPORATION 
A REGISTERED  BROKER  DEALER*  MEMBER  NASD*  MEMBER  SIPC 
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services  not  typically  associated  with  fee-for- 
service  billing.  In  an  HMO,  the  physician  re- 
ceives regular  reports  on  quality  and  cost  ef- 
fectiveness. That's  the  kind  of  paperwork  most 
physicians  are  interested  in  seeing. 

There  are  various  alternative  delivery  schemes 
at  different  levels  of  development  and  imple- 
mentation across  the  state.  Are  we  seeing  only 
the  tip  of  the  iceberg  as  to  future  alternatives? 

PPPs  and  managed  care  programs  remain 
relatively  new  to  Iowa,  so  we  expect  quite  a 
bit  of  development  in  these  areas. 

Preferred  provider  products,  in  particular, 
feature  the  best  aspects  of  the  traditional  sys- 
tem, offering  a broad  choice  of  provider  serv- 
ices but  with  financial  incentives  to  choose  the 
preferred  group. 

Though  we  also  expect  HMO  development 
to  continue  at  a rapid  pace  for  a few  years, 
there  actually  may  be  fewer  HMOs  serving  a 


larger  population  — as  the  larger  and  more 
financially  secure  become  dominant. 

Any  other  comments  you  would  like  to  make 
to  Iowa  physicians  as  they  ponder  and  par- 
ticipate in  what  many  regard  as  a dramatically 
changing  health  care  environment? 

Misconceptions  and  skepticism  still  exist 
about  these  new  alternatives  among  some 
physicians.  Our  experience  has  been  that  the 
more  information  a physician  has,  the  more 
appealing  many  of  these  concepts  become.  And 
since  there  are  many  different  programs  and 
models  being  explored  in  Iowa  right  now,  it 
makes  sense  to  understand  the  differences 
among  them. 

Even  with  the  cost  control  successes  we've 
experienced  in  Iowa,  purchasers  are  still  look- 
ing for  relief  from  health  care  costs.  Today,  the 
physician  has  an  opportunity  to  become  highly 
involved  in  the  design  and  implementation  of 
cost  containment  programs. 


Dx:  recurrent 


HeRpecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 
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“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-1 proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
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averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 


Let  your  patients  shop  at  home 
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of  everything  from  hospital  beds  to 
wheelchairs  to  specialized  exercise 
equipment.  All  delivered  to  your 
patients’  homes  by  one  of  America’s 
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suppliers.  Your  patients  can  order 
by  mail  or  toll-free  phone.  They’ll 


get  fast  service  and  expert  consulta- 
tion. They  can  also  order  from  the 
catalog  at  the  pharmacy  counter  of 
any  Peoples  Dmg  Store. 

Many  physicians  find  it  useful 
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reference  and  patient  instmction. 


PEOPLES 

DRUG 


Let  us  send  you  our  new  catalog:  phone  toll-free  800-368-4243. 


I 


i: 


60  / Iowa  Medicine 


Maternal  Serum  Alpha-fetoprotein 
Screening:  Report  of  a Pilot 
Project  in  Iowa 


ROGER  A.  WILLIAMSON,  M.D., 

JAMES  W.  HANSON,  M.D.,  and 
STANLEY  S.  GRANT,  R.N.,  B.S.N. 

Iowa  City,  Iowa 

Alpha-fetoprotein  (AFP)  is  a fetal-specific 
protein  manufactured  in  the  fetal  liver. 
A fraction  of  AFP  in  fetal  serum  is  present  in 
the  amnio  tic  fluid.  A much  smaller  fraction  is 
present  in  maternal  serum  and  can  be  meas- 
ured in  this  fluid  by  means  of  a radioimmu- 
noassay. Measurement  of  maternal  serum  AFP 
(MS-AFP)  is  recognized  as  a valid  means  of 
detecting  pregnancies  at  risk  for  certain  fetal 
structural  abnormalities,  principally  neural 
tube  and  abdominal  wall  defects.  Heretofore, 
an  MS-AFP  with  concurrent  ultrasound  eval- 
uation has  been  recommended  for  couples  at 
a higher  risk  for  a child  with  a neural  tube 
defect  (NTD).  High  risk  factors  include  preg- 
nancy of  a diabetic  mother,  NTD  in  a second 
or  third  degree  relative  of  a fetus,  a previous 
child  with  isolated  hydrocephalus,  maternal 
valproic  acid  therapy  or  either  parent  with 
spina  bifida  occulta. 

Impetus  for  beginning  MS-AFP  screening  in 


The  authors  are  associated  with  the  Departments  of  Obstetrics  and 
Gynecology  and  Nursing  at  University  of  Iowa  Hospitals  and  Clinics, 
Iowa  City,  Iowa. 


A pilot  project  was  undertaken  in 
Iowa  to  determine  the  feasibility  and 
desirability  of  beginning  wide- 
spread maternal  serum  alpha-feto- 
protein screening.  This  project  has 
determined  this  type  of  testing  can 
be  performed  in  an  efficient  and  co- 
ordinated fashion  where  there  are 
well  informed  practitioners  and  pa- 
tients. The  role  of  alpha-fetoprotein 
testing  in  detecting  a number  of  high 
risk  pregnancy  situations  has  been 
validated  in  this  population. 


pregnancies  not  at  increased  risk  for  a fetal 
NTD  has  been  the  generally  favorable  expe- 
rience with  this  form  of  testing  in  the  British 
Isles  and  in  the  large  pilot  projects  conducted 
in  the  United  States.^- ^ Another  factor  which 
has  encouraged  widespread  screening  is  the 
FDA  decision  to  allow  uncontrolled  release  of 
the  AFP  testing  kits. 

Less  appreciated  than  detection  of  NTDs, 
but  of  considerable  importance,  is  the  ability 
of  MS-AFP  screening  to  alert  practitioners  to 
high  risk  pregnancies  in  which  the  fetus  does 
not  have  a structural  defect.  Persistent  eleva- 
tions of  MS-AFP  indicate  a five-to-sixfold  in- 
creased risk  for  premature  labor,  a growth 
retarded  fetus  or  a stillborn. ‘‘There  is  also  an 
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Screening  Flow  Chart 


Modified  from  ACOG  Technical  Bulletin,  no  67.  October  1982 


Figure  1 . The  accuracy  of  detecting  a fetal  neural  tube  defect 
is  enhanced  if  the  initial  specimen  is  drawn  between  15-18  weeks' 
gestation.  Prompt  communication  between  laboratory,  tertiary  fa- 
cility and  physician  offices  is  essential  to  expeditiously  resolve 
elevations  of  MS-AFP. 

increasing  body  of  evidence  which  suggests 
that  a low  MS-AFP  may  be  associated  with  an 
increased  risk  for  a couple  to  have  a child  with 
Down  syndrome  or  some  other  chromosome 
abnormality  such  as  trisomy  13  or  trisomy  18.^'  ^ 

Implementation  of  a Pilot  Project 

"A  screening  program  should  be  established 
only  where  there  is  linked  excellent  interdis- 
ciplinary support  among  obstetrician,  labora- 
tory, clinical  geneticists,  ultrasonographer,  and 
an  identified  program  coordinator. 

Numerous  planning  meetings,  several  mail- 
ings to  Iowa  obstetricians  and  family  practi- 
tioners and  a series  of  educational  pres- 
entations preceded  the  start  of  a pilot  project. 


The  program  began  in  September,  1984  follow- 
ing endorsement  of  a pilot  MS-AFP  project  by 
the  Iowa  Medical  Society  and  a decision  by  the 
Birth  Defects  Institute  of  the  State  Health  De- 
partment to  fund  the  project.  The  tests  have 
been  performed  at  no  charge  to  the  patient  at 
University  Hygienic  Laboratory. 

Figure  1 reveals  the  protocol  followed  in  this 
state,  assuming  an  incidence  of  neural  tube 
defects  of  1 per  1000.^  This  has  been  modified 
from  a technical  bulletin  released  by  the  Amer- 
ican College  of  Obstetricians  and  Gyne- 
cologists. The  modification  involves  the 
recommendation  of  a locally  based  ultrasound 
at  the  time  of  an  indicated  repeat  MS-AFP  test. 
This  shortens  the  screening  process  by  ap- 
proximately a week.  Other  programs  have  been 
obtaining  a repeat  specimen  if  the  initial  value 
is  elevated,  followed  by  an  ultrasound  evalu- 
ation if  the  second  specimen  is  also  elevated. 
This  should  reduce  the  psychological  stress  as- 
sociated with  this  form  of  screening.® 

An  MS-AFP  value  of  2 multiples  of  the  nor- 
mal median  for  a given  gestational  age  on  the 
initial  serum  test  is  regarded  as  elevated.  If  the 
MS-AFP  remains  elevated  at  2.5  multiples  of 
the  normal  median  and  this  elevation  is  unex- 
plained by  the  ultrasound  (i.e.,  showing  the 
presence  of  multiple  pregnancy,  intrauterine 
fetal  death,  anencephaly  or  miscalculated  ges- 
tation), an  amniocentesis  at  a tertiary  center 
for  definitive  measurement  of  AFP  is  recom- 
mended. It  is  anticipated  between  1 and  2% 
of  the  screened  population  will  be  candidates 
for  an  amniocentesis.  If  there  is  a family  his- 
tory of  a neural  tube  defect,  an  aminocentesis 
would  be  recommended  at  a lower  cutoff  value. 

By  means  of  this  screening  program,  ap- 
proximately 80%  of  all  open  neural  tube  de- 
fects will  be  detected,  as  well  as  more  than 
90%  of  all  pregnancies  associated  with  an 
anencephalic  fetus.  It  is  important  participants 
in  this  screening  realize  about  15%  of  all  open 
neural  tube  defects  will  not  be  detected  be- 
cause they  will  not  be  associated  with  an  initial 
elevated  MS-AFP.  For  this  reason,  we  have 
continued  to  recommend  an  amniocentesis  for 
couples  who  previously  had  a child  with  an 
NTD  or  if  one  parent  has  an  NTD. 

As  mentioned,  other  structural  defects  in  the 
fetus  can  elevate  the  alpha-fetoprotein.  For  this 
reason,  careful  ultrasonography  at  the  time  of 
amniocentesis  is  required.  Figures  2 and  3 show 
(Please  turn  to  page  63) 
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[ the  findings  by  ultrasound  one  might  antici- 
I pate  with  an  NTD.  A further  evaluation  re- 
I quired  of  an  MS-AFP  screening  program  is  the 
i)  ability  to  perform  the  acetylcholinesterase  as- 
t say  by  gel  electrophoresis.^  Acetylcholinester- 
ase is  specific  to  neural  tissue  and,  in 
conjunction  with  detailed  ultrasonography, 
makes  the  possibility  of  a false  positive  am- 
niotic  fluid  AFP  exceedingly  rare. 

I Results 

i Specimens  have  been  received  from  prac- 
1 tices  over  a large  portion  of  the  state.  Of  the 
. 1,161  samples  processed  during  the  pilot  proj- 
I ect  from  9/1/84  to  2/28/85,  62  have  been  repeat 
! specimens.  The  number  of  repeats  has  been 
^ 5.6%,  approximately  1 in  20.  Seventeen  am- 
i niocentesis  procedures  have  been  required,  a 
1 rate  of  1.5%  of  the  screened  population.  Only 
1 patient  in  17  has  declined  an  indicated  am- 
niocentesis. This  is  a low  rate  of  refusal,  sug- 
gesting patients  have  been  well  informed 
concerning  the  need  for  further  screening  tests 
should  an  elevation  of  MS-AFP  occur.  In  other 
tightly  controlled  pilot  projects,  the  incidence 
of  refusal  of  an  indicated  amniocentesis  has 
often  been  over  20%.^° 

During  the  pilot  project,  1 fetus  with  an  open 
spina  bifida,  1 fetus  with  hydrocephalus  and 
other  anomalies,  1 fetus  with  gastroschisis  and 
3 sets  of  twins  have  been  detected.  The  fetus 
with  the  neural  tube  defect  had  only  a modest 
increase  in  amniotic  fluid  AFP,  but  the  ace- 
tylcholinesterase assay  was  positive.  This  con- 
, firms  the  value  of  this  test. 

As  indicated  in  Figure  1,  the  number  of  in- 
itial elevations,  the  number  of  patients 
undergoing  amniocentesis  and  the  number  of 
: defects  detected  could  be  predicted  from  the 
screening  flow  chart  and  the  incidence  of  these 
anomalies  in  this  population.  Also,  data  from 
this  project  confirms  the  recognized  associa- 
tion between  elevations  in  MS-AFP  and  poor 
i reproductive  outcomes. 

I 

Discussion 

The  pilot  phase  of  MS-AFP  testing  is  nearing 
completion  and  this  form  of  screening  will  be 
open  to  a wider  group  of  patients.  As  this  oc- 
curs, continued  efforts  will  be  made  to  in- 
crease physicians'  and  patients'  understanding 
of  this  program. 

(Please  turn  to  page  64) 


Figure  2.  A longitudinal  scan  of  a fetus  at  18  weeks'  gestation. 
The  arrows  demonstrate  a splayed  portion  of  lower  thoracic  and 
upper  lumbar  spine. 


Figure  3.  A transverse  section  through  fetal  abdomen  reveals 
the  open  spinal  defect  with  widely  separated  pedicles  (arrows). 
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Several  aspects  of  this  screening  require  em- 
phasis. While  NTDs  and  other  fetal  structural 
defects  can  be  detected  by  MS-AFP  screening, 
the  majority  of  pregnancies  with  a persistent 
elevation  of  MS-AFP  is  not  associated  with  a 
fetus  with  a structural  abnormality.  However, 
these  pregnancies  are  at  risk  for  numerous 
complications.  Thus,  this  type  of  screening  will 
indicate  pregnancies  that  need  to  be  followed 
more  carefully.  Specific  recommendahons  may 
be  forthcoming  as  we  learn  more  about  the 
significance  of  raised  MS-AFP  values. 

There  is  another  aspect  of  MS-AFP  screen- 
ing which  will  be  followed  closely.  As  indi- 
cated, several  large  retrospective  studies  have 
suggested  a definite  association  between  a low 
value  of  MS-AFP  and  fetuses  with  Down  syn- 
drome and  other  chromosome  anomalies.  If 
continued  experience  validates  this  observa- 
tion, a low  MS-AFP  will  also  become  an  in- 
dication for  an  amniocentesis  in  some 
pregnancies. 

Finally,  though  abortion  is  one  option  if  a 
severe  fetal  structural  abnormality  is  found, 
some  couples  will  choose  not  to  terminate  the 


pregnancy.  The  value  of  screening  for  these 
couples  will  be  access  to  early  counseling  and 
referral  to  a tertiary  center  for  optimal  post- 
natal care. 
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ORTHOPEDIC  SURGEON  NEEDED 


Mid-Michigan  community  seeks  orthopedic  surgeon  for  service  area  of  90,000. 
Guaranteed  first  year  income  $150,000.  Office  space  available  in  medical  office 
building  adjacent  to  the  hospital.  214-bed  hospital  provides  excellent  diagnostic 
capabilities  and  new  surgical  facilities.  Excellent  opportunity  for  a physician 
seeking  busy  private  practice  opportunity  with  guaranteed  success.  Contact  Vice 
President  of  Professional  Services,  517/723-5211  Ext.  1823. 
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IOWA  METHODIST  MEDICAL  CENTER 
THROCKMORTON  SURGICAL  SOCIETY 
SPRING  MEETING 

Topic:  Hepatobiliary  Disease 
Date:  Friday,  April  11,1 986 

Place:  jester  Auditorium,  Iowa  Methodist  Medical  Center 
Des  Moines,  Iowa 


Moderator;  Bernard  D.  Mouw,  M.D.,  Surgical 
Teaching  Staff,  Iowa  Methodist 
Medical  Center 


7:30  a.m. 
8:00  a.m. 

8:1 0 a.m. 

8:30  a.m. 

8:50  a.m. 

9:10  a.m. 

9:30  a.m. 

9:50  a.m. 
10:10  a.m. 

1 0:30  a.m. 
10:50  a.m. 


1 1 :20  a.m. 

1 2:00  noon 
1 2:1  5 p.m. 


Registration 
Continental  Breakfast 

Welcome  — Heinz  S.  Jacobi,  M.D., 
President,  Throckmorton  Surgical 
Society 

Diagnostic  Tests  for  Biliary  Obstruction 
Steven  E.  Silvis,  M.D.,  Professor  of 
Medicine,  University  of  Minnesota 

Management  of  Acute  Cholangitis 
James  H.  Foster,  M.D.,  Professor  of 
Surgery,  University  of  Connecticut 

Dissolution  of  Biliary  Cholesterol 
Stones 

Johnson  Thistle,  M.D.,  Professor  of 
Medicine,  Mayo  Medical  School 

Intra-operative  Choledochoscopy:  Is  it 
of  value? 

David  M.  Nagorney,  M.D.,  Asst.  Pro- 
fessor of  Surgery,  Mayo  Medical 
School 

Choledochoduodenostomy  versus 
Sphincteroplasty 

Jack  Pickleman,  M.D.,  Professor  and 
Chief  of  General  Surgery,  Loyola  Uni- 
versity 

Coffee  Break 

Treatment  of  Retained  Stones  with 
E.R.C.P. 

Steven  E.  Silvis,  M.D. 

Biliary  Strictures-Surgical  Treatment 
Jack  Pickleman,  M.D. 

Joseph  B.  Priestley  Memorial  Lecture: 
Surgical  Authors  — Pride,  Prejudice 
and  Responsibility 

Martin  A.  Adson,  M.D.,  Professor  of 
Surgery,  Mayo  Medical  School 

Panel  Discussion 

Pre-lunch  — Meet  the  Faculty 

Luncheon  — Jester  Gymn^lsium 


Moderator: 

James  A.  Coil,  M.D.,  Director  of  Surgical 
Education,  Iowa  Methodist  Medical 
Center 

1 :30  p.m. 

Primary  Sclerosing  Cholangitis,  James 
H.  Foster,  M.D. 

1:50  p.m. 

Congenital  Cystic  Disease  of  the 
Hepatobiliary  System 
Robert  T.  Soper,  M.D.,  Professor  of 
Surgery,  University  of  Iowa 

2:1 0 p.m. 

Pyogenic  Liver  Abscesses 
Louis  D.  Rodgers,  M.D.,  Surgical 
Teaching  Staff,  Iowa  Methodist 
Medical  Center 

2:30  p.m. 

Intrahepatic  Stones:  Perspectives  in 

Management 

David  M.  Nagorney,  M.D. 

2:50  p.m. 

Coffee  Break 

3:1 0 p.m. 

Portal  Hypertension  — Clinical  Evalua- 
tion and  Treatment 
William  P.  Mikkelsen,  M.D.,  Clinical 
Professor  of  Surgery,  University  of 
Southern  California 

3:30  p.m. 

Percutaneous  Decompression  of  Be- 
nign and  Malignant  Biliary  Obstruction 
Thomas  Murphy,  M.D.,  Dept,  of 
Radiology,  Iowa  Methodist  Medical 
Center 

3:50  p.m. 

Hepatic  Tumors  — Surgical  Consid- 
erations 

Martin  A.  Adson,  M.D. 

4:1 0 p.m. 

Panel 

4:50  p.m. 

Acknowledgments 

Tom  D.  Throckmorton,  M.D. 

5:00  p.m. 

Adjournment 

This  course  has  been  approved  for  6 hours 
CME  category  1.  For  more  information,  call 
515/283-6076. 

Using  the  Minimal 
Weight  Prediction  Equations 
for  Scholastic  Wrestlers 


ROBERT  A.  OPPLIGER,  Ph.D. 
Iowa  City,  Iowa 


On  recommendation  of  the  Committee 
on  Sports  Medicine,  the  Iowa  Medical 
Society  Executive  Council  on  Novem- 
ber 14:,  1985,  approved  this  resolution: 
Resolved,  That  the  IMS  support  the 
concept  of  the  wrestling  zv  eight  formu- 
la (minimal  body  weight  is  one  that 
contains  no  less  than  5%  body  fat)  as  a 
guideline  for  determining  minimal 
competitive  body  weight.  This  paper 
will  give  Iowa  physicians  more  in- 
formation on  how  the  concept  works. 


IN  THE  October  1985  issue  of  iowa  medicine 
(Weight  Prediction  Equation  Tested  & 
Ready),  we  discussed  the  need  for  a minimal 
weight  prediction  equation  and  provided  the 
research  evidence  to  support  the  use  of  specific 
equations  developed  as  part  of  the  Iowa  Wres- 
tling Study.  In  this  article,  we  will  provide 
more  details  on  how  to  complete  the  measure- 
ments and  compute  the  minimal  weight. 

The  techniques  for  measuring  and  the 
measurement  sites  used  to  compute  minimal 
weight  are  not  unique.  They  have  been  suc- 
cessfully used  for  more  than  30  years.  The 
measurement  sites  are  located  using  anatomi- 
cal landmarks,  and  the  measurements  are 
made  using  a standardized  protocol.  Care 


Dr.  Oppliger  is  associated  with  the  College  of  Nursing,  The  Universih’ 
of  Iowa. 


should  be  taken  to  make  the  measurement 
accurately.  The  specific  details  for  measure- 
ment of  the  skeletal  dimensions  and  skinfolds 
are  shown  in  Tables  I and  II. 

For  all  sites,  duplicate  measurements  are 
made.  In  the  protocol  used  by  the  Iowa  Wres- 
tling Study,  the  tolerance  between  the  2 
measurements  is  0.5  cm  for  skeletal  dimen- 
sions and  5%  for  skinfold  measurements.  The 
readings  are  recorded  as  shown  in  the  Tables. 
If  the  2 measurements  exceed  the  tolerance 


TABLE  I 

SKELETAL  DIMENSION  SITES  AND  THEIR  MEASUREMENTS 


Height: 

The  subject  stands  with  his  back  to  the  physician's  scale  .25  and  is 
instructed  to  inspire  while  the  height  is  recorded  to  the  nearest  0.5  inch. 

Chest  Diameter: 

The  subject  stands  with  both  hands  on  the  crest  of  the  ilium.  The  Iowa 
Calipers  are  then  placed  in  the  axillary  region  with  the  ends  being  placed 
on  the  second  or  third  rib.  At  the  end  of  expiration,  the  measurement  is 
obtained  and  recorded  to  the  nearest  0. 1 cm. 

Chest  Depth: 

The  subject  stands  with  the  right  hand  behind  his  head.  The  Iowa  Calipers 
is  placed  on  the  tip  of  the  xiphoid  process  and  over  the  vertebrae  of  the 
twelfth  rib.  The  measurement  is  then  taken  at  the  end  of  the  expiration  and 
recorded  to  the  nearest  0.1  cm. 

Bi-iliac  Diameter: 

The  distance  between  the  most  lateral  projections  of  the  crests  of  the  ilium 
is  measured  using  the  Iowa  Caliper  and  recorded  to  the  nearest  0. 1 cm. 

Bitrochanteric  Diameter: 

The  distance  between  the  most  lateral  projections  of  the  greater  trochan- 
ters is  measured  using  the  Iowa  Caliper  and  recorded  to  the  nearest  0. 1 
cm. 

Wrist  Diameter: 

The  distance  between  the  styloid  processes  of  the  radium  and  ulna  is 
measured  using  the  Iowa  Caliper  and  recorded  to  the  nearest  0. 1 cm. 

Ankle  Diameter: 

The  foot  is  placed  on  a stool  or  choir  and  the  Iowa  Caliper  is  placed  over 
the  malleoli  at  an  angle  of  45°  and  recorded  to  the  nearest  0.1  cm. 
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value,  a third  measurement  is  made,  and  the 
median  value  used  as  the  correct  measurment. 

Tables  III  to  V set  forth  the  3 equations  vali- 
dated by  the  Iowa  Wrestling  Study. As  de- 
scribed in  the  previous  study,  the  correlations 
between  the  equations  and  minimal  weight  de- 

TABLE  II 

SKINFOLD  SITES  AND  THEIR  MEASURMENTS 


Chest: 

The  skinfold  that  is  oblique  to  the  midcloviculor  line  is  measured  over  the 
pectorolis  major  muscle.  The  final  fold  position  is  medial  to  the  anterior 
axillary  line.  The  measurement  is  recorded  to  the  nearest  0.5  mm. 

Triceps: 

The  arm  is  placed  in  a relaxed  but  extended  position.  Then  a vertical 
skinfold  running  parallel  to  the  length  of  the  arm  is  measured  midway 
between  the  acromium  and  olecarnon  processes.  The  measurement  is 
recorded  to  the  nearest  0.5  mm. 

Scapula: 

The  skinfold  running  parallel  to  the  axillary  border  of  the  inferior  angle  of 
the  scapula  is  measured.  The  measurement  is  recorded  to  the  nearest  0.5 
mm. 

Suprailiac: 

A vertical  skinfold  is  measured  at  the  site  midway  between  the  crest  of  the 
ilium  and  the  twelfth  rib  at  the  midaxillary  line.  The  measurement  is 
recorded  to  the  nearest  0.5  mm. 

Abdaminal: 

A horizonal  skinfold  is  measured  approximately  2.54  cm  from  the  center 
of  the  umbilicus.  The  measurement  is  recorded  to  the  nearest  0.5  mm. 

Thigh: 

The  right  foot  is  placed  on  a 1 2-inch  stool . A vertical  skinfold  is  measured 
on  the  thigh  midway  between  the  anterior  superior  spine  of  the  pelvis  and 
the  patellar  tendon.  The  measurement  is  recorded  to  the  nearest  0.5  mm. 


THE  1972 

TABLE  IV 

SKELETAL  DIMENSION  PREDICTION  EQUATION 
FOR  MINIMAL  BODY  WEIGHT 

-1- 

-t- 

-t- 

-f 

-1- 

Sum  of  Both  Ankles  (cms)  X 2.15 

— 281.72  Equation  Constant 
= MINIAAAL  BODY  WEIGHT  (LBS) 


termined  by  hydrostatic  weighing  are  high 
(>  .93).  Both  the  skinfold  and  1972  skeletal 
dimension  equation  were  shown  to  be  valid. 
The  1985  skeletal  dimension  formula  was  vali- 
dated on  a more  recent  sample  of  wrestlers. 

It  should  be  remembered  that  the  margin  of 
error  in  these  measurements  is  about  3%.  Us- 

TABLE  V 

THE  SKINFOLD  PREDICTION  EQUATION  FOR 
BODY  FAT  PERCENTAGE 


Chest  SF  X 0.1483 

-1- 

Triceps  SF  X 0.0769 

-1- 

Subscapular  SF  X 0.0746 

+ 

Suprailiac  SF  X 0.1602 

+ 

Abdominal  SF  X 0.1524 

+ 

Thigh  SF  X 0.1020 

-I-  3.15  Equation  Constant 
= %Fat  Percentage 

Minimal  Weight  (lbs)  = Weight  (lbs)  X (1  - % Fgt/100) 

0.95 


TABLE  III 

THE  1985  MINI/AAL  BODY  WEIGHT  PREDICTION  EQUATION  FOR  IOWA 
SCHOLASTIC  WRESTLERS 


Height 

(inches) 

X 

1.672 

= 

-h 

Chest  diameter 

(cms) 

X 

3.809 

= 

Chest  depth 

(cms) 

X 

4.109 

= 

+ 

Bi-iliac  diameter 

(cms) 

X 

1.966 

= 

Both  wrist  diameters 

(mm) 

X 

5.243 

= 

Suprailiac  skinfold 

(mm) 

X 

0.248 

= 

TOTAL 

- 

Regression  constant 

- 

263.824 

Minimal  Weight  (lbs) 

= 

*NOTE:  A microcomputer  program  suitable  for  use  on  the  Apple  micro- 
computer which  computes  minimal  weight  by  any  of  the  3 methods  is 
available  free  upon  request  to  the  author. 


ing  the  predicted  minimal  weight  as  a “hard 
and  fast"  rule  would  not  be  appropriate.  When 
it  was  feasible,  we  have  made  all  of  the  skinfold 
and  skeletal  dimension  measurements  and 
computed  minimal  weight  by  all  three  equa- 
tions. This  provides  a basis  for  making  a more 
accurate  estimate  of  minimal  body  weight. 

The  Iowa  Wrestling  Study  prediction  equa- 
tions offer  a simple  and  scientifically- 
determined  method  for  estimating  minimal 
body  weight.  Employing  these  equations  dur- 
ing the  preseason  would  provide  athletes  with 
guidelines  to  minimize  “weight-cutting." 

Reference 

Oppliger,  R.A.  and  C.M.  Tipton.  Weight  prediction  equation  tested 
and  available,  iowa  medicine  75(10):449-453,  1985. 
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In  ten  years  your  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w^hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Cl  Fan  j ai it.cy  e w cj^  t*  t y si  r 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 


PHYSICIAN;  NOT  VENDOR 


1 BRISTLE  AT  being  called  a vendor.  1 am  a 
physician.  My  efforts  are  dedicated  to  pro- 
viding the  best  health  care  1 can  to  my  patients. 
With  the  advent  of  third-party  payors  has 
come  the  term  “vendor-payment."  This  is  un- 
fortunate. The  medical  profession  should  re- 
sist this  term  vendor  which  originally  referred 
to  hawkers  who  peddled  their  wares  from  a 
horse-drawn  wagon.  The  medicine-man 
shows  of  earlier  decades  are  history.  We 
should  not  be  equated  with  such  hustlers.  We 
are  professionals  with  years  of  formal  educa- 
tion and  experience.  Unfortunately,  we  have 
been  designated  vendors  by  the  government 
as  well  as  insurance  companies. 

The  medical  profession  has  a long  history  of 
dedicated  service.  We  know  there  is  occasional 
impropriety  and  wrong-doing  by  some  of  our 
colleagues.  To  be  sure,  we  are  fully  human  and 
subject,  as  all,  to  temptations  which  some  are 
unable  to  resist.  Yet  through  the  years  we  have 
risen  above  these  isolated  failings  of  some  to 
earn  the  respect  of  most  people. 

There  is  still  a tide  to  overcome,  however,  for 
there  are  those  who  burden  us  with  so  many 
rules  and  regulations.  These  impositions  serve 
only  to  take  valuable  time  and  effort  which 
should  be  devoted  to  serving  patients  or  re- 
freshing ourselves  for  the  next  day's  duties. 

The  plethora  of  paper  and  forms  has  now 
become  part  of  our  lifestyle.  Has  all  this  paper- 
work resulted  in  better  care  for  our  patients? 
No!  Records  have  become  bulky  and  unwieldy 
requiring  increased  storage  and  retrieval. 
True,  computers  can  alleviate  the  storage  prob- 
lem, but  does  the  patient  really  benefit?  Record 
keeping  is  needed  to  provide  sufficient  data  to 


satisfy  medico-legal  dictates,  but  enough  is 
enough.  Most  of  the  “paper  jungle"  concept 
originated  with  World  War  II.  Military  and 
governmental  services  thrive  on  paper.  It  is 
their  sustenance,  providing  employment  for 
many  and  necessitating  money  to  cover  sup- 
plies, machines  and  storage.  Unfortunately, 
the  private  non-governmental  sectors  are  simi- 
larly lost  in  the  record  maze.  Our  profession  is 
the  victim  of  this  bureaucratic  era. 


"Wouldn't  you  like  to  be  a physi- 
cian again?  Wouldn't  it  he  great  to 
serve  your  patients  rather  than  a 
paper  jungle?  Yet,  I do  not  see  a 
clear  solution  that  would  be  equi- 
table, so  it  would  seem  we  will  have 
to  hire  another  person,  buy  another 
typewriter.  . . 


Each  “vendor-payment"  plan  has  devloped 
its  unique  forms,  rules  and  regulations.  Each 
HMO,  PRO,  or  other  form  of  third  party  payor 
has  its  separate  routine.  Some  accept  “super- 
bills," others  frown  on  them.  Physicians  have 
had  to  increase  their  payrolls  to  cope  with  this 
epidemic.  It  seems  the  problem  becomes  more 
complex  as  each  year  passes,  and  the  future 
looks  ever  more  bleak. 

Wouldn't  you  like  to  be  a physician  again? 
Wouldn't  it  be  great  to  serve  your  patients 
rather  than  a paper  jungle?  Yet,  I do  not  see  a 
clear  solution  that  would  be  equitable,  so  it 
would  seem  we  will  have  to  hire  another  per- 
son, buy  another  typewriter  or  computer  ter- 
minal, and  lease  more  storage  space.  Whatev- 
er, we  can  still  resist  the  designation  of  “ven- 
dor." I prefer  to  be  a physician.  I want  to  serve 
my  patients  as  capably  as  I can;  then  I will  serve 
my  own.  — M.E.A. 
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Think  you  want 
to  computerize  your  office? 

Confused  about  all 
the  systems? 

Wonder  how  to 
evaluate  your  needs? 

Will  the  cost 
justify  the  return? 


• Answers  to  these  and  other  questions  arenoiv  available  through  a new  computer  support  program 
sponsored  by  the  Iowa  Medical  Society  through  its  affiliate,  IMS  SERVICES. 

• This  program  provides  special  expertise  and  technology  through  Abbey  & Abbey,  Inc.,  and 
Medical  Computer  Management,  Inc.  Ongoing  physician  monitoring  will  be  provided  via  the  IMS 
Committee  on  Member  Services. 

• Your  office/ clinic  can  take  advantage  of  the  considerable  investigative  work  done  on  behalf  of  the 
IMS  to  identify  a sound  medical  computer  system.  Special  attention  has  been  given  to  technologi- 
cal adequacy,  stability,  support  capacity,  and  cost. 


FOR  MORE  INFORMATION,  WRITE  OR  CALL 


IMS  SERVICES 

Iowa  Medical  Society 

1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 
515/223-1401  or  800/422-3070 
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1986  FAMILY  PRACTICE  REFRESHER  COURSE 


A STIMULATING  AND  PRACTICE-ORIENTED  Op- 
portunity to  learn  what's  new  and  brush 
up  on  what's  old  will  be  available  to  family 
physicians  March  4-7  in  Iowa  City. 

That's  the  date  for  the  1986  University  of 
Iowa  Refresher  Course  for  Family  Physicians. 
This  conference  originated  in  1946  as  World 
War  II  physicians  resumed  private  practice.  It 
occupies  a premier  spot  in  the  annual  line-up 
of  continuing  medical  education  events. 

Accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education,  the  conference 
will  emphasize  application  of  knowledge  and 
skills  to  family  practice.  The  format  will  in- 
clude brief  lectures,  panels,  small-group  dis- 
cussions, workshops  and  question  and  answer 
sessions.  Registrants'  spouses  are  invited  to 
all  programs. 

The  conference  should  prove  especially  use- 
ful to  those  preparing  for  examination  by  the 
American  Board  of  Family  Practice.  As  in  the 
past,  physicians  may  become  recertified  in 
basic  cardiopulmonary  resuscitation. 

As  a special  option,  the  American  Lung  As- 
sociation of  Iowa  and  the  U of  I Institute  of 
Agricultural  Medicine  will  co-host  "Agricul- 
tural Respiratory  Disease"  Monday  evening, 
March  3,  from  7:30-9:30  p.m.  The  purpose  of 
this  program  is  to  review  state-of-the-art  in- 
formation on  the  recognition,  diagnosis,  treat- 


U. of  I.  Upcoming  CME  Programs 

March  19 

Diet  Therapy  U.S.A. 

April  4 

Intensive  Insulin  Therapy 

April  8-9 

Annual  Great  Plains 
Organization  Perinatal 
Conference  (Des  Moines) 

April  17-19 

Third  Annual  Hawkeye 
Sports  Medicine  Symposium 

April  18-20 

Iowa  Medical  Society 
Scientific  Meeting  (Des 
Moines) 

April  22,  24 

Physical  Assessment: 
Valvular  Heart  Disease 

May  16 

Iowa  Cardiology 

May  20-23 

Cardiology  Today 

June  19-20 

American  Society  for 
Bariatric  Surgery 

ment  and  prevention  of  respiratory  diseases. 

Twenty-six  hours  of  Category  I credit  is  al- 
lowed toward  the  AMA  Physicians'  Recogni- 
tion Award  for  full  attendance.  The  American 
Academy  of  Family  Physicians  and  the  Amer- 
ican Osteopathic  Association  award  the  same 
credit.  Nurses  can  earn  0.6  CME  units  through 
a March  5 Spring  Office  Nurse  Conference. 
The  University  of  Iowa  will  award  1.4  educa- 
tion credits  for  the  10th  Annual  Advanced  Car- 
diovascular Nursing  Conference  March  6-7. 

The  1986  Family  Practice  Refresher  Course 
offers  a wide  range  of  topics  including: 

• Respiratory  Flazards  from  Specialized  Ag- 
ricultural Structures 

• Clinical  Uses  of  Beta-blockers  and  Calcium- 
Channel  Blockers 

• Vaginal  Birth  After  Caesarian 

• Principles  of  Drug  Use  in  the  Elderly 

• When,  Where  and  Flow  to  Refer  a Child  You 
Think  Flas  Cerebral  Palsy 

• Pediatric-age  Heart  Murmurs  (with  simula- 
tor) 

• What's  New  in  Agriculturally  Related  Illness 
(Besides  Anxiety  and  Depression)? 

• AIDS:  Biology  and  Psychology  of  a Contem- 
porary Plague 

• Marvel  (?)  #1:  Radial  Keratotomy 

• Coping  With  Substance  Abuse 

• Hearing  Loss  and  Hearing  Aids 

• Rehabilitation  of  the  Injured  Athlete 

• Hormonal  Therapy  of  Menopause 

• Update  on  Rx  of  Acute  MI  — Those  First 
Minutes 

• How  To  Make  Sense  of  "Spells" 

• Marvel  #2:  Laser  Treatment  of  Bladder  Tu- 
mors 

• Easily  Missed  Fractures 

• Important  Issues  for  Diabetic  Patients 

• Stroke:  Current  Therapy 

• Counseling  in  Times  of  Grief 

For  more  information  about  the  Refresher 
Course  for  Family  Physicians,  contact  the  Of- 
fice of  Continuing  Medical  Education,  U.  of  I. 
College  of  Medicine,  Iowa  City,  Iowa,  52242 
or  call  319/353-5763.  The  program  begins  Tues- 
day, March  4 at  8:15  a.m.  and  ends  Friday, 
March  7 at  3 p.m. 
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Do  You  Need 
A Life  Insurance 
Check'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1%  tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is^  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society^  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It*s  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 

The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 


Q 

Richard  M.  Caplan,  M.D. 

OUR  MAN 

1 

N EDUCATION 

THE  CME  OF  WHAT'S  OLD 


PROBABLY  the  most  frequently  stated  pur- 
pose or  justification  of  CME  is  "to  learn 
new  information."  I don't  know  a very  good 
means  of  quantifying  — or  denying  — that 
assertion,  but  a substantial  amount  of  CME, 
maybe  more  than  generally  acknowledged, 
serves  to  remind  us  what  is  old  that  is  yet  true. 
That  is,  either  it  adds  emphasis  that  the  old  is 
still  true,  or  it  reminds  us  of  something  widely 
forgotten. 

An  example:  the  September,  1985  issue  of 
the  Journal  of  the  American  Academy  of  Dermatolo- 
gy contains  a 2-page  report  of  two  cases  under 
the  title,  "Extragenital  Syphilitic  Chancres." 
The  reason:  "to  emphasize  this  unusual  man- 
ifestation of  a disease  known  for  protean  ex- 
pression." One  of  the  chancres  was  located  on 
the  skin  of  the  chin  and  the  other  at  the  edge  of 
the  anus.  Although  there  was  even  less  syphi- 
lis seen  during  the  years  of  my  residency  in 
dermatology  (1958-61)  than  today,  it  still  was 
considered  a vital  part  of  our  knowledge  base. 
(It  was  only  in  1977,  for  example,  that  the  De- 
partment of  Dermatology  and  Syphilology  at 
The  University  of  Iowa  had  its  name  formally 
reduced  to  the  first  three  words.)  And  so  I 
couldn't  help  thinking,  when  I saw  this  new 
article,  "That's  nothing  new,  everybody 
knows  that,  why  did  the  editor  accept  it?" 

And  then  in  the  same  mail  came  a list  of  new 
acquisitions  in  our  Health  Sciences  Library,  in- 
cluding a note  that  our  rare  book  benefactor. 
Dr.  John  Martin,  had  given  a first  edition  of  the 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


1887  monograph  Syphilis  by  the  great  Victorian 
syphilologist,  Jonathan  Hutchinson,  his  mem- 
ory yet  preserved  eponymonically  by  Hutch- 
inson's teeth  and  Hutchinson's  triad.  Wonder- 
ing what  was  known  in  1887  about  extragenital 
chancres,  I found  on  page  100  a discussion  of 
what  he  called  "erratic  chancres  (syphilis  sine 
coitu)."  He  mentioned  (and  showed  with 
splendid  colored  drawings)  chancres  of  the 
periungual  area  (especially  frequent  on  mid- 
wives), on  the  finger  pulp  of  a dentist,  on  the 
nipple,  in  vaccinations,  on  the  eyelid  and  the 
circumcision  wounds  of  newborns.  He  further 
mentioned  seeing  the  primary  sore  in  the  mid- 
dle of  the  sole  of  the  foot,  on  the  palm,  on  the 
scalp  and  face,  in  the  ear,  nose,  and  skin  of  the 
chin  at  some  distance  from  the  lip.  He  claimed 
to  have  seen  them  also  on  the  tongue,  tonsil 
and  even  the  conjunctiva. 

OUR  WORDS  CHANGE,  along  with  our  con- 
cepts. A chancre  at  the  anus  may  literally 
be  extragenital,  but  I would  think  not  now- 
adays extraordinary  (pronounced  with  5 syl- 
lables as  Samuel  Johnson  directs  in  his  1755 
dictionary  — "generally  pronounced  extrordi- 
nary,  whereby  the  a is  liquified  into  the  o"  — 
and  suggesting  a circumstance  more  extreme 
than  if  it  were  said  with  6 syllables:  extra- 
ordinary). Even  if  extra-ordinary  (with  6 syl- 
lables and  meaning  other-than-usual),  peria- 
nal chancre  may  safely  be  assumed  (my  asser- 
tion, anyway)  to  be  sexually  acquired  (not 
syphilis  sine  coitu).  Although  a straight-laced 
Victorian  of  Quaker  upbringing,  Hutchinson 
was  the  leading  syphilologist  of  his  age  and 
must  have  encountered  much  that  made  him 
wince.  His  terse  comment:  "In  a few  instances 
erratic  chancres  may  result  from  immoral  prac- 
tices." 

(Please  turn  to  page  79) 
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THE  EFFECT  OF  DIETARY  PROTEIN 
ON  DRUG  CLEARANCE 


IN  MANY  PATIENTS,  dietary  protein  intake  may 
vary  significantly  because  of  periodic 
changes  in  appetite,  dietary  preferences,  se- 
verity of  underlying  disease,  or  in  the  presence 
of  catabolic  states  (e.g.,  wound  healing,  infec- 
tion, or  metastatic  cancer).  This  review  will 
summarize  representative,  controlled  clinical 
trials  and  clinical  significance  of  the  effect  of 
dietary  protein  intake  on  the  hepatic  and  renal 
clearance  of  drugs.  There  are  several  excellent 
reviews  of  this  topic.^-^-^ 

Methodologic  Considerations 

The  basic  design  in  trials  studying  the  effect 
of  dietary  protein  on  drug  clearance  has  been 
to  place  normal,  healthy  subjects  on  defined 
diets  of  varying  protein  (or  amino  acid)  com- 
position while  keeping  total  caloric  intake  and 
all  other  variables  as  constant  as  possible.  In 
most  studies,  dietary  protein  is  expressed  as 
the  percent  of  total  daily  caloric  intake,  normal 
being  15%.^  After  the  subject  has  been  on  the 
defined  diet  for  a period  of  time  (usually  1 to 
2 weeks),  a drug  is  administered  and  its  clear- 
ance determined.  The  subject's  diet  is  then 
changed  and  the  clearance  of  the  drug  is  re- 
measured on  the  new  diet.  When  hepatic  me- 
tabolism is  being  studied,  the  model  drugs  used 
(usually  antipyrine,  theophylline)  are  predom- 
inantly metabolized  by  the  hepatic  cytochrome 
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P450  mixed-function  oxidase  complex.  It 
should  be  noted  that  there  are  multiple  isoen- 
zymes of  this  enzyme  complex  in  the  liver, 
each  of  which  participates  to  different  extents 
in  the  oxidation  of  a given  drug.  This  makes 
extrapolation  of  results  to  other  drugs  hazard- 
ous. Nevertheless,  valuable  general  informa- 
tion about  hepatic  drug  metabolism  and 
specific  information  regarding  the  metabolic 
clearance  of  the  model  drugs  studied  can  be 
obtained  from  these  studies. 

Dietary  Protein  and  Hepatic 
Clearance 

To  study  the  effect  of  chronic  dietary  protein 
intake  on  the  metabolic  clearance  of  antipyrine 
and  theophylline.  Kappas  et  al.  placed  normal 
males  on  a high  protein  (44%  protein)  or  low 
protein  (10%  protein)  diet  for  2 weeks.  Meta- 
bolic clearance  of  both  antipyrine  and  theo- 
phylline increased  by  a factor  of  approximately 
1.5  (range  1.0-1. 9)  on  the  high  compared  to 
the  low  protein  diet. ^ In  another  study,  vary- 
ing the  relative  proportions  of  carbohydrate 
and  fat  while  keeping  the  proportion  of  dietary 
protein  constant  did  not  change  the  metabolic 
clearance  of  either  compound.^  Thus,  it  ap- 
pears that  the  metabolic  clearance  of  these 
model  drugs  increases  with  increasing  dietary 
protein  intake. 

To  study  the  effect  of  acute  changes  of  amino 
acid  intake  (e.g.,  to  mimic  the  relatively  acute 
changes  in  nutrition  that  occur  in  hospitalized 
patients),  Pantuck  et  al.  studied  antipyrine 
clearance  under  various  conditions  in  normal 
males.  Metabolic  clearance  increased  by  a fac- 
tor of  1.24  (range  1.02-1.71)  when  subjects  were 
changed  from  intravenous  dextrose  (440  ca- 
( Please  turn  to  page  76) 
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Alternatives . . . 
for  health  care 
professionals 


The  pace  of  progress  in  the  health  care  industry  has  advanced 
from  gradual  evolution  to  almost  revolutionary  change . . . and 
physicians’  needs  for  advanced  information  services  to  help 
them  practice  as  efficiently  as  possible  have  been 
revolutionized  as  well. 

Medidentic  Information  Services— one  of  the  Midwest's  largest 
providers  of  health  care  billing  and  information  services -now 
meets  that  need  for  Iowa  physicians  across  the  speciality 
spectrum,  with  a full  range  of  automated  services  to  improve 
the  efficiency . . . and  profitability ...  of  your  practice. 


Data  Breeze 
System 

A total  office  information 
system . ..plus total  control. 

■ In-house  and  On-line  systems 

■ A true  invoicing  system 

■ Data  base  flexibility 

■ Appointment  scheduling 

■ Automatic  pricing  by  procedure 

■ Full  range  of  reports: 

■ Accounts  Receivable 

■ Reimbursement  Analysis 

■ Open  Insurance  Claims 


Full  Service 
Billing 

A complete  range  of  patient  billing 
services  provided  by  Medidentic 
professionals. 

■ Complete  billing  process - 
insurance  claims,  statements, 
collections,  and  deposits 

■ Personalized  problem 
resolution 

■ Comprehensive  follow-up 

■ Complete  monthly  and  annual 
status  reports 

■ Accounts  receivable 

■ Service  analysis 

■ Days  in  revenue 


Batch  Service 
Bureau 

Frees  your  office  from  routine 

billing  chores. 

■ Maintains  all  patient  billing 
information 

■ Posts  all  charges  and 
payments  to  patient  accounts 

■ Folds,  stuffs,  and  mails  all 
statements 

■ Bills  third-party  carriers  weekly 

■ Provides  complete  account 
summaries  and  records 
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lories/day)  without  any  other  dietary  supple- 
mentation to  intravenous  amino  acids  (480 
calories/day)  over  a period  of  24  hours/ 

Before  discussing  the  broad  implications  of 
these  studies,  2 reservations  must  be  men- 
tioned regarding  the  interpretation  of  these  re- 
sults. First,  as  mentioned,  the  hepatic  mixed- 
function  oxidase  complex  may  oxidize  theo- 
phylline and  antipyrine  by  different  isoen- 
zymes contained  in  the  enzyme  complex.  At 
least  10  different  isoenzymes  have  been  iden- 
tified in  mammalian  liver  to  date.'  Therefore, 
the  diet-related  changes  observed  cannot  nec- 
essarily be  extrapolated  to  other  drugs.  Sec- 
ond, results  in  normal  volunteers  may  not 
apply  to  hospitalized  patients  or  patients  with 
disease. 

With  these  reservations,  there  are  2 impli- 
cations of  these  studies.  First,  patients  taking 
theophylline  may  require  dosage  adjustment 
if  their  dietary  intake  of  protein  changes.  Sec- 
ond, patients  on  prolonged  intravenous  dex- 
trose solutions  without  protein  or  amino  acid 
supplementation  may  metabolize  certain  drugs 
more  slowly  than  during  amino  acid  supple- 
mentation (e.g.,  hyperalimentation).®  It  is 
noteworthy  that  the  effect  of  dietary  protein 
or  amino  acid  supplementation  on  drug  me- 
tabolism is  highly  variable  between  individu- 
als. 

Dietary  Protein  and  Renal  Clearance 

Dietary  protein  intake  has  a significant  effect 
on  renal  plasma  flow,  glomerular  filtration  rate 
(GFR),  and  creatinine  clearance.  Creatinine 
clearance  decreases  30%  during  a very  low- 
protein  (5%)  compared  to  a high-protein  (40%) 
diet.^  Similar  effects  have  been  observed  in 
children  with  protein-calorie  malnutrition.^ 
Thus,  drugs  significantly  excreted  by  glomer- 
ular filtration  (e.g.,  digoxin,  aminoglycosides, 
lithium,  chlorpropamide,  procainamide,  N- 
acetylprocainamide)  may  be  cleared  more 
slowly  in  patients  on  a low-protein  diet  or  in 
the  protein-calorie  malnourished  patient.^ 
However,  well-designed  trials  in  this  area  are 
lacking.® 

Recently  the  effect  of  dietary  protein  on  renal 
clearance  of  oxypurinol,  the  major  active  me- 
tabolite of  allopurinol,  was  studied."'  Oxypu- 
rinol is  excreted  primarily  by  renal  mechanisms 
and  because  of  its  extensive  renal  tubular  reab- 
sorption, oxypurinol  has  a long  plasma  half- 


life (13-18  hours)  in  patients  with  normal  renal 
function  and  on  normal  protein  diets.®  On  a 
high-protein  diet  (270  grams  protein  per  day; 
40%  of  calories),  the  clearance  of  oxypurinol 
was  similar  to  that  in  subjects  on  a normal  diet. 
However,  on  a low-protein  diet  (19  grams  pro- 
tein per  day;  5%  of  calories),  the  renal  clear- 
ance was  decreased  to  approximately  one-third 
normal  and  the  half-life  of  oxypurinol  in- 
creased nearly  threefold.®  This  was  due  to  a 
net  increase  in  the  renal  tubular  reabsorption 
of  the  drug  independent  of  changes  in  GFR.® 
Since  the  accumulation  of  oxypurinol  in  plasma 
has  been  associated  with  serious  toxicity  and 
death  in  patients  taking  allopurinol,  the  dose 
of  allopurinol  may  need  to  be  reduced  in  pa- 
tients on  low-protein  diets,  in  patients  with 
renal  failure,  and  possibly  protein-calorie  mal- 
nourished patients. 

Conclusion 

Dietary  or  amino  acid  restriction  decreases 
the  hepatic  clearance  of  antipyrine  and  theo- 
phylline in  normal  volunteers.  Whether  these 
results  can  be  extrapolated  to  other  drugs  me- 
tabolized by  the  cytochrome  P450  mixed-func- 
tion oxidase  system  needs  to  be  answered  by 
further  studies.  Until  then,  it  is  prudent  to 
consider  the  possibility  of  impaired  hepatic  ex- 
cretion of  other  similarly  metabolized  drugs  in 
patients  receiving  inadequate  protein  or  amino 
acid  supplementation  or  patients  with  protein 
malnutrition  secondary  to  catabolic  states  such 
as  metastatic  cancer,  serious  infection,  or 
trauma  (e.g.,  burns,  surgery).® 

Dietary  protein  restriction  would  be  ex- 
pected to  decrease  the  clearance  of  drugs 
cleared  by  glomerular  filtration.  Furthermore, 
the  renal  clearance  of  oxypurinol  is  markedly 
decreased  by  protein  restriction  secondary  to 
a change  in  tubular  function.  Whether  this  oc- 
curs for  other  drugs  that  are  weak  acids  re- 
mains to  be  studied.  Until  further  studies  are 
done  on  more  drugs,  the  prudent  clinician 
should  be  aware  of  the  potential  changes  in 
the  renal  and  hepatic  clearance  of  all  drugs  in 
protein-deprived  states  as  well  as  the  marked 
interindividual  variability  of  the  response  to 
such  protein-deprivation.  — William  G.  Ber- 
LiNGER,  M.D.,  Assistant  Professor  of  Internal 
Medicine. 

(Reference  list  appears  on  page  79) 
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Consider  the 
causative  organisms... 


250-mg  Pulvules®  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  pacliage  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  tesDiratorv  infections,  including  pneumonia  caused  by 
Siiepiococcus  pneumoniselDipiococcus  pneumoniae).  Haemph 
ilus  inlluemae  and  5 pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  irnown 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
10  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  theretoie.  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClosinPium  difficile  is  one 
primary  cause  of  anlibiotic-associaied  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  superinfeciion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehitng's  solutions  and  also  with  Cliniiest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  defected 
in  mother  s milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0 20. 0.21 . and  0 16  mcg/ml  at  two 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is^ administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbilitorm  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilta  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain -lianswovf  abnormalities  m 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Aena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
F^nicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.*“ 
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He  was  exceedingly  fond  of  referring  to  the 
syphilitic  “taint"  and  to  a causative  “virus." 
Those  terms  were  still  current  in  1887  when 
there  was  yet  no  certainty  that  syphilis  was  an 
“infection"  caused  by  specific  “bacteria."  That 
proof  came  in  1905.  But  Hutchinson  showed 
his  prescience  in  1876  when  he  said  (using  the 
botanical  term  “cryptogamic"  which  I found  to 
mean  “without  leaves  or  flowers"): 

With  regret  1 admit  1 have  never  seen  with  my 
outward  eye  the  cryptogamic  germ-poison  of 
syphilis;  but  to  my  mind's  eye  it  is  as  certainly 
present  as  iff  had.  Someone  will  see  it  some  day,  for 
it  is  beyond  doubt  that  it  must  be  there. 

All  this  reinforces  the  view  that  CME  is  not 
just  to  expose  physicians  to  the  new,  but  to 
reiterate  what  of  the  old  remains  correct.  As  a 
program  title,  it's  catchy  in  this  form:  “What's 
New,  and  What's  True  of  What's  Old." 


Softactics 
Medical  Office 
Management  System 


10  Reasons  For  The 
Alternative  Billing  Solution 

1 . Paperless  billing  for  Blue  Shield,  Medicare, 
and  Medicaid. 

2.  Prints  itemized  statements  suitable  for  pa- 
tient's tax  purposes  and  filing  their  own 
claim. 

3.  Patient  account  is  turned  over  for  collection. 

4.  Network  Compatible  Multiuser  permits 
multiple  operators  to  be  inputting  and  ac- 
cessing information  at  the  same  time. 

5.  Program  customization  available  from 
Softactics. 

6.  Provides  statistical  information  on  proce- 
dures provided  month  and  year  to  date. 

7.  Prints  HCFA  1 500  forms  for  other  insurers. 

8.  Large  capacity,  one  installation  averages 
over  1 500  procedures  per  week. 

9.  Daily  transaction  report  for  balancing  daily 
cash. 

10.  General  Ledger,  Accounts  Payable,  Payroll 
available,  patient  scheduling  soon  to  be 
announced. 


Developed  and  Distributed  by  Softactics 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


Februarv  1986  / 79 


Information  of  Interest 

STATE  DEPT,  OF 
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LICE  & SCABIES  CONTROL 


Lice  and  scabies  continue  to  plague  lowans. 

These  head  lice  are  predominantly  a prob- 
lem for  children  in  day  care  centers  and  grades 
K-3.  Scabies  is  classically  a problem  of  children 
and  sexually  active  young  adults.  It  is  also 
common  among  residents  of  nursing  homes. 
Both  parasitic  conditions  are  transmitted 
through  close  contact  and  extensive  hands-on 
care. 

Head  lice  can  be  controlled  and  managed  at 
day  care  sites  or  schools  when  detection  pro- 
grams are  instituted.  (This  is  not  to  imply  that 
transmission  occurs  exclusively  in  schools.) 
Ideally,  when  lice  are  found  all  children  in  the 
school  should  be  screened  in  addition  to  fam- 
ily members  of  confirmed  cases.  Rescreening 
at  weekly  intervals  will  shorten  the  duration 
of  school  outbreaks.  Parents  should  be  advised 
about  the  problem  and  requested  to  obtain 
prompt  treatment  and  inspection  of  other  fam- 
ily members. 

Treatment  should  be  instituted  with  any  li- 
censed pediculicide,  most  commonly  1%  lin- 
dane, available  by  prescription.  Pyrethrin 
products  are  available  over-the-counter  and  are 
considered  equally  effective.  It  may  be  desir- 
able to  pre-shampoo  before  use  of  a pedicu- 
licide. Dead  lice  and  nits  (eggs)  should  be 
combed  out  after  treatment.  A second  treat- 
ment is  recommended  7 days  later. 

Treatment  failures  do  occur;  this  indicates 
resistance  to  the  insecticide  or  suggest  these 
agents  are  not  100%  ovicidal.  Other  "treat- 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


ment  failures"  are  due  to  infestation  from  an 
active  case  or  the  appearance  of  nits  on  the 
hair.  They  are  rarely  due  to  transmission  from 
an  environmental  source.  Extensive  environ- 
mental spraying  is  not  indicated.  Laundering 
of  bedding  and  clothing  is  necessary.  Personal 
articles  such  as  combs  and  brushes  should  be 
disinfected  by  soaking  for  one  hour  in  2%  Ly- 
sol  solution  or  in  hot  water  (150°F)  for  5-10 
minutes. 

Scabies  in  Nursing  Homes 

Scabies  is  a more  serious  problem  for  nurs- 
ing homes  and  hospitals  because  the  mite  (Sar- 
coptes  scabiei)  cannot  be  observed  without 
magnification.  These  facilities  provide  hands- 
on  care  and  this  increases  the  risk  of  secondary 
transmission  to  staff  and  tertiary  transmission 
to  other  patients  or  residents. 

Recognizing  scabies  in  the  institutional  set- 
ting is  essential  to  management  and  control. 
Patients  or  residents  with  persistent  pruritus 
who  do  not  respond  to  conventional  therapy 
may  have  scabies.  In  addition,  patients  with 
extensive  crusting  or  scaling  of  the  skin,  cou- 
pled with  varying  degrees  of  pruritus,  may  be 
infested.  Patients  in  the  latter  category  may 
have  crusted  or  keratotic  scabies,  which  are 
highly  infectious  to  staff.  Patients  at  high  risk 
to  this  form  of  scabies  include  those  with 
chronic  disease  such  as  cancer  and  immuno- 
suppressed  conditions.  Elderly  and  mentally 
retarded  patients  are  also  at  risk. 

A diagnosis  of  scabies  can  be  confirmed  with 
skin  scraping  and  is  the  key  to  recognizing  an 
outbreak.  Skin  scraping  will  indicate  the  de- 
gree of  spread  and  determine  the  efficacy  of 
therapy.  This  procedure  is  as  simple  as  it  is 
essential.  Standard  references  call  for  applying 
mineral  oil  or  microscope  immersion  oil  to  a 

(Please  turn  to  page  82) 
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Disease 

Dec. 

1985 

Total 

1985 

to 

Date 

1984 

to 

Date 

Most  Dec.  Cases 
Reported  From 
These  Counties 

Aids 

1 

14 

0 

Amebiasis 

6 

58 

68 

Scattered 

Brucellosis 

0 

5 

6 

Chickenpox 

625 

6515 

7530 

Scattered 

Campylobacter 

15 

311 

337 

Scattered 

Cytomegalovirus 

1 

15 

12 

Polk 

Eaton's  Agent 
infection 

2 

10 

34 

Black  Hawk, 

Encephalitis,  viral 

0 

30 

57 

Pottawattamie 

Erythema 

infectiosum 

0 

0 

51 

Gastroenteritis 

(GIV) 

1891 

15977 

14197 

Scattered 

Giardiasis 

40 

517 

403 

Scattered 

Hepatitis,  A 

1 

55 

60 

Kossuth 

Hepatitis,  B 

1 

92 

108 

Cass 

Hepatitis,  Non  A-B 

2 

17 

20 

Jahnson,  Palk 

Hepatitis 

type  unspecified 

0 

8 

10 

Herpes  Simplex 

92 

1210 

932 

Scattered 

Herpes  Zoster 

0 

0 

2 

Histoplasmosis 

0 

19 

19 

Infectious 

mononucleosis 

22 

193 

182 

Scattered 

Influenza, 

lab  confirmed 

0 

170 

176 

Influenza-like 
illness  (URI) 

3734 

38685 

41039 

Scattered 

Legionellosis 

0 

13 

4 

Malaria 

1 

3 

2 

Meningitis 

aseptic 

8 

61 

67 

Scattered 

bacterial 

9 

138 

124 

Scattered 

meningococcal 

0 

9 

23 

Mumps 

2 

19 

26 

Polk 

Pertussis 

3 

34 

15 

Polk,  Story 

Rabies  in  animals 

8 

150 

150 

Scattered 

Reye  Syndrome 

0 

4 

2 

Rheumatic  Fever 

0 

4 

0 

Rubella 

(German  measles) 

0 

1 

1 

Measles 

0 

0 

0 

Salmonellosis 

4 

266 

247 

Linn,  Tama,  Woodbury 

Shigellosis 

1 

19 

98 

Muscatine 

Toxic  Shock 
Syndrome 

1 

9 

13 

Cerro  Gordo 

Tuberculosis 
total  ill 

7 

60 

68 

Scattered 

bact.  pos. 

7 

56 

62 

Scattered 

Typhoid  Fever 

0 

3 

0 

Venereal  diseases: 
Gonorrhea 

188 

4301 

4574 

Scattered 

Syphilis 

2 

20 

11 

Van  Buren,  Woodbury 

Chlamydia 

145 

150 

0 

Scattered 

Other  Non-Reportable  Diseases:  Ascaris  — 1 , 

Davis,  2,  — Johnson,  1, 

Webster;  Trichuris  Trichiura  — 

1 , Jackson,  1 , Story;  Ureaplasma  Urealyti- 

cum  — I , Black  Hawk,  1 , Dubuque, 

10,  Johnson. 
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lesion  or  placing  oil  on  a scalpel  blade.  The 
blade  is  held  at  a right  angle  to  the  skin  surface 
and  the  area  is  scraped  vigorously  until  su- 
perficial skin  tissue  is  removed.  Material  ad- 
hering to  the  blade  is  transferred  to  a 
microscope  slide  and  diluted  with  additional 
oil  if  necessary.  A cover  slip  is  applied  and  the 
specimen  is  examined  under  low  power.  The 
slide  should  be  examined  for  mites  or  distinc- 
tive eggs  and  scybala  (fecal  pellets). 

In  institutional  settings,  patients  or  staff  who 
have  the  most  lesions  should  be  evaluated  first. 
It  is  also  desirable  to  scrape  papules  or  bur- 
rows that  have  not  been  excoriated.  Detailed 
examination  is  necessary  to  detect  burrows.  If 
the  number  of  lesions  permits,  a minimum  of 
6 slides  should  be  obtained  from  a patient. 
This  increases  the  probability  of  demonstrat- 
ing a mite.  While  the  hands  and  lower  arms 
are  often  common  sites  for  mites,  recent  ex- 
perience indicates  that  the  shoulders,  back,  and 
abdomen  are  better  sites  from  which  to  recover 
mites,  especially  on  elderly  patients. 

Keratotic  Scabies 

Control  measures  depend  upon  the  nature 
of  the  institution  and  the  form  of  scabies  pres- 
ent. The  rare  case  of  keratotic  scabies  which 
occasionally  develops  within  institutions  rep- 
resents a highly  infectious  reservoir.  Atypical 
crusted  scabies  or  intermediate  forms  of  sca- 
bies also  have  a large  number  of  mites.  Pa- 
tients usually  exhibit  extensive  pruritus  and 
are  moderately  infectious,  especially  in  nurs- 
ing homes.  These  forms  of  scabies  require  pa- 
tients to  be  temporarily  isolated  or  have  their 
activities  restricted  until  treatment  is  effective. 
In  treating  affected  patients,  nursing  person- 
nel should  wear  disposable  gloves  and  gowns 
sprayed  with  insect  repellent  to  prevent  mite 
penetration  and  transmission. 

Keratotic  scabies  should  be  treated  with  ker- 
atolytic  creams  to  soften  scaliness  and  permit 
penetration  of  scabicides.  Treatment  with  spe- 
cific scabicides  should  be  individualized  and 
repeated  until  the  condition  is  eradicated.  This 
usually  requires  sequential  treatments  using 
all  3 standard  preparations:  1%  lindane  lotion, 
10%  crotamiton  cream  and  10%  sulfur  oint- 
ment. Furniture,  bedding,  and  clothing  re- 
quire vacuuming,  cleaning  and  laundering. 
Crusted  scabies  present  the  hazard  of  trans- 
mission via  fomites,  underscoring  the  need  for 
cleaning  and  spraying  of  the  environment  with 


an  insecticide  such  as  a pyrethrin. 

Other  cases  of  scabies  can  be  managed  with 

2 treatments  one  week  apart.  The  second  treat- 
ment will  destroy  any  mites  or  eggs  that  sur- 
vive the  first  treatment.  Depending  on  the 
scabicide,  one  treatment  consists  of  either  a 
single  application  of  1%  lindane  lotion,  2 daily 
applications  of  10%  crotamiton  cream/lotion  or 

3 daily  applications  of  5 to  10%  sulfur  oint- 
ment. Nursing  home  residents  generally  re- 
quire more  intensive  therapy  than  non- 
institutionalized  populations.  For  patients 
whose  scrapings  are  positive,  2 treatments  are 
recommended  one  week  apart.  These  should 
be  followed  by  a third  treatment  a week  later 
using  a different  scabicide.  Clinical  cases  whose 
scrapings  are  negative  are  treated  twice  with 
one  agent,  spaced  one  week  apart.  In  all  treat- 
ments, patient  fingernails  should  be  clipped 
and  a scabicide  applied  to  the  fingertips  under 
the  nails.  This  area  can  harbor  excoriated  mites 
acquired  from  scratching  infected  sites.  The 
face  and  scalp  should  be  treated  among  per- 
sons with  large  numbers  of  mites,  especially 
bedridden  patients.  Staff  should  wear  dispos- 
able gloves  when  applying  scabicides  to  pre- 
vent cross-contamination  and  percutaneous 
absorption  of  lindane. 

Mass  treatment  of  unaffected  patients  and 
staff  should  be  considered  in  any  institutional 
setting.  Generally,  if  scrapings  from  2 or  more 
patients  are  positive  and  one  or  more  staff  per- 
sonnel exhibit  pruritus  or  show  positive  scrap- 
ings, it  is  imperative  to  administer  mass 
treatment  or  prophylaxis.  We  suggest  treat- 
ment of  all  patients/residents  of  a ward  or  floor 
with  common  staffing.  Flowever,  judgment 
should  also  be  exercised.  For  staff  prophylaxis, 
personnel  with  little  or  no  “hands-on"  expo- 
sure, such  as  dietary  or  housekeeping  staff, 
may  be  omitted.  One  treatment  is  usually  sat- 
isfactory, but  should  be  increased  to  two  treat- 
ments one  week  apart  if  pruritus  is  present. 
Routine  cleaning  and  laundering  of  bedding, 
except  for  cases  of  crusted  scabies,  is  adequate. 

Patient  Education  Materials 

Client  education  materials  on  head  lice  and 
references  on  scabies  are  available  on  request 
from  the  Disease  Prevention  Division,  Iowa 
State  Department  of  Health.  Prepared  by  Russell 
W.  Currier,  D.V.M.,  Deputy  Commissioner  for 
Disease  Prevention,  Iowa  State  Department  of 
Health 
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Before  prescribing,  see  complete  prescribing  information  In  SK&F  CO. 
literature  or  PDR.  The  following  Is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thromboc^openia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essentiai,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene. 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur,  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Potassium-  Sparing 

The  unique 
red  and  -white 
Dyazide*  capsule: 
Irbur  assurance  of 
SK&F  quality. 

DXAZIDF 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 

a product  of 

SK&F  CO. 

Carolina,  PR  00630 


S SK&F  Co  . 1983 


RECENT  BOOKS 


Davis,  Joel,  1984,  Endorphins:  New  Waves  in 
Brain  Chemistry,  Dial  Press,  Doubleday  and 
Co.,  Inc.,  Garden  City,  N.  Y.,  $16.95.  The  bib- 
liography would  indicate  a considerable 
amount  of  research  by  the  science-writer  au- 
thor in  this  exciting  area  of  neuroscience.  This 
is  interesting  reading,  though  not  a scientific 
treatise. 

Thomas,  Gordon,  1984,  The  Operation,  Double- 
day and  Co.,  Inc.,  Garden  City,  N.  Y.,  $14.95. 
Another  saga  of  the  “magic"  of  brain  surgery. 

Hazelton,  Lesley,  1984,  The  Right  to  Feel  Bad, 
Dial  Press,  Doubleday  and  Co.,  Inc.,  Garden 
City,  N.  Y.,  $14.95.  The  author-psychologist 
discusses  depression  in  a straight-forward 
manner.  “We  have  become  so  terrified  of  our 
own  depression  that  we  refuse  to  face  it.  It  has 
been  made  into  a fearful  void  — that  we  must 
avoid  — we  have  made  an  ogre  out  of  a normal 
condition." 

Streiker,  Lowell  D.,  1984,  Mind-Bending:  Brain- 
washing, Cults,  and  Deprogramming  in  the  80's, 
Doubleday  and  Co.,  Inc.,  Garden  City,  N.  Y., 
$14.95.  Dr.  Streiker  draws  upon  his  expertise 
in  the  study  of  cult  phenomenon  to  give  us  an 
inside  view  of  these  religious  sects;  how  they 
come  into  being  and  how  they  operate. 

Kaye,  Kenneth,  1984,  The  Mental  and  Social  Life 
of  Babies:  How  Parents  Create  Persons,  University 
of  Chicago  Press,  Chicago,  Illinois,  Paperback, 
$9.95.  The  first-born  in  most  families  is  an  ex- 
perimental model.  Subsequent  children  profit 
by  the  experiences  of  the  parents  gleaned  from 
the  initial  experiment.  The  parents  are  re- 
sponsible in  large  measure  for  the  child's  de- 
veloping competence  and  sense  of  self. 

Jackson,  Judith  S.,  1984,  The  Greatest  Good:  A 
History  of  the  John  A.  Hartford  Foundation,  The 
John  A.  Hartford  Foundation,  Inc.,  New  York, 
N.  Y.  The  history  of  a private  philanthropy, 
established  in  1929,  which  lends  its  support  to 
improving  the  organization  and  financing  of 
health  care,  promoting  efficient  energy  use, 
improving  health  care  needs  of  the  elderly, 
and  assisting  early  career  development  of 
physician  researchers. 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON 

It’s  not  a very  good  idea.  But  today,  modern 
business  dictates  that  physicians  with  their  own 
practice  spend  a lot  of  time  as  businessmen  . . .at 
the  expense  of  their  job. 

We  use  the  group  practice  system  of  health 
care;  it  allows  maximum  patient  contact  with  a 
minimum  of  administrative  responsibility. 

We  offer  the  opportunity  to  specialize,  excellent 
compensation,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

We  want  you  to  do  one  thing  — practice  medi- 
cine. For  more  information,  at  no  obligation,  call 
us  today.  We’re  the  Air  Force  Flealth  Care  Team. 


Connie  Stepnitz 
(319)  351-6494 
CALL  COLLECT 

THE  AIR  FORCE 
HEALTH  CARE  TEAM 

"fSSTt 


MEDICAL  BUILDING 

Two-level,  frame,  concrete  and  brick 
exterior  construction  (2422  square  feet 
of  foundation.) 

Main  floor  has  four  rooms  with  lava- 
tory, one  x-ray  room,  waiting  room, 
secretary  office,  and  two  and  one-half 
baths. 

Lower  level  has  two  four-room  apart- 
ments with  separate  accesses. 

This  building  is  setting  on  approximate- 
ly four  acres  with  development  poten- 
tial. Present  income  is  approximately 
$1,000.00  per  month. 

Ideal  medical  building  to  share  with 
another  doctor.  Contact  Duane  Long- 
well  Realty,  Box  143,  Wellman,  Iowa 
52356.  319/646-2280  or  2822. 
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News  About  Colleagues 

ABOUT 

IOWA  PHYSICIANS 

Dr.  John  F.  Murphy,  Boone,  recently  received 
the  Iowa  Academy  of  Family  Physicians  "Ed- 
ucator of  the  Year"  award.  Dr.  Murphy  was 
recognized  for  his  contribution  to  medical  ed- 
ucation of  family  physicians  in  Iowa.  During 
the  past  14  years,  he  has  hosted  64  U.  of  I. 
medical  school  preceptees.  . . . Dr.  Bhalchan- 
dra  Rambhai  Patel  has  joined  Dr.  Roy  E.  Fell 
in  surgery  practice  in  Mount  Ayr.  A native  of 
India,  Dr.  Patel  received  his  medical  training 
in  his  native  country  and  at  the  Royal  College 
of  Surgeons  in  Edinburgh  and  Royal  College 
of  Physicians  and  Surgeons  in  Glasgow,  United 
Kingdom. 


Dr.  Max  E.  Olsen,  Minden,  was  honored  at  a 
surprise  60th  birthday  party  given  by  local 
volunteers.  The  occasion  also  marked  Dr. 
Olsen's  35  years  in  medical  practice  in  Minden. 
A plaque  acknowledging  his  years  of  commu- 
nity service  was  presented  to  Dr.  Olsen.  . . . 
Dr.  David  J.  Lofgren  has  joined  the  medical 
staff  at  Clarke  Medical  Clinic  in  Osceola.  Dr. 
Lofgren  received  the  M.D.  degree  at  the  Uni- 
versity of  Minnesota  School  of  Medicine  and 
had  his  family  practice  residency  in  Cedar 
Rapids.  Prior  to  locating  in  Osceola,  Dr.  Lof- 
gren was  in  practice  in  Horicon,  Wisconsin, 




■'^After  the  sale  . . . it's  the  SERVICE 
that  counts."  value  for  your  medical  supply  dol- 
lar IS  MORE  THAN  SIMPLY  PRICE.  AT  HAWKEYE  MEDICAL 
SUPPLY  WE  OFFER: 

• TOLL  FREE  NUMBER  WITH  A KNOWLEDGEABLE  STAFF 
TO  ASSIST  YOU  . . . 

• OUR  OWN  EXPERT  REPAIR  DEPARTMENT  . . . 

• LOANER  INSTRUMENTS  AT  NO  CHARGE  FOR  MOST 
MAJOR  REPAIRS  . . . 

BECAUSE,  “AFTER  THE  SALE  . . . IT’S  THE  SERVICE  THAT 

COUNTS.’’ 

HAWKEYE  MEDICAL  SUPPLY,  INC. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

C y' 


Your  C 


obco 


dealer 


IOWA  WATS 
1-800-272-6448 
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In  OaL  noil  your  apartment  is  your  ‘‘Home.” 

Our  Life  Care  Retirement  Residence  Offers  Many  Advantages 

• All  utilities  included  (gas,  electricity,  water). 

• FREE  telephone  service  for  local  calls. 

• Each  apartment  has  cooking  facilities  with  complete  kitchen.  Well  balanced  meals  are  also  available. 

You  may  eat  all,  none,  or  occasional  meals  in  the  dining  room. 

• Housekeeping  service  every  other  week  to  clean  your  apartment. 

• Oaknoll  does  all  your  flat  laundry.  Washers  and  dryers  are  provided  at  no  extra  cost  for  personal  laundry. 

• A maintenance  person  is  available  7 days  a week  for  routine  maintenance  problems. 

• Security  for  your  apartment  at  all  times. 

• Registered  nurses  provide  24  hour  nursing  service  as  needed.  Health  care  in  our  skilled  nursing  center  is 
provided  for  life  at  no  additional  charge. 

• A television  hook-up  is  provided  in  each  apartment. 

• Guest  rooms  and  guest  dining  available. 

• Extra  storage  area. 

• Planned  cultural,  recreational,  social  and  spiritual  programs  and  activities. 

Please  call  Felicia  Hope  (319)  351-1720  or  write  for  full  information 
Oaknoll  Retirement  Residence,  701  Oaknoll  Dr.,  Iowa  City,  la.  52240 
Oaknoll  is  a Nonprofit  Organization  governed  by  Local  Board 


Creston,  Iowa  and  Delavan,  Illinois.  . . . Dr. 
Robert  T.  Melgaard,  Dubuque,  is  president- 
elect of  the  American  Group  Practice  Associa- 
tion, a Washington-based  national  trade  asso- 
ciation representing  group  practice  physicians 
and  administrators.  . . . Dr.  Robert  Patterson 
has  been  appointed  director  of  the  Student 
Health  Center  at  Iowa  State  University  in 
Ames.  Dr.  Patterson  received  the  M.D.  degree 
at  the  U.  of  I.  and  joined  the  ISU  staff  in  1979. 
Prior  to  locating  in  Ames,  he  was  in  private 
practice  in  Conrad. 


DEATHS 

Dr.  John  F.  Kanealy,  71,  longtime  Cedar  Rap- 
ids physician,  died  November  22  at  Mercy 
Hospital  in  Cedar  Rapids.  Dr.  Kanealy  re- 
ceived the  M.D.  degree  at  U.  of  I.  College  of 
Medicine;  interned  at  Santa  Barbara,  Califor- 
nia and  then  returned  to  U.  of  I.  for  his  resi- 
dency in  surgery  and  urology.  Dr.  Kanealy 
was  a member  of  Mercy  Hospital  medical  staff, 
member  and  past  president  of  St.  Luke's  Hos- 


pital medical  staff  and  member  and  past  pres- 
ident of  the  Iowa  Urological  Society. 

Dr.  Philip  I.  Crew,  80,  Marion,  died  Novem- 
ber 26  at  St.  Luke's  Hospital.  Dr.  Crew  re- 
ceived the  M.D.  degree  and  completed  his 
residency  in  obstetrics  and  gynecology  at  the 
U.  of  I.  College  of  Medicine.  He  was  a former 
president  of  the  Linn  County  Medical  Society; 
fellow  of  the  American  College  of  Surgery  and 
American  College  of  Obstetrics  and  Gynecol- 
ogy and  former  president  of  St.  Luke's  and 
Mercy  Hospital  medical  staffs.  From  1975  to 
1981,  Dr.  Crew  was  a member  of  the  teaching 
staff  at  the  Cedar  Rapids  Family  Practice  Re- 
sidency Program. 

Dr.  Eugene  F.  Ritter,  71,  Centerville,  died  De- 
cember 24  at  St.  Joseph  Mercy  Hospital  in  Cen- 
terville. Dr.  Ritter  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine  and  interned 
at  Milwaukee  General  Hospital  in  Milwaukee, 
Wisconsin.  He  was  a member  of  American 
Academy  of  Family  Physicians  and  life  mem- 
ber of  the  U.  of  I.  Alumni  Association.  Dr.  Rit- 
ter began  medical  practice  in  Centerville  in 
1946. 
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CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


LOCUM  TENENS  NEEDED  — MARCH  10-22,  1986  — Must  attend  2 
weeks  active  duty  Army.  Solo  practice,  OB  and  hospital  practice  op- 
tional. Located  in  N.E.  Iowa  on  the  Mississippi.  Call  or  write  for  details: 
Dale  Wicklund,  M.D.,  Box  680,  50  N.  4th  Street,  Lansing,  Iowa  52151 
319  538-4135  or  319  538-4932  (Home). 


FOR  SALE  — 6-TIER  “CENTRAC"  HLING  SYSTEM  — Movable,  round 
tiers  provide  easy  access  to  all  personnel.  In  EXCELLENT  condition, 
will  sell  at  reasonable  price.  Call  or  write:  Marshalltown  Family  Phy- 
sicians, 112  East  Linn,  Marshalltown,  Iowa  50158  (Attention:  Diane 
Dvorak,  Office  Manager)  515  752-5469. 


WANTED  — 1 OR  2 PHYSICIANS  — For  active  family  practice.  30- 
bed  hospital,  good  coverage,  excellent  recreational,  cultural  and  Big  8 
sports  activities.  Contact:  Robert  H.  Heise,  M.D.,  527  Grand  Avenue, 
Stoiy  City,  Iowa  50248.  515  733-4545. 


LAKEFRONT  LIVING  — 80  MILES  TO  DES  MOINES  — Retiring  FP 
seeks  associate  to  assume  lucrative  practice  with  established  coverage. 
Well-equipped  hospital  nearby.  Hunting,  fishing.  Excellent  financial 
package,  full  fringe  benefits.  Call  716  884-3700  or  write  Physician  In- 
ternational, 4-1  V'ermont  Street,  Buffalo,  New  York  14213. 


WANTED  — E.  R.  PHYSICIANS  — STAT,  P.C.,  a professional  cor- 
poration providing  St.  Joseph  Mercy  Hospital  Emergency  Department 
physician  services,  looking  for  qualified  part-time  or  full-time  physi- 
cians to  staff  the  emergency  department.  Please  direct  inquiries  to  Lam- 
bert C.  Orton,  M.D.,  STAT,  P.C.,  84  Beaumont  Drive,  Mason  Cit>-, 
Iowa  50401.  515  424-STAT  (7828). 


FOR  SALE  — PRACTICE  EQUIPMENT  — Doctor  retiring.  Lovely  .Mis- 
sissippi River  City  — Burlington,  Iowa.  30,000  population;  good  schools; 
excellent  medical  center;  farming,  manufacturing  communitv.  Call  319 
752-4952  or  319  752-1124. 


BOARD-CERTIFIED  INTERNIST  — With  current  ACLS  ATLS,  avail- 
able for  office,  clinic,  urgent  care,  in-hospital  coverage  on  weekends 
and  weekdays  after  4 p.m.  Contact  Dr.  Dee  at  319  334-6663  or  write; 
NO.  1564,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  .Moines,  Iowa 
50265. 


WANTED  — IN  DES  MOINES  — E.D.  Physician,  primary  care  oriented. 
Low  volume.  Full  or  part  time.  Call  515  271-6333. 


FOR  SALE  — Welch  Allyn  Halogen  Pocket  Set  — Oto  Ophthalmo 
(throat).  New  rechargeable  batteries  and  handle  with  recharger  PLUS 
case  and  reusable  specula.  S150.  (HALF  PRICE).  First  Offer  Takes.  Call 
319  363-9767  or  write  Scott  Linge,  M.D.,  1511  Matterhorn  Drive,  Cedar 
Rapids,  Iowa  52402. 


general  SURGEON,  OB  GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and  other 
resorts.  Topic:  MEDICAL lEGAL  and  FINANCIAL  MA.NAGEMENT. 
Accredited.  CURRENT  CONCEPT  SEMINARS,  INC.  (since  1980),  3301 
Johnson  Street,  Hollywood,  Horida  33021.  800  428-6069.  Fee  5175. 


INTERNAL  MEDICINE  — Practice  for  sale  in  northwest  Iowa  commu- 
nity- of  10,000,  near  Okoboji,  with  a well-equipped  132-bed  acute  care 
hospital.  Patients  come  from  a 60-mile  radius.  There  is  potential  for 
growth.  Contact  Ruth  Langstraat,  M.D.,  1202  Second  Avenue  East, 
Spencer,  Iowa  51301  or  call  712  262-8918 


FELLOWSHIP  OPPORTUNITY  — Two-year  clinical  adolescent  medi- 
cine fellowship  will  be  offered  at  the  Raymond  Blank  Memorial  Hospi- 
tal for  Children  (Iowa  Methodist  Medical  Center),  starting  in  July,  1986. 
The  core  of  the  training  will  be  centered  around  an  innovative  inpatient 
adolescent  behavioral  medicine  service.  Additional  areas  of  training 
include  sports  medicine,  gynecology,  endocrinology  and  hospital  ad- 
ministration. The  fellow  must  be  a graduate  of  an  approved  residency 
program  (pediatrics,  family  practice,  or  internal  medicine).  The  purpose 
of  this  fellowship  is  to  prepare  qualified  individuals  for  a career  in  the 
stimulating  field  of  clinical  adolescent  medicine.  Interested  candidates 
should  contact  Donald  E.  Greydanus,  M.D.,  F.S.A.M.,  Iowa  Methodist 
Medical  Center,  1200  Pleasant,  Des  Moines,  Iowa  50308.  515  283-6230 


AMBULATORY  CARE  CENTER  PHYSICIAN  — Full  time  position 
available  for  a family  physician  interested  in  the  acute  care  of  patients. 
Send  CV  to  G.  L.  Schmit,  M.D.,  375  Collins  Rd.,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319  393-0222 


FAMILY  PRACTITIONER  NEEDED  — To  join  11  physician,  expanding 
multi-specialty  practice  in  upper  midwest.  Board  certified  or  eligible. 
Clinic  adjoins  JCAH  hospital.  Rural  location  with  abundant  outdoor 
recreational  opportunities,  small  4-year  college.  Excellent  salary  and 
benefits.  Call  collect  715  532-6651  or  send  curriculum  vitae  with  names 
of  references  to:  Howard  Chatterton,  M.D.,  906  College  Avenue  West, 
Ladysmith,  Wisconsin  54848. 


CEDAR  RAPIDS  — Family  Physician  needed  for  part-time  or  full  time. 
10-45  hours  per  week.  Limited  call  schedule.  Out-patient  family  prac- 
tice. Medicenter  West.  Contact  Jill  Buschmann,  319  396-2000. 


MEDICAL  COMPUTER  SYSTEM — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  .MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612  447-6866. 


VERSATILE  SURGEON  — Wanted  to  complement  aggressive  family 
practice  group  in  rural  northeastern  Minnesota  resort  community.  Well 
equipped  40-bed  hospital  with  proven  surgical  practice  volume.  Out- 
standing outdoor  recreational  opportunities  with  time  off  to  enjoy  it. 
Send  CV  to  E.  Johnson,  Ely  Medical  Center,  Ltd.,  224  East  Chapman 
Street,  Ely,  Minnesota  55731.  Phone  218'365-3151. 


CARDIOLOGIST  (INVASIVE)  — To  join  two  invasive  cardiologists  in 
eastern  Iowa.  All  treatment  modalities  available.  Write  No.  1563,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 
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WANTED  — BOARD  CERTIFIED  GENERAL  SURGEON  — To  join 
incorporated  northern  Iowa  group  of  seven  physicians  to  replace  retiring 
surgeon.  Target  date  is  July  1986.  Would  work  with  present  surgeon  for  1 
year  and  then  take  over  the  surgery  practice.  Experience  in  orthopedics 
and  OB-GYN  surgery  desirable.  Contact  Tom  Place,  M.D.  or  Mark 
Steine,  M.D.,  Osage  Medical  Group,  Osage,  Iowa  50461.  Call  515/732- 
3753. 


CARDIOLOGIST  — Excellent  opportunity  for  a Board  Certified  or  Eligi- 
ble Cardiologist  to  associate  with  a progressive  Cardiology  Group  in 
North  Central  Wisconsin.  Modern  single  community  hospital  offering 
all  varieties  of  comprehensive  Cardiology  and  Cardiovascular/Thoracic 
Surgery  Services.  Position  available  now.  If  interested,  send  CV  or 
contact  D.  Joe  Freeman,  M.D.,  FACC,  North  Central  Heart  Clinic,  425 
Pine  Ridge  Blvd.,  Suite  204,  Wausau,  Wisconsin  54401.  Call  715/845- 
NCHC  (6242). 


FAMILY  PRACTITIONER  NEEDED  — To  join  a well  established  busy 
solo  family  practice  in  Chariton,  Iowa.  Located  55  miles  southeast  of  Des 
Moines.  Guaranteed  first  year  salary  plus  incentive  compensation  and 
benefits  with  partnership  opportunity.  This  scenic  rural  area  offers  ideal 
family-oriented  living.  Excellent  county  hospital  facilities  1 block  from 
clinic.  Come  visit.  Call  515/774-2145  or  515/774-8250  or  write  L.  K.  Ras- 
mussen, M.D.,  Box  410,  Chariton,  Iowa  50049. 


ANOTHER  IMS 
MEMBER  SERVICE 

Physicians  who  are  members  of  the  Iowa 
Medical  Society  may  advertise  in  the  Classified 
Section  for  a period  of  three  months  without 
charge. 


THANKS  TO  OUR  ADVERTISERS 


Bankers  Leasing  Company 52 

Blue  Cross/Blue  Shield  78 

Campbell  Laboratories  59 

Coordinated  Financial  Services  58 

Hawkeye  Medical  Supply,  Inc 84 

IMS  Services  70 

Iowa  Methodist  Medical  Center 65 

Iowa  Physicians  Mutual  Insurance  Trust 46 

Lilly,  Eli,  & Company  77 

Longwell  Realty  83 

Medidentic 75 

Medical  Protective  Company  68 

Mercy  Hospital  Medical  Center  48 

Oaknoll  Retirement  Residence  85 

Peoples  Drug  60 

Prouty  Company  72 

Roche  Laboratories  91-92 

Smith,  Kline  & French  62A,  82B 

Softactics 79 

Statesman  Investment  Advisors  81 

Upjohn  Company 82A 

United  States  Air  Force  83 

United  States  Army 87 


WE  MAKE  IT  EASY 
FOR  PHYSICIANS 
TO  SERVE  HERE  IN 
IOWA 

The  830th  Hospital  in  Des 
Moines  and  the  73rd  Hospital 
in  Cedar  Rapids  need  Physi- 
cians. We  are  fully  aware  of  the 
demands  on  a physician’s  time, 
so  we  work  hard  to  be  as  flexible 
as  possible  in  arranging  sched- 
ules. If  exploring  some  other 
phases  of  medicine,  adding 
some  different  experience  and 
knowledge,  could  help  you  in 
your  practice,  look  into  the 
nearby  local  Army  Reserve. 

To  discover  how  flexible  we 
can  be,  call  our  officer  counse- 
lor. 

MAJOR  LARRY  MATTHEWS 
612-854-7702  COLLECT 


ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 
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PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY 


NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

CM  O 1 QTU 

DES  MOINES  50311 
515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

GYNECOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIOUl,  M.D. 

NEW80RN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


LANE  A.  REEVES,  M.D,,  P,C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M,  KRETZSCHMAR,  M,D„  F,A,C,0,G, 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351  -7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D, 

3118  BRDCKWAY  RDAD 
WATERLDO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIDUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.D. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
31 9/232~8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUOUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 
NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.O.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  # 3 
WEST  DES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

R08ERT  0.  WHINERY,  M.O., 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  8.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  DROWN,  JR.,  M.O., 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER.  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DU8UQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON.  M.D. 

RICHARD  B.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL.  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.O., 

JAMES  J.  PUHL,  M.O., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 

PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

A.  SUZANNE  MORSTAD,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.O. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN.  M.O. 

1301  PENNSYLVANIA.  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
719  BADGEROW  BLDG. 

622  4TH  STREET 
SIOUX  CITY  51101 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351^196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA.  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  8.  GRUND8ERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  28 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY.  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  8UIL0ING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  8R0CKWAY  RO. 

WATERLOO  50702 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Fee  Restrictions: 

The  Golden  Rule 

IT  IS  AN  argument  often  heard  from  those 
who  oppose  placing  restrictions  on  contin- 
gency fees  for  plaintiffs'  attorneys:  W/?y  should 
there  be  limits  on  lawyers'  fees?  No  one  tells  doctors 
what  to  charge! 

It  is  an  argument  that  is  "100%  in  the  wrong 
direction,"  according  to  an  executive  for  one 
of  Iowa's  principal  third  party  payors.  Signif- 
icantly, he  is  not  alone  in  predicting  this  ar- 
gument will  become  increasingly  invalid  in  the 
future. 

In  earlier  times  there  were  no  third  parties 
involved  in  providing  remuneration  for  med- 
ical care.  Fees  and  methods  of  payment  were 
matters  strictly  between  the  physician  and  the 
patient.  Those  days  "will  never  be  seen  again," 
says  an  Iowa  physician  whose  career  is  tied 
totally  to  the  financial  aspects  of  medical  care 
delivery. 

Today,  a host  of  entities  directly  or  indirectly 
set  boundaries  on  what  Iowa  physicians  can 
charge  for  their  services.  The  laundry  list  of 
third  party  payors  includes  PPO's,  HMO's, 
service  corporations,  commercial  insurance 
companies,  Medicaid  and  Medicare.  Each  of 
these  entities  has  a unique  methodology  to 
determine  physician  payment  for  medical  care. 

"On  the  surface,  the  only  true  restriction  on 
charging  is  with  Medicare  and  Medicaid. 
However,  physicians  are  facing  competition 
which  is  playing  an  increasing  role  in  limiting 
fees,"  explains  the  third  party  payor  executive. 
"The  third  party  payors  have  the  patients. 
More  and  more,  physicians  are  finding  them- 
selves in  the  position  of  bargaining  for  their 
fees  and  their  patients." 

According  to  the  physician  interviewed, 
physician  fee  restrictions  are  an  example  of  the 
Golden  Rule. 


"It's  simple.  The  guy  who  has  the  gold  makes  the 
rules.  Physicians  have  no  choice  but  to  listen  to  the 
ones  who  pay  the  bills." 

Though  he  says  there  is  more  "fee  account- 
ability" than  there  once  was,  this  physician  is 
also  critical  of  the  current  third  party  payment 
system. 

"Physicians  haven't  been  picked  on  nearly 
as  much  as  hospitals,  but  medical  reimburse- 
ment has  always  been  baffling  and  arbitrary. 
There's  just  too  much  subjectivity  involved." 

His  personal  antidote:  More  objectivity 
through  a "relative  value  scale"  similar  to 
DRG's. 

"We  in  medicine  could  figure  out  the  rela- 
tive value  of  everything  that's  done  in  medi- 
cine," he  believes. 

Imperfections  aside,  those  interviewed  are 
convinced  third  party  payment  systems  and 
resulting  fee  restrictions  are  here  to  stay.  Phy- 
sicians can  work  toward  making  the  system 
more  equitable  but  will  probably  see  third  party 
payors  become  an  increasingly  significant  fac- 
tor in  medical  care  delivery. 

"More  large  groups  are  getting  into  the  prac- 
tice of  medicine.  Big  employers  are  shopping 
around  for  the  best  deal  on  health  insurance. 
Big  groups  have  a lot  of  clout,"  concludes  the 
physician. 

"By  the  year  2000,  I believe  there  will  be  4 
principal  third  party  payors.  With  this  will 
come  more  control  by  those  payors.  The  fewer 
there  are,  the  stronger  their  bargaining  posi- 
tion," predicts  the  third  party  payor  executive. 

Physicians  may  find  it  "more  and  more  dif- 
ficult to  maintain  fee  schedules  that  keep  up 
with  inflation,"  he  adds. 

"Negotiating  for  business  is  becoming  a fact 
of  life  for  physicians." 

February  1986 
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Sleep  Laboratory  Investigator 
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onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 
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I . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 
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“CONTINUOUS  A.V.  HEMOFILTRATION  — 
A NEW  TREATMENT  MODALITY” 


“ACUTE  RENAL  FAILURE” 


“RENAL  TRANSPLANTATION  1986” 


A.M.A.  Approved  for  6 hours  Category  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association. 

Nursing  CEU's:  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  (FORMERLY  CHARLIE’S  SHOW- 
PLACE)  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE 
ADJACENT  TO  THE  EDUCATION  CENTER. 


CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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PRESIDENT'S 

PRIVILEGE 


IN  MEDICINE,  as  importantly  as  with  any  other 
profession  or  occupation,  it  is  essential  that 
physicians  keep  in  touch  with  what  is  hap- 
pening! But  keeping  in  touch  with  all  that's 
going  on  is  a tall  order. 

Obviously,  your  professional  organization 
should  (and  does)  exist  to  facilitate  your  learn- 
ing efforts.  This  March  issue  of  iowa  medicine 
is  part  of  our  ongoing  bid  to  inform  and  ed- 
ucate you  as  a member  physician.  This  issue 
focuses  particular  attention  on  two  matters  of 
consequence. 

First,  I call  your  attention  to  the  1986  Iowa 
Medical  Society  Scientific  Session  as  described 
in  the  accompanying  program  insert.  Our  an- 
nual medical  education  program  gives  those 
physicians  who  attend  a concise  and  critical 
insight  on  subjects  of  current  importance.  This 
year  we  are  focusing  on  (1)  care  of  the  elderly 
and  (2)  risk  management  — two  timely  topics 
for  all  of  us  who  practice  in  Iowa.  Our  1986 
IMS  Scientific  Session  will  coincide  with  the 
House  of  Delegates.  It  will  be  April  18-20  at 
the  Marriott  Hotel  in  Des  Moines. 

Additionally,  and  educationally,  we  are  of- 
fering this  special  issue  on  chemical  and  sub- 
stance abuse.  We  have  developed  it  with 


impetus  from  the  IMS  Committee  on  Alco- 
holism and  Drug  Abuse.  Several  members  of 
the  committee  are  authors  of  articles. 

The  sad  tale  of  chemical  and  substance  abuse 
is  told  repeatedly  by  the  media.  It  is  a problem 
of  fearful  consequence  to  all  concerned  lo- 
wans.  Regardless  of  your  medical  or  surgical 
specialty,  you  need  to  be  informed,  and  you 
need  to  be  willing  to  confront  the  situation 
when  a patient  raises  your  suspicion. 

I make  two  requests:  (a)  read  this  issue  for 
a current  Iowa  perspective  on  substance  abuse, 
and  (b)  examine  the  IMS  Scientific  Session  Pro- 
gram with  a view  toward  attending. 

The  public  looks  to  us  for  competent  and 
compassionate  service.  We  can  deliver  such 
only  if  we  are  optimally  informed.  Take  ad- 
vantage of  the  learning  opportunities  pro- 
vided by  your  professional  organization  — the 
Iowa  Medical  Society. 

J ^ 

Emmett  B.  Mathiasen,  M.D. 

President 


March  1986  / 97 


Questions  and  Answers  — An  Interview  With  John  Tapscott 

Executive  Director, 

National  Council  on  Alcoholism  and 
Other  Drug  Dependencies 


Adolescent  Chemical  Dependency 
Programs:  Meeting  The  Need? 


John  Tapscott  is  executive  director 
of  the  National  Council  on  Alcohol- 
ism and  Other  Drug  Dependencies 
(NCA)  headquartered  in  Des 
Moines.  He  comments  here  on  the 
adequacy  of  treatment  programs  for 
adolescent  chemical  abusers  and 
the  appropriateness  of  screening 
and  admissions  criteria. 


What  questions  are  being  raised  about  ado- 
lescent chemical  dependency  treatment? 

A CBS  News  investigation  aired  recently 
charged  many  troubled  youngsters  are  "put 
away  for  treatment  they  don't  need."  Also,  a 
recent  article  in  the  U.S.  Journal  of  Alcohol 
AND  Drug  Dependence  raises  questions  about 
the  adequacy  and  appropriateness  of  adoles- 
cent chemical  dependency  treatment. 

Only  in  the  past  5 or  6 years  have  we  begun 
to  develop  effective  strategies  for  intervention 
with  adolescents.  Part  of  the  problem  is  ado- 
lescent inpatient  treatment  has  become  big 
business. 

Aren't  these  programs  meeting  a need? 

We  constantly  hear  that  another  inpatient 
adolescent  program  is  using  a new  method  or 
approach.  We're  told  if  we  don't  act  immedi- 
ately we  will  lose  a generation  of  young  peo- 
ple. Inpatient  treatment  is  not  the  only 


modality  appropriate  in  treating  adolescent 
chemical  dependency.  We  need  to  focus  on 
expanding  available  treatment  options.  Like 
other  diseases,  the  most  intensive  treatment 
is  not  always  needed.  We  also  need  long-term 
aftercare  programs,  halfway  houses,  support 
groups,  etc. 

Are  you  saying  promoting  the  need  for  treat- 
ment is  not  the  right  approach? 

I am  saying  we  need  better  research  in  ad- 
olescent chemical  dependency  and  a more  sci- 
entific investigation  of  inpatient  and  outpatient 
treatment  modalities.  We  don't  need  a mass 
fear  approach.  Media  advertising  focusing  on 
the  need  for  treatment  can  cause  some  people 
to  overreact. 

Isn't  adequate  research  data  available  from 
adult  chemical  dependency  treatment  pro- 
grams? 

Most  adult  alcoholism  treatment  facilities  are 
less  than  2 decades  old.  They  are  just  begin- 
ning the  process  of  identifying  relevant  com- 
ponents of  their  programs.  Also,  adult  issues 
and  needs  are  different  than  those  of  adoles- 
cents. Treatment  experiences  in  adult  pro- 
grams are  not  always  applicable. 

Where  should  we  focus  our  efforts? 

On  the  specific  needs  of  adolescents  and  the 
best  types  of  treatment  to  meet  those  needs. 
Chemical  dependency  professionals  must  as- 
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sure  youngsters  are  adequately  evaluated.  The 
treatment  provided  should  be  helpful  and 
worth  the  price.  A standard  evaluation  pro- 
cedure needs  to  be  developed.  Otherwise,  we 
can  only  guess  at  the  value  of  any  new  pro- 
grams. Several  vital  components  are  essential 
in  any  program  — staffing  and  structure,  fam- 
ily involvement,  reinforcement  and  positive 
growth  and  adolescent  development,  etc. 

More  research  and  experience  are  needed  to 
determine  the  treatment  approaches  indicated 
for  different  types  of  chemical  abuse/depend- 
ency. To  match  the  need  to  the  type  of  treat- 
ment, an  objective  evaluation  process  is  vitally 
important. 

What  other  suggestions  do  you  have  for  im- 
provement? 

Differential  diagnosis  is  crucial  and  can  best 
be  done  in  evaluation  settings  not  connected 
with  a particular  treatment  program.  We  must 
differentiate  between  adolescents  who  have 
emotional  or  behavior  disorders  and  those  who 
are  chemically  addicted. 

Isn't  that  difficult? 

Yes,  especially  in  cases  where  emotional/be- 
havioral disorders  are  associated  with  episodic 
abuse  of  alcohol  and  other  drugs.  However,  if 
the  evaluation  is  not  directly  tied  to  a specific 
program,  there  is  greater  assurance  a referral 
is  based  on  the  child's  needs. 

The  CBS  news  story  said  there  are  "massive 
amounts"  of  misdiagnosis  and  treatment  in 
adolescent  treatment  programs.  Is  this  true? 

I think  massive  may  be  a bit  strong.  How- 
ever, in  the  Journal  article  referred  to  earlier, 
Richard  Weedman,  consultant  for  the  National 
Association  of  Alcoholism  Treatment  Pro- 
grams (NAATP),  said  this  happens  "far  more 
than  people  in  the  field  want  to  admit." 

How  often  are  adolescents  misdiagnosed  and 
inappropriately  treated? 

There  are  mixed  opinions  among  experts 
about  what  is  happening  in  adolescent  treat- 
ment. Weedman  believes  kids  are  being  in- 
appropriately placed  in  inpatient  programs.  He 
reports  some  adolescents  are  put  in  locked 
wards  for  10  to  15  days  while  diagnoses  are 
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made.  According  to  Weedman,  this  deprives 
the  child  of  his/her  rights.  He  also  stresses  not 
all  of  our  programs  operate  this  way. 

Are  there  any  statistics  to  substantiate  these 
charges? 

Blue  Cross/Blue  Shield  of  Minnesota  has  re- 
leased figures  which  show  12%  of  chemical 
dependent  patient  days,  including  adolescent 
treatment,  are  ineligible  for  reimbursement. 

What  is  the  Des  Moines  National  Council  on 
Alcoholism  and  Other  Drug  Dependencies 
(NCA)  doing  in  the  areas  of  appropriate 
screening  and  adequate  treatment? 

The  Des  Moines  NCA  provides  comprehen- 
sive evaluation  and  referral  by  chemical  de- 
pendency and  mental  health  professionals.  By 
identifying  an  individual's  needs,  we  can  offer 
referrals  to  appropriate  services,  matching  the 
needs  to  the  services  available.  We  are  licensed 
by  the  Iowa  Department  of  Substance  Abuse 
and  follow  Joint  Commission  on  Accreditation 
of  Hospital  standards. 

The  Des  Moines  NCA  also  provides  an  ex- 
tensive prevention  program.  It  begins  with 
children  as  young  as  age  3 and  includes  in- 
formation, education,  intervention,  alterna- 

(Please  turn  to  page  137) 
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Substance  Abuse  Problems  in 
Iowa:  Coordinating  Our  Efforts 


MARY  ELLIS 
Des  Moines,  Iowa 


Just  how  widespread  is  Iowa's  al- 
cohol and  drug  abuse  problem?  This 
article  provides  relevant  statistics 
from  the  Iowa  Department  of  Sub- 
stance Abuse.  It  also  explores  cur- 
rent Iowa  efforts  to  deal  with 
chemical  abuse;  recommendations 
are  cited  for  future  programs. 


USE  OF  CHEMICAL  substances  (particularly 
alcohol)  is  an  issue  clouded  by  incon- 
sistent policy  and  lack  of  common  consensus. 

Tougher  drunk  driving  laws  are  enacted 
while  government  spending  for  substance 
abuse  treatment  is  cut.  The  suggestion  of  de- 
creasing accessibility  to  alcohol  is  decried  while 
prevention  measures  are  advocated.  Some 
support  treatment  for  all  drunk  driving  of- 
fenders while  others  would  put  them  in  jail. 
Alcohol  and  tobacco  advertising  is  permitted 
by  those  promoting  healthy  lifestyles.  Ade- 
quate substance  abuse  histories  are  only  rarely 
taken  by  health  and  welfare  care  providers. 

It  is  often  difficult  to  convince  decision-mak- 
ers that  the  substance  abuse  problem  has 
reached  Iowa.  Yet,  Iowa  has  come  a long  way 
in  establishing  a sound  approach  to  this  dif- 
ficult problem.  The  extent  of  the  problem,  the 

Mary  Ellis  is  director  of  the  Iowa  State  Department  of  Substance  Abuse. 


current  response  and  recommendations  for  the 
future  are  presented  here. 

Substance  Use! Abuse  in  Iowa 

National  statistics  place  Iowa  last  in  con- 
sumption of  liquor  and  wine  (based  on  actual 
sales)  to  other  states.  However,  Iowa  beer  sales 
rank  25th  among  the  50  states.  Based  on  total 
population,  every  Iowan  consumed  23.9  gal- 
lons of  beer  last  year.  Iowa  ranks  eighth  in  the 
nation  in  the  number  of  establishments  per 
capita  holding  liquor  licenses.  For  every  1000 
people,  the  state  issues  1.56  retail  liquor  licen- 
ses. Drunk  driving  data  continues  as  a strong 
indicator  that  a substance  abuse  problem  ex- 
ists. Almost  half  of  all  fatal  traffic  accidents  in 
Iowa  are  alcohol-related. 

Although  the  potential  for  abuse  of  other 
drugs  exists  here,  alcohol  abuse  is  our  greatest 
problem.  Data  on  clients  served  by  Iowa  De- 
partment of  Substance  Abuse  (IDSA)  funds 
show  over  80%  list  alcohol  as  the  primary 
problem.  Many  also  use  other  drugs.  Mari- 
juana is  the  second  place  drug  of  choice.  Co- 
caine, amphetamines  and  heroin  are  a distant 
third,  fourth  and  fifth. 

Juvenile  substance  abuse  is  a significant 
problem.  A 1984  survey  of  15,643  Iowa  stu- 
dents indicates  40%  of  twelfth  graders  drink 
alcohol  at  least  monthly.  15%  use  other  drugs. 
Unfortunately,  14%  of  these  twelfth  graders 
who  drink  do  so  at  least  several  times  a week 
and  are  at  high  risk  for  chemical  dependence. 
27%  of  all  twelfth  graders  said  they  had  driven 
a car  once  or  twice  in  the  past  month  after 
consuming  alcohol  or  drugs.  15%  had  driven 
3 to  6 times. 

It  is  estimated  over  60%  of  the  population 
(Please  turn  to  page  103) 
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STATE-FUNDED  SUBSTANCE  ABUSE  TREATMENT  SERVICES 

BY  COUNTY 

OFFICE 

OFFICE 

COUNTY 

LOCATION 

PROGRAM  NAME 

COUNTY 

LOCATION 

PROGRAM  NAME 

Adair 

Greenfield 

Ale.  & Drug  Assistance 

Davis 

Bloomfield 

Southern  Iowa  Economic 

Agency 

Dev.  Assn. 

Adams 

Corning 

Action  Now  Chemical  Dep. 

Decatur 

Creston 

Action  Now  Chemical  Dep. 

Treatment  Services 

Treatment  Services 

Allamakee 

Waukon 

Alcohol  and  Related 

Delaware 

Manchester 

Substance  Abuse  Service 

Problems  Service  Center 

Center 

Postville 

Alcohol  and  Related 

Des  Moines 

Burlington 

Alcohol  and  Drug 

Problems  Service  Center 

Dependency  Services 

Appanoose 

Centerville 

Southern  Iowa  Economic 

Dickinson 

Spirit  Lake 

Northwest  Iowa  Ale.  and 

Dev.  Assn. 

Drug  Treatment  Unit 

Audubon 

Audubon 

Area  XII  Ale.  & Drug 
Treatment  Unit 

Dubuque 

Dubuque 

Substance  Abuse  Service 

Benton 

Vinton 

Area  Substance  Abuse 
Council 

Northeast  Council  on 

Emmet 

Estherville 

Northwest  Iowa  Ale.  and 

Black  Hawk 

Waterloo 

Fayette 

Oelwein 

Drug  Treatment  Unit 

Substance  Abuse 

Alcohol  and  Related 

Boone 

Boone 

Regional  Substance  Abuse 

Problems  Service  Center 

Center 

Floyd 

Charles  City 

Chemical  Dependency 

Boone  — 

Services  of  North  Iowa 

juvenile 

Boone 

Youth  and  Shelter  Services 

Franklin 

Mason  City 

Chemical  Dependency 

Bremer 

Waverly 

Northeast  Council  on 

Services  of  North  Iowa 

Substance  Abuse 

Fremont 

Sidney 

Ale.  & Drug  Assistance 

Buchanan 

Waterloo 

Northeast  Council  on 

Agency 

Substance  Abuse 

Greene 

Jefferson 

Area  XII  Ale.  & Drug 

Buena  Vista 

Storm  Lake 

Northwest  Iowa  Ale.  and 

Treatment  Unit 

Drug  Treatment  Unit 

Grundy 

Waterloo 

Northeast  Council  on 

Butler 

Waverly 

Northeast  Council  on 

Substance  Abuse 

Calhoun 

Substance  Abuse 

Guthrie 

Guthrie 

Area  XII  Ale.  & Drug 

Rockwell  City 

North  Central  Alcoholism 

Center 

Treatment  Unit 

Carroll 

Carroll 

Research  Foundation 

Hamilton 

Webster  City 

North  Central  Alcoholism 

Area  XII  Ale.  & Drug 
Treatment  Unit 
Ale.  & Drug  Assistance 
Agency 

Mid-Eastern  Council  on 

Research  Foundation 

Cass 

Atlantic 

Hancock 

Mason  City 

Chemical  Dependency 
Services  of  North  Iowa 

Cedar 

Iowa  City 

Hardin 

Iowa  Falls 

Substance  Abuse  Treatment 

Chemical  Abuse 

Unit  of  Central  Iowa 

Cerro  Gordo 

Mason  City 

Chemical  Dependency 

Harrison 

Logan 

Ale.  & Drug  Assistance 

Services  of  North  Iowa 

Agency 

Cherokee 

Cherokee 

Siouxiand  Council  on 

Henry 

Mt.  Pleasant 

Alcohol  and  Drug 

Alcoholism  and  Drug 

Dependency  Services 

Abuse 

Howard 

Cresco 

Alcohol  and  Related 

Chickasaw 

New 

Northeast  Council  on 

Problems  Service  Center 

Hamptom 

Substance  Abuse 

Humboldt 

Humboldt 

North  Central  Alcoholism 

Clarke 

Research  Foundation 

Osceola 

Ale.  & Drug  Assistance 

Ida 

Ida  Grove 

Siouxiand  Council  on 

Clay 

Spencer 

Agency 

Northwest  Iowa  Ale.  and 

Alcoholism  and  Drug 

Clayton 

Elkader 

Drug  Treatment  Unit 
Alcohol  and  Related 
Problems  Service  Center 

Iowa 

Marengo 

Mid-Eastern  Council  on 
Chemical  Abuse 

Clinton 

Clinton 

New  Directions 

Jackson 

Maquoketa 

Area  Substance  Abuse 

Crawford 

Denison 

Midwest  Iowa  Alcohol  and 

Council 

Drug  Abuse  Center 

Jasper 

Newton 

Central  Iowa  Foundation  for 

Dallas 

Adel 

Ale.  & Drug  Assistance 

Alcoholism  and  Drug 

Agency 

Abuse 

Perry 

Ale.  & Drug  Assistance 

Jefferson 

Fairfield 

Southern  Iowa  Economic 

Agency 

Dev.  Assn. 
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STATE-FUNDED  SUBSTANCE  ABUSE  TREATMENT  SERVICES 
BY  COUNTY 


OFFICE  OFFICE 

COUNTY  LOCATION  PROGRAM  NAME  COUNTY  LOCATION  PROGRAM  NAME 


Johnson 

Iowa  City 

Jones 

Anamosa 

Monticello 

Keokuk 

Sigourney 

Kossuth 

Algona 

Lee 

Ft.  Madison 

Keokuk 

Linn 

Cedar  Rapids 

Louisa 

Wapello 

Lucas 

Columbus 

Junction 

Chariton 

Lyon 

Rock  Rapids 

Madison 

Winterset 

Mahaska 

Oskaloosa 

Marion 

Newton 

Marshall 

Marshalltown 

Mills 

Mitchell 

Glenwood 

Osage 

Monona 

Onawa 

Monroe 

Albia 

Montgomery 

Red  Oak 

Muscatine 

Muscatine 

O'Brien 

Sheldon 

Osceola 

Spirit  Lake 

Page 

Clarinda 

Palo  Alto 

Spencer 

Plymouth 

Le  Mars 

Pocahontas 

Pocahontas 

Mid-Eastern  Council  on 
Chemical  Abuse 
Area  Substance  Abuse 
Council 

Area  Substance  Abuse 
Council 

Southern  Iowa  Economic 
Dev.  Assn. 

Chemical  Dependency 
Services  of  North  Iowa 
Alcohol  and  Drug 
Dependency  Services 
Alcohol  and  Drug 
Dependency  Services 
Area  Substance  Abuse 
Council 

Alcohol  and  Drug 
Dependency  Services 
Alcohol  and  Drug 
Dependency  Services 
Southern  Iowa  Economic 
Dev.  Assn. 

Northwest  Iowa  Ale.  and 
Drug  Treatment  Unit 
Action  Now  Chemical  Dep. 

Treatment  Services 
Southern  Iowa  Economic 
Dev.  Assn. 

Central  Iowa  Foundation  for 
Alcoholism  and  Drug 
Abuse 

Substance  Abuse  Treatment 
Unit  of  Central  Iowa 
Family  Service 
Chemical  Dependency 
Services  of  North  Iowa 
Midwest  Iowa  Alcohol  and 
Drug  Abuse  Center 
Southern  Iowa  Economic 
Dev.  Assn. 

Ale.  & Drug  Assistance 
Agency 

New  Horizons,  Muscatine 
General  Hospital 
Northwest  Iowa  Ale.  and 
Drug  Treatment  Unit 
Northwest  Iowa  Ale.  and 
Drug  Treatment  Unit 
Ale.  & Drug  Assistance 
Agency 

Northwest  Iowa  Ale.  and 
Drug  Treatment  Unit 
Siouxland  Council  on 
Alcoholism  and  Drug 
Abuse 

North  Central  Alcoholism 
Research  Foundation 


Polk 

Des  Moines 

Polk 

Des  Moines 

Pottawattamie 

Council  Bluffs 

Poweshiek 

Grinnell 

Ringgold 

Creston 

Sac 

Sac  City 

Scott 

Davenport 

Shelby 

Harlan 

Sioux 

Sioux  Center 

Hawarden 

Story 

Ames 

Nevada 

Story  — 
juvenile 

Ames 

Nevada 

Tama 

Toledo 

Taylor 

Corning 

Union 

Creston 

Van  Buren 

Keosauqua 

Wapello 

Ottumwa 

Warren 

Des  Moines 

Des  Moines 

Washington 

Iowa  City 

Wayne 

Corydon 

Webster 

Ft.  Dodge 

Winnebago 

Mason  City 

Winneshiek 

Decorah 

Woodbury 

Sioux  City 

Worth 

Mason  City 

Wright 

Eagle  Grove 

National  Council  on 
Alcoholism  — Central 
Assessment  Center 
Intersectional  United 
Advanced  Planning 
Family  Service 
Substance  Abuse  Treatment 
Unit  of  Central  Iowa 
Action  Now  Chemical  Dep. 

Treatment  Services 
Area  XII  Ale.  & Drug 
Treatment  Unit 
Center  for  Alcohol  and  Drug 
Services 

Midwest  Iowa  Alcohol  and 
Drug  Abuse  Center 
Alcoholism  and  Drug  Abuse 
Center  for  Sioux  County 
Alcoholism  and  Drug  Abuse 
Center  for  Sioux  County 
Regional  Substance  Abuse 
Center 

Regional  Substance  Abuse 
Center 

Youth  and  Shelter  Services 
Youth  and  Shelter  Services 
Substance  Abuse  Treatment 
Unit  of  Central  Iowa 
Action  Now  Chemical  Dep. 

Treatment  Services 
Action  Now  Chemical  Dep. 

Treatment  Services 
Southern  Iowa  Economic 
Dev.  Assn. 

Southern  Iowa  Economic 
Dev.  Assn. 

Intersectional  United 
Advanced  Planning 
National  Council  on 
Alcoholism 

Mid-Eastern  Council  on 
Chemical  Abuse 
Southern  Iowa  Economic 
Dev.  Assn. 

North  Central  Alcoholism 
Research  Foundation 
Chemical  Dependency 
Services  of  North  Iowa 
Alcohol  and  Related 

Problems  Service  Center 
Siouxland  Council  on 
Alcoholism  and  Drug 
Abuse 

Chemical  Dependency 
Services  of  North  Iowa 
North  Central  Alcoholism 
Research  Foundation 
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at  the  Eldora  State  Training  School  and  the 
Iowa  Juvenile  Home  in  Toledo  abuse  these 
substances  regularly.  Presently,  no  formalized 
substance  abuse  treatment  is  offered  at  either 
facility. 

The  criminal  justice  system  (probation,  pa- 
role, OWI  offender)  remains  the  greatest  source 
of  referrals  to  IDSA-funded  programs  (37%  of 
all  admissions).  In  addition,  61%  of  the  1984 
inmates  in  the  state  correctional  facilities  had 
an  admission  history  of  substance  abuse;  84% 
of  those  paroled  were  known  substance  abus- 
ers. IDS  A is  providing  technical  assistance  to 
the  Department  of  Corrections  in  developing 
substance  abuse  programming. 

Responding  To  Treatment  Needs 

There  are  more  than  100  substance  abuse 
treatment  centers  (outpatient,  inpatient,  or 
residential)  in  Iowa.  They  are  located  in  hos- 
pitals and  private  facilities,  as  well  as  residen- 
tial and  outpatient  agencies  under  contract  to 
IDSA.  Last  year  over  30,000  persons  were  re- 
ferred to  substance  abuse  facilities  in  Iowa  and 


over  12,000  were  admitted  for  treatment. 

Most  substance  abusers  can  be  adequately 
served  through  outpatient  treatment.  Inpa- 
tient/residential treatment  is  also  provided  by 
546  hospital  or  private  beds,  218  IDSA-funded 
beds  and  160  beds  at  the  state  mental  health 
institutes.  In  addition,  there  are  96  halfway 
house  beds  (public  and  private)  in  Iowa. 

Yet  there  are  many  unmet  substance  abuse 
problems.  Annual  assessment  surveys  of  the 
IDSA  consistently  show  a lack  of  juvenile 
treatment  services  in  the  public  sector  (includ- 
ing outpatient  services)  and  a shortage  of  half- 
way house  beds.  Increased  enforcement  of 
drunk  driving  laws  has  brought  about  in- 
creased demand  for  assessment  and  treat- 
ment. Many  publicly-funded  treatment  centers 
now  have  waiting  periods  of  a month  or  longer. 

Prevention  Efforts 

IDSA  funds  help  schools  and  communities 
throughout  Iowa  develop  effective  prevention 

(Please  turn  to  page  104) 


PREVENTION  PROGRAMS  FUNDED  BY  THE  IOWA  DEPARTMENT 
OF  SUBSTANCE  ABUSE 

Ames 

Youth  and  Shelter  Services,  Inc. 

Des  Moines 

National  Council  on  Alcoholism 

Boone 

Boone  County  Prevention  and 
Community  Services 

Elkader 

Substance  Abuse  Services  for  Clayton 
County 

Burlington 

Alcohol  and  Drug  Dependency 
Services  for  Southeast  Iowa 

Eort  Dodge 

North  Central  Alcoholism  Research 
Foundation 

Carroll 

Area  Xll  Alcoholism  and  Drug 

Indianola 

Prevention  Concepts 

Treatment  Unit 

Iowa  City 

Mid-Eastern  Council  on  Chemical 

Cedar  Falls 

Area  Education  Agency  7;  Substance 
Abuse  Prevention  Education 

Abuse 

United  Action  for  Youth,  Inc. 

Project 

Marshalltown  Substance  Abuse  Treatment  Unit  of 

Cedar  Rapids 

Area  Substance  Abuse  Council 

Central  Iowa 

Clear  Lake 

Northern  Trails  Area  Education 

Muscatine 

New  Horizons 

Agency 

Newton 

Jasper  County  Substance  Abuse 

Clinton 

New  Directions,  Inc. 

Prevention  Program 

Council  Bluffs 

Loess  Hills  Area  Education  Agency: 
Substance  Abuse  Prevention/Life 
Skills 

Ottumwa 

Southern  Iowa  Economic  Development 
Association:  Drug  and  Alcohol 
Services 

Creston 

Green  Valley  Area  Education  Agency: 
Project  SAVE 

Southern  Prairie  Area  Education 
Agency  15 

Davenport 

Center  for  Alcohol  and  Drug  Services 

Sioux  City 

Siouxland  Council  on  Alcoholism  and 

Decorah 

Helping  Services  for  Northeast  Iowa, 

Drug  Abuse 

Inc. 

Spirit  Lake 

Northwest  Iowa  Alcohol  and  Drug 

Denison 

Midwest  Iowa  Alcohol  and  Drug 

Treatment  Unit 

Abuse  Center 

Waterloo 

Northeast  Council  on  Substance  Abuse 

Iowa  Substance  Abuse  Information  Center  — 
Library 

located  at  the  Cedar  Rapids 
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HOSPITAL  AND/OR  PRIVATE  SUBSTANCE  ABUSE  TREATMENT 
SERVICES 


LOCATION  PROGRAM 


Burlington 
Cedar  Rapids 
Cherokee 
Clarinda 
Council  Bluffs 
Davenport 
Des  Moines 


Dubuque 

Dyersville 


Burlington  Medical  Center 
Mercy  Hospital 

Cherokee  Mental  Health  Institute 
Clarinda  Mental  Health  Institute 
Mercy  Hospital 
Mercy  Hospital 

Mercy  Alcohol  and  Drug  Recovery 
Program,  Mercy  Hospital 
Our  Primary  Purpose,  Lutheran 
Hospital 

Our  Primary  Purpose,  Mercy  Hospital 
Powell  III,  Iowa  Methodist  Medical 
Center 

Veterans  Administration  Medical 
Center 

Women's  Recovery  Unit,  Des  Moines 
General  Hospital 
Mercy  Medical  Center 
The  Turning  Point  Treatment  Center 
Adolescent  Unit,  Mercy  Health  Center 


strategies.  Prevention  program  approaches  in- 
clude information,  education,  early  interven- 
tion and  alternative  non-drug  activities.  The 
Department  also  funds  the  Iowa  Substance 
Abuse  Information  Center,  a statewide  service 
at  the  Cedar  Rapids  library.  The  Center  has 
literature,  films,  tapes  and  other  materials 
available  at  little  or  no  charge  to  all  lowans. 
IDSA  spends  approximately  $1.3  million  a year 
on  statewide  prevention  efforts. 

A parent-community  volunteer  group  effort 
is  a national  response  to  substance  abuse.  Iowa 
has  been  a national  leader  in  this  effort  and 
has  247  separate  groups  with  several  thousand 
active  members.  A state  association,  the  Iowa 
Network  for  Drug  Information  (INDI),  has  been 
formed  and  works  closely  with  IDSA  and  local 
substance  abuse  programs. 

Recommendations  for  the  Future 

Much  has  been  accomplished  in  dealing  with 
substance  abuse  issues  in  recent  years.  Public 
awareness  of  substance  abuse  has  led  to  a pub- 
lic outcry  for  government  and  private  orga- 


LOCATION  PROGRAM 


Eldora 

Eldora  Hospital 

Estherville 

Holy  Family  Hospital 

Forest  City 

Forest  City  Hospital 

Fort  Dodge 

Trinity  Recovery  Center 

Fort  Madison 

Fort  Madison  Community  Hospital 

Iowa  City 

(see  Oakdale) 

Veterans  Administration  Medical 

Center 

Independence 

Independence  Mental  Health  Institute 

Knoxville 

Veterans  Administration  Medical 

Center 

Manning 

Manning  General  Hospital 

Monticello 

John  McDonald  Hospital 

Mount  Ayr 

Ringgold  County  Hospital 

Mount  Pleasant 

Mount  Pleasant  Mental  Health 

Institute 

Oakdale 

University  of  Iowa  Chemical 

Dependency  Center 

Ottumwa 

St.  Joseph  Hospital 

Sioux  City 

Gordon  Chemical  Dependency  Center 
Marian  Health  Center 

Waterloo 

Schoitz  Medical  Center 

nizations  to  support  positive  activity. 

State  funding  for  assessment  and  treatment 
services  has  not  paralleled  the  enhanced  ac- 

tivity  in  enforcement  of  drunk  driving  laws. 
The  resultant  backlog  of  OWI  offenders  has 
clogged  the  criminal  justice/substance  abuse 
system.  In  many  cases,  OWI  offenders  receive 
no  professional  assessment.  Education  and 
improved  understanding  among  public  offi- 
cials could  help  this  situation. 

The  medical  community  needs  to  take  a 
greater  interest  in  identifying  the  needs  of  the 
substance  abuser.  Assessment  and  diagnosis 
prior  to  the  advent  of  overt  physical  symptoms 
are  an  essential  part  of  early  intervention. 

Cooperation  among  entities  working  on 
substance  abuse  issues  has  improved,  but 
greater  efforts  must  be  made  to  coordinate  pri- 
vate and  public  programs.  In  difficult  eco- 
nomic times,  no  organization  can  afford  to 
operate  within  a vacuum.  That  approach  is  not 
beneficial  to  recipients  of  services.  It  is  time  to 
pledge  commitment  to  a more  coordinated  re- 
sponse and  greater  consensus  on  common 
concerns. 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

THIRD  ANNUAL  MERCY 
REGIONAL  CORONARY 
ANGIOPLASTY  CONFERENCE 


APRIL  9,  1986 

GUEST  FACULTY  TOPICS 


MICHAEL  SKETCH,  M.D. 

CHIEF,  DIVISION  OF  CARDIOLOGY 
PROFESSOR  OF  MEDICINE 
CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
OMAHA,  NEBRASKA 

CARL  WHITE,  M.D. 

ASSOCIATE  PROFESSOR  OF  MEDICINE 
UNIVERSITY  OF  IOWA 
SCHOOL  OF  MEDICINE 
IOWA  CITY,  IOWA 

MICHAEL  KIENZLE,  M.D. 

ASSOCIATE  IN  MEDICINE 
DIVISION  OF  CARDIOVASCULAR  DISEASES 
UNIVERSITY  OF  IOWA 
SCHOOL  OF  MEDICINE 
IOWA  CITY,  IOWA 

L.  A.  lANNONE,  M.D. 

WILLIAM  WHEELER,  M.D. 

T.  M.  BROWN,  M.D. 

ROBERT  ZEFF,  M.D. 

B.  CHANDRAMOULI,  M.D. 

ALL  FROM; 

MERCY  HOSPITAL  MEDICAL  CENTER 
DES  MOINES,  IOWA 


Physician  Fee  $50.00 

Physician’s  Assistant  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee $20.00 

Complimentary  Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


“INVASIVE  TREATMENT  OF  ACUTE  MYOCARDIAL 
INFARCTION” 


“DOPPLERS  IN  ANGIOPLASTY” 


“VENTRICULAR  TACHYCARDIA  IN  THE  PATIENT 
WITHOUT  CORONARY  ARTERY  DISEASE** 


**MERCY  UPDATE  ON  ELECTIVE  AND  HIGH-RISK 
ANGIOPLASTY” 


**ELECTROPHYSIOLOGY  — DIAGNOSTIC  AND 
THERAPEUTIC  USES” 


**REPERFUSION  IN  CARDIOGENIC  SHOCK” 


**PEDIATRIC  VALVULOPLASTY  AND 
ANGIOPLASTY” 

**CARDIAC  TRANSPLANTS  — MERCY  HOSPITAL” 


ATTENTION  CATH  LAB  PHYSICIANS: 

A practical  demonstration  of  coronary  angioplasty  is 
planned  for  April  8.  Four  angioplasties  will  be  done  in 
the  Mercy  Cath  Lab  with  physicians  taking  part  and 
observing.  There  will  be  a limit  of  4 physicians  per 
session.  If  you  are  interested,  please  call  L.  A. 
lannone,  M.D.  as  soon  as  possible  at  (515)  247-3042. 


A.M.A.  Approved  for  6 hours  Category  I of  the  Physicians’ 
Recognition  Award  of  the  American  Medical  Association. 

Nursing  CEU’s:  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  (FORMERLY  CHARLIE’S  SHOW- 
PLACE)  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE 
ADJACENT  TO  THE  EDUCATION  CENTER. 


CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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iriTERriATIOriAL 
HEALTH  CARE 
COHQRESS 


WdrldMed 


Civic  Center 
St.  Paul,  Minnesota 


MAY  7-9: 
1986 


Featuring  Symposia  on: 

MEDICAL  TECHNOLOGY 

• Pioneering  Achievements 

• Laser  Surgery 

• Stone  Removal 

• Computers  in  Medicine 

• TENS  & Pain  Management 

• Future  Drug  Therapy 

• New  Diagnostic  Tools 

• Policy  8i  Economic  Issues 

INTERNATIONAL  TRADE 
AND  MARKETING 

• Projected  Needs  in  Health  Care 

• Strategic  Planning 

• Cost  Containment 


CLINICAL  APPLICATIONS 

• Management  of  Diabetes 

• Technology  in  Rehabilitation 

• Sleep  Disorders 

• Allergy  Si  Clinical  Immunology 

• Oncology 

HEALTH  CARE 
DELIVERY  SYSTEMS 

• Primary  Nursing 

• Long-Term  Care 

• Minnesota's  HMO  System 

• New  Health  Care  Delivery  Systems 

• Chemical  Dependency 

• Financial  Planning 


P "y  V-V  W W ^ Theeducational  program  isonlyonecomponentofWorldMed'86.  Participants  attending  the 
MJ.  M M J.  educational  program  will  be  admitted  to  an  extensive  exhibit  floor  including  diagnostic  equip- 
ment and  products;  monitoring  equipment  and  products;  supplies;  therapeutic  equipment  and  products;  pharmaceuticals; 
health  care  providers;  associations;  and  related  services.  These  exhibits  will  extend  and  complement  the  educational  pro- 
gram. Fioon  until  2:00  each  day  will  be  set  aside  to  visit  exhibits. 

AMA,  AAFP  Accredited 


For  registration  call:  (612)  373-8012  (before  March  31) 

(612)  626-5525  (after  March  31) 

or  write:  Registrar 

Continuing  Medical  Education 
University  of  Minnesota 
Box  202,  420  Delaware  St.  S.E. 
Minneaoolis.  MPi  tUSAl  55455 


Substance  Abuse:  A Growing 
Problem  for  Adolescents 


DONALD  E.  GREYDANUS,  M.D. 
Des  Moines,  Iowa 


Abuse  of  alcohol,  cigarettes,  mari- 
juana and  cocaine  is  an  increas- 
ingly  serious  problem  for  American 
youth.  In  this  article,  Donald  E. 
Greydanus,  M.D.,  reviews  current 
statistics  concerning  adolescent 
substance  abuse  and  discusses 
signs  and  symptoms  physicians 
should  watch  for. 


Though  there  are  many  abused  drugs,  al- 
cohol, tobacco,  marijuana  and  cocaine  will 
be  the  focus  of  this  article.  For  American  ad- 
olescents, a serious  problem  exists  with  these 
4 substances.  Of  16,000  high  school  students 
surveyed  recently  by  the  University  of  Mich- 
igan, 30%  reported  drug  abuse  of  some  sort 
within  the  previous  30  days.^ 

Alcohol 

Numerous  national  surveys  describe  wide- 
spread alcohol  use  by  adolescents.  Johnson  et 

Dr.  Greydanus  is  director  of  the  Adolescent  Medicine  Program  at  Ray- 
mond Blank  Memorial  Hospital  for  Children  in  Des  Moines, 


al  report  in  a survey  of  17,000  high  school  sen- 
iors that  75%  have  tried  alcohol  and  5%  use  it 
daily. 2 In  1982,  the  National  Institute  of  Drug 
Abuse  (NIDA)  noted  93%  of  high  school  sen- 
iors had  tried  alcohol,  87%  during  the  past 
year  and  70%  during  the  past  month.  5.7% 
were  daily  users  of  alcohol.^- ^ Zucker  and  Har- 
ford identified  30%  of  males  and  22%  of  fe- 
males as  drinking  some  alcohol  by  age  13. By 
age  18,  93%  of  males  and  73%  of  females  drink. ^ 

The  pattern  of  alcohol  consumption  begins 
early.  Forster's  study  of  upper  middle  class 
adolescents  showed  73%  of  fifth  to  sixth  grad- 
ers had  tried  wine  and  23%  had  tried  other 
types  of  alcohol.^  In  this  same  group,  27%  had 
tried  cigarettes  and  4%  had  tried  marijuana. 

Recent  studies  show  a connection  between 
early  use  of  alcohol  and/or  cigarettes  and  later 
use  of  marijuana  and  other  drugs.  The  alco- 
holism problem  among  parents  of  teenagers 
worsens  this  situation.  The  NIDA  estimates  15 
million  children  (1  of  every  5 in  the  physician's 
office)  live  with  an  alcoholic  parent. 

Cigarettes 

In  addition  to  causing  health  problems  later 
in  life,  cigarette  use  by  adolescents  can  lead  to 
use  of  other  drugs.  Forster's  study  notes  27% 
of  fifth  and  sixth  graders  and  55%  of  seventh 
and  eighth  graders  have  tried  cigarettes.®  The 
NIDA  study  of  high  school  seniors  indicates 
70%  have  tried  cigarettes,  30%  during  the  pre- 
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vious  month.  21%  used  cigarettes  on  a daily 
basis  in  1982. ^Johnson  et  al  note  12%  of  Amer- 
ican high  school  seniors  use  tobacco  on  a daily 
basis. ^ In  1981  Holleb  reported  11%  of  boys 
and  13%  of  girls  12-18  years  old  smoked  10  or 
more  cigarettes  per  day.” 

Marijuana 

Introduced  in  the  United  States  in  the  1930's, 
marijuana  was  rarely  used  here  prior  to  1960. 
Before  1962,  only  1%  of  12-17  year-olds  and 
4%  of  18-25  year-olds  had  tried  marijuana.”  In 
1979,  60%  of  high  school  seniors  had  tried  mar- 
ijuana and  11%  used  it  daily. 

It  is  not  unusual  for  such  drug  use  to  start 
early  and  progress  rapidly.  Forster  notes  4% 
of  fifth  and  sixth  graders,  19%  of  seventh  and 
eighth  graders  and  58%  of  high  school  seniors 
had  tried  marijuana.^  Overall  drug  use  among 
eighth  graders  has  risen  dramatically  from  8% 
in  1971  to  20%  in  1978.^ 


Symptoms: 

Adolescent  Drug  Abuse 

• Reduced  attention  span 

• Poor  short  memory  skills 

• Limited  fine  motor  control 

• Poor  oral  hygiene 

• Injected  conjunctiva 

• Nasal  irritation  or  discharge 

• Abdominal  pain 

• Weight  loss 

• Emesis 

• Melena 

• Hepatomegaly 

• Multiple  skin  bruises 

• Chronic  cough  and  recurrent  bronchitis 

• Tachycardia 

• Poor  muscle  tone 

• Sexually  transmitted  diseases 


In  1982,  NIDA  noted  6.3%  of  high  school 
seniors  were  daily  marijuana  users.  Marijuana 
use  is  still  unusual  before  age  10  but  increases 
sharply  during  adolescence.  In  1982  it  was  es- 
timated 54  million  Americans  had  tried  mari- 
juana. 20%  were  described  as  active  users  (at 
least  once  in  30  days  before  the  survey.)” 

What  happens  to  teenagers  who  use  mari- 
juana? A study  of  high  school  seniors  who 
used  marijuana  daily  noted  50%  were  still  daily 
users  5 years  later. ^ KandeF  recently  evaluated 
1,325  young  adults  ages  24  and  25  and  found 
15%  used  marijuana  at  least  4 times  per  week.^ 
23%  used  it  at  least  once  a month.  These  in- 
dividuals had  greater  psychiatric  instability, 
more  deviant  behavior,  greater  use  of  other 
drugs  and  more  depression  than  young  adults 
not  using  marijuana.  The  social  and  psycho- 
logical dysfunction  classically  described  for  ad- 
olescents using  marijuana  is  also  true  for 
adults.^ 

The  teenager  or  young  adult  using  mari- 
juana is  more  likely  to  be  a polydrug  user. 
Marijuana  serves  as  the  stimulus  for  further 
drug  use  including  cocaine,  amphetamines  and 
hallucinogens.  Except  in  rare  cases,  cigarette, 
alcohol  or  marijuana  use  starts  by  age  20  or 
21.^'  ” Parental  acceptance  and  use  of  mari- 
juana lead  to  polydrug  use  and  abuse  of  other 
drugs  in  their  adolescent  offspring.” 

Cocaine 

Cocaine  is  no  longer  a drug  just  for  the 
wealthy.  In  1975  9%  of  teenagers  had  tried 
cocaine.  By  1983,  this  had  risen  to  17%.  The 
NIDA  estimates  1%  of  youth  are  daily  cocaine 
users. ^ In  the  NIDA  survey,  88%  of  high  school 
seniors  said  marijuana  is  easy  to  obtain.  47% 
said  cocaine  is  easily  obtained.  In  1975  1.9% 
of  high  school  seniors  used  cocaine  during  the 
month  prior  to  the  survey;  in  1982,  5%  did.^ 
A clear  trend  is  emerging. 

Signs  and  Symptoms 

In  a recent  review,  Jones  outlined  the  symp- 
tomatology of  adolescent  drug  and  alcohol 
abuse.”  Risk  factors  include  positive  family 
history  for  drug  use  (parents,  grandparents 
and  other  relatives),  family  discord  (divorce, 
separation,  poor  parenting  skills)  and  family 
history  of  total  drug  abstinence.”  Other  risk 


108  / Iowa  Medicine 


Warning  Signs: 
Adolescent  Drug  Abuse 

• Depression 

• Reduced  school  performance 

• Reduced  hygiene 

• Increased  parent-child  conflict 

• Unexplained  negative  behavior 

• Reduced  communication  skills 

• Friends  who  use  drugs 

• Conduct  disorder  activity 

• Runaway  behavior 

• Overt  drug  intoxication 

• Difficulties  with  police 


factors  are  adolescent  depression  or  low  self- 
esteem due  to  neurobehavioral  disorders, 
widespread  availability  of  drugs  and  drug- 
abusing  peers. 

Signs  of  drug  abuse  in  adolescents  include 
depression,  reduced  school  performance 
(dropping  2 or  more  grade  levels  below  known 
abilities,  overt  academic  failure  or  truancy), 
reduced  hygiene,  increased  parent-child 
conflict,  unexplained  negative  behavior,  wors- 
ening communication  skills,  drug  using  peers, 
conduct  disorder  activity,  runaway  behavior, 
overt  drug  intoxication  and  difficulties  with 
police. 

Symptoms  include  reduced  attention  span, 
poor  short  memory  skills,  limited  fine  motor 
control,  poor  oral  hygiene,  injected  conjunc- 
tiva, evidence  of  nasal  irritation  and/or  dis- 
charge, episodes  of  abdominal  pain  including 
epigastric  tenderness,  weight  loss,  emesis, 
melena,  hepatomegaly,  multiple  skin  bruises 
(needle  “tracks"  are  uncommon  in  adoles- 
cents), chronic  cough  and  recurrent  bronchi- 
tis, tachycardia,  poor  muscle  tone,  various 
sexually  transmitted  diseases  and  others. 

Drug  abuse  may  mimic  psychiatric  disorders 
including  major  affective  disorder  (bipolar  dis- 
order or  major  depression),  anxiety  disorder, 
personality  disorder,  schizophrenia,  severe 
adjustment  disorders  and  others.^®  General 
laboratory  screens  are  usually  unrewarding. 
Adolescents  with  alcohol  abuse  may  have  ane- 


mia, macrocytosis  and  elevated  liver  enzymes, 
especially  gamma-glutamyl  transpeptidase.  A 
serum  or  urine  drug  screen  may  be  positive. 
The  value  of  these  tests  varies  according  to  the 
drug  screen  being  used,  whether  thin  layer 
chromatography,  enzyme  immunoassay,  ra- 
dioimmunoassay, gas  chromatography  or  mass 
spectroscopy.'® 

MacDonald  has  introduced  a widely  used 
scale  measuring  the  5 stages  of  drug  use  in 
adolescents:  Stage  0 — non-use;  I — experimental 
use;  11  — recreational,  social  use;  111  — interference 
with  school  performance  and  developmental  tasks; 
IV  — compulsive  use  or  addiction. Without 
recognition  and  intervention,  the  progression 
from  stage  I to  stage  IV  can  occur  in  a matter 
of  months.'® 

Recovery 

A vital  component  to  helping  adolescents 
recover  from  their  drug  dilemma  is  prevention 
— helping  children  become  knowledgeable 
about  the  effects  of  “drug  pollution."  As  early 
as  the  first  grade,  children  develop  long-term 
attitudes  regarding  drugs. 

There  are  many  reasons  for  adolescent  drug 
use;  easy  access,  influence  of  television  and 
other  media,  societal  chaos,  reflections  of  adult 
lifestyles  and  others.'^  Some  teenagers  use 
drugs  as  a way  of  dealing  with  negative  child- 
hood and  adolescent  experiences  or  feelings. 
Others  believe  drugs  allow  them  to  pass  more 
quickly  from  childhood  to  adolescence  or  from 
adolescence  to  adulthood.  Plans  for  dealing 
with  adolescent  drug  and  alcohol  abuse  should 
be  developed  with  these  concepts  in  mind. 
Current  research  views  drug  abuse  and  alco- 
holism as  biological  disorders  which  require 
behavioral  controls.  An  important  part  of  help- 
ing the  recovering  drug  abuser  is  to  “protect" 
him/her  from  drug  abusing  peers. 

If  drug  experimentation  can  be  delayed  to 
adulthood,  the  risk  for  drug  abuse  is  greatly 
reduced.'^' Youth  need  to  be  educated  that 
cigarettes  and  alcohol  are  “gateway"  drugs 
which  can  lead  to  other  drug  abuse. Pro- 
motion of  healthy  lifestyles  and  successful  al- 
ternatives to  drug  use  should  be  taught  from 
childhood.^  The  link  between  drug  abuse, 
depression  and  suicide  in  adolescents  should 
be  clearly  understood.^®- 

(Please  turn  to  page  110) 
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Family  Involvement 

Finally,  the  involvement  of  the  family  in 
identification  and  care  of  the  adolescent  poly- 
drug user  should  be  emphasized.  Childhood 
and  adolescent  depression  often  emerge  where 
families  have  major  parenting  dysfunction. 
Such  conditions  can  lead  to  a lifetime  of  drug 
abuse. 

Recent  studies  have  focused  on  families  in 
which  a parent  is  an  alcoholic.  Teenagers  in 
these  families  should  be  taught  they  did  not 
cause  their  parent's  alcoholism  and  are  not  re- 
sponsible for  its  control  or  cure. 

Parents  often  react  negatively  to  their  ado- 
lescent's drug  abuse,  as  reviewed  by 
Schwartz. Self-help  parent  groups  have  been 
found  to  be  quite  helpful. Clinicians  should 
become  knowledgeable  regarding  the  family's 
role  in  the  enigma  of  adolescent  drug  and  al- 
cohol use.  Physicians  and  society  cannot  af- 
ford to  ignore  this  worsening  problem. 
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Substance  Abuse  Detection  — 
Current  Medical  Perspectives 


JOSEPH  L.  MONAHAN,  M.D. 
Clinton,  Iowa 


The  vast  majority  of  substance  abu- 
sers do  not  fit  our  stereotyped  image 
of  the  alcoholic  or  "addict."  This  ar- 
ticle explores  obstacles  to  diagnos- 
ing substance  abuse  and  catalogues 
behavioral  and  physical  symptoms. 


Alcoholism  and  drug  abuse  are  synony- 
mous in  how  they  affect  a person's  life. 
The  use  of  any  mood-altering  chemical  that 
adversely  impacts  someone's  health,  career 
and  personal  relationships  can  be  an  "ism." 

For  the  sake  of  simplicity,  we  will  use  the 
term  "alcoholic"  in  this  discussion  since  al- 
cohol is  the  most  widely  used  and  readily 
available  addictive  chemical. 

There  are  2 major  obstacles  for  clinicians  to 
overcome  if  we  are  to  diagnose  and  treat  the 
disease  of  alcoholism. 

Both  are  attitudinal. 

One  is  our  failure  to  recognize  alcoholism 
as  a disease. Too  many  physicians  think  of  an 
alcoholic  as  a skid-row  bum,  clutching  a brown 
sack,  lying  in  the  gutter.  In  reality,  only  about 
5%  of  alcoholics  fit  this  picture. 

The  second  major  obstacle  that  makes  it  dif- 
ficult for  physicians  to  diagnose  and  treat  al- 

Dr.  Monahan  is  affiliated  with  Medical  Associates  in  Clinton,  Iowa  in 
the  practice  of  obstetrics  and  gynecology. 


coholism  is  our  experience  with  mood  altering 
chemicals. 

One  or  both  of  these  obstacles  make  us  re- 
luctant to  diagnose  alcoholism  in  our  patients. 
We  may  not  want  to  recognize  our  ignorance 
concerning  addiction.  We  may  consider  it  a 
moral  issue  or  a symptom  of  a greater  psy- 
chiatric problem.  We  may  not  want  to  confront 
our  own  problems  with  addictive  chemicals. 

In  diagnosing  alcoholism,  there  are  7 areas 
we  must  investigate  with  our  patients.  These 
symptoms  may  occur  simultaneously  or  at  dif- 
ferent times  during  the  progression  of  alco- 
holism. 

Loss  of  control  — Information  about  irre- 
sponsible, irrational  or  compulsive  behavior 
due  to  substance  abuse  may  have  to  be  ob- 
tained from  sources  other  than  the  patient. 
Spouses,  family,  employers  or  others  may  have 
to  be  enlisted.  The  patient's  denial  system 
makes  it  impossible  for  him  to  yield  this  in- 
formation. 

• Does  he  make  promises  to  himself  to  control  or 
pace  his  drinking? 

• Does  he  "need  a few"  to  be  sociable?  Does  he 
gulp  drinks?  Does  he  prefer  to  mix  his  own?  Does 
he  "stock  up"  for  special  events?  Does  he  break 
promises  to  himself  about  drinking? 

Loss  of  control  is  frightening  to  any  individ- 
ual. He  knows  it  is  happening  but  cannot  stop 
it. 

Withdrawal  — Initially,  these  symptoms 
may  not  arouse  suspicion,  but  as  alcoholism 
progresses  they  become  more  ominous.  With- 
drawal progresses  through  4 stages. 

• Stage  1 — Tremors,  sometimes  called  "jitters" 
(may  be  only  micro-tremors  at  first),  anxiety  states. 
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sweats,  early  elevation  of  blood  pressure  or  tachy- 
cardia. 

• Stage  2 — Hallucinations.  Initially  they  are 
auditory,  then  visual  and  sensory.  These  can  be  a 
frightening  experience,  and  the  patient  may  feel  he 
is  becoming  psychotic. 

• Stage  3 — Convulsions.  Initially  they  may  be 
only  facial  spasms,  passed  off  as  nervous  "twitches." 

• Stage  4 — Delirium  tremens  (D.T.S.)  A lethal 
complication.  The  mortality  rate  is  significant,  more 
serious  than  any  coronary. 

Blackouts  — Blackouts  are  a peculiar  phe- 
nomenon characteristic  to  the  alcoholic.  Dur- 
ing alcoholic  amnesia,  the  patient  appears  to 
function  normally  but  has  no  recollection  of 
any  activities.  The  alcoholic  can  perform  in- 
tricate physical  and  mental  functions  during  a 
blackout. 

Changing  abnormal  tolerances  — In  the 

early  years,  the  practicing  alcoholic  has  an  ab- 
normally high  tolerance  for  alcohol.  He  may 
be  the  one  to  drive  the  others  home,  or  he  may 
be  the  last  to  leave  the  party.  He  may  brag 
about  how  much  he  can  drink. 

However,  as  the  disease  progresses,  it  takes 
less  and  less  alcohol  to  get  him  drunk.  He  can 
tolerate  less  alcohol  than  normal  drinkers.  At 
this  point,  he  probably  quits  bragging  about 
how  much  he  can  drink. 

Serious  interference  with  health  — This  can 
include  heart  disease  (alcoholic  cardiomyopa- 
thy), hypertension,  tachycardia,  extrasystoles 
or  auricular  fibrillation.  Alcoholics  may  suffer 
from  liver  disease  including  acute  alcoholic 
hepatitis  or  cirrhosis. 

The  following  hematologic  values  may  be  in 
disarray: 

M.C.V. 

PLATELETS 

2-HOUR  POSTPRANDIAL  GLUCOSE 

HYPOGLYCEMIA  (IN  EARLY  MORN- 
ING) 

CHOLESTEROL  (MAY  BE  EQUIVOCAL 
UP  OR  DOWN) 

BUN 

The  following  may  be  mildly  elevated: 

URIC  ACID  ALKALINE  PHOS- 

SGOT  PHATASE 

SGPT  SERUM  BILIRUBIN 

LDH  SERUM  AMYLASE 

Many  physicians  believe  a blood  alcohol  of 
>150  mg  percent  in  an  apparently  unintoxi- 


cated patient  should  raise  suspicion.  Unfor- 
tunately, we  do  not  yet  have  a reliable 
laboratory  test  that  will  give  us  a diagnosis. 

We  must  decide  what  disease  most  likely 
explains  the  symptoms  and  laboratory  find- 
ings. Here  are  symptoms  most  frequently  re- 
lated to  alcoholism: 


• Gastrointestinal  — Nausea,  vomiting, 
gastritis,  hematemesis,  ulcer,  esophagitis, 
heartburn,  diarrhea,  erratic  eating  habits  may 
be  gastrointestinal  symptoms  in  the  develop- 
ing alcoholic. 

• Dermatological  — Dilated  vessels,  flush- 
ing, conjunctival  rubra,  periorbital  edema,  livid 
palms. 

• Neurological  changes  — Headache, 
tremors,  blackouts,  insomnia,  muddled  think- 
ing, peripheral  neuropathy,  hyperirritability, 
hyper-reactive  reflexes,  and  just  plain  “nerv- 
ous” may  be  presenting  complaints. 

Serious  interference  with  psychological  de- 
fenses and  coping  mechanisms  — The  patient 
might  display: 


ANGER 

RESENTMENT 

FRUSTRATION 

FEAR 

INTOLERANCE 

APPREHENSION 


DEFENSIVENESS 

EVASIVENESS 

HOSTILITY 

WITHDRAWAL 

DEPRESSION 

OVER-REACTION 


Psychosocial  deterioration  — Loss  of  jobs, 
OWTs,  loss  of  peripheral  family  (in-laws,  rel- 
atives, close  friends)  followed  by  loss  of  nu- 
clear family  (spouse,  children,  parents), 
abandoning  hobbies  and  job  or  career  failure. 

In  short,  loss  of  everything  the  individual 
holds  dear.  At  this  point,  he  or  she  has  only 
one  good  friend  — the  chemical. 

There  are  several  tools  which  can  aid  phy- 
sicians in  the  diagnosis  and  treatment  of  al- 
coholic patients.  One  is  the  Chart  of  Alcohol 
Addiction  and  Recovery  by  E.  M.  Jellinek, 
M.D.^  Another  is  the  Georgia  Doctor's  Test  for 
Adult  Alcohol  and  Drug  Use  devised  by 
G.  Douglas  Talbott,  M.D.,  of  the  Ridgeview 
Institute,  Smyrna,  Georgia. 


Both  the  chart  and  the  questionnaire  are  available 
by  contacting  the  editors  of  iowa  medicine. 
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Intervention  Strategies 


STANLEY  M.  HAUGLAND,  M.D. 
Des  Moines,  Iowa 


The  author  discusses  factors  con- 
tributing to  the  denial  syndrome  and 
provides  guidelines  for  successful 
physician  intervention.  He  empha- 
sizes an  important  step  toward 
helping  substance  abusers  is  over- 
coming the  patient's  denial  of  the 
problem. 


Webster:  Intervene  ...  to  come  between  as  an  in- 
fluencing force. 

INTERVENTION  IS  SCARCELY  A NEW  CONCEPT  for 
physicians.  Every  day,  physicians  inter- 
vene in  disease  processes,  usually  for  patients 
who  are  seeking  intervention  willingly. 

Chemical  dependency/addiction  is  a differ- 
ent matter.  The  patients  usually  are  not  seek- 
ing help  willingly  because  they  do  not  think 
they  have  a problem.  Denial  and  delusion  are 
hallmarks  of  the  illness.  Patients  believe  they 
can  fix  it  on  their  own. 

Denial  has  its  origins  in  the  temperance 
movement.  The  concept  of  alcoholism  as  a dis- 
ease, the  disease  of  addiction,  was  first  for- 
mulated in  this  country  by  Dr.  Benjamin  Rush 
in  the  late  18th  century.  Prior  to  that  time, 
drunkenness  was  thought  to  be  a condition 

Dr.  Haugland  is  a family  practice  physician  in  Des  Moines  and  is 
medical  director  for  the  Powell  111  Chemical  Dependency  Center  at  Iowa 
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sought  by  choice.  It  was  not  viewed  as  a prob- 
lem needing  a solution. 

Dr.  Rush  believed  some  drank  because  they 
wanted  to  but  others  drank  because  they  had 
to.  He  realized  he  could  not  solve  the  problem 
on  his  own  and  successfully  prevailed  upon 
the  clergy  for  assistance.  Thus,  the  temperance 
movement  was  born  — a doctor-initiated 
movement  — rather  than  a clergy-initiated 
movement.^ 

The  clergy  accepted  the  challenge  and  gen- 
erally agreed  alcoholism  was  a disease.  They 
claimed,  however,  it  was  also  a sin.  Over  the 
years  the  “disease”  concept  was  largely  dis- 
missed or  forgotten  and  the  “sin”  concept  be- 
came predominant  in  our  thinking. 

Negative  connotations  from  the  sin-moral 
concept  make  it  difficult  to  accept  alcoholism 
as  an  illness.  Alcoholism  was  and  is  not  very 
respectable.  Only  in  this  century  have  we  seen 
a major  shift  from  the  sin-judgment-punish- 
ment  attitude  to  the  disease-treatment-recov- 
ery approach. 

The  “loss  of  control"  phenomenon  is  also 
difficult  to  accept.  We  all  want  to  be  free  and 
feel  we  are  in  control  of  our  lives.  Addiction 
is  a form  of  slavery  and  slavery  is  abhorrent. 

The  relationship  between  a human  being  and 
a mood-altering  chemical  is  unique.  This  re- 
lationship is  a very  powerful  one,  often  more 
powerful  than  any  other  relationship  in  the 
person's  life.  The  victim's  behavior  is  proof  of 
this  since  some  will  continue  to  use  a chemical 
at  the  expense  of  all  else,  even  life  itself.  This 
strong  relationship  develops  from  the  victim's 
wish  to  recapture  the  feeling  from  the  chem- 
ical. It  is  a 100%  reliable  method  of  achieving 
euphoria,  escape  or  peace  of  mind.  Giving  up 
such  a dependable  ally  is  very  difficult. 

Where,  how  and  when  does  the  physician 
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intervene  in  such  a disease?  What  resources 
are  available  to  help  physicians  intervene? 

Intervention  Guidelines 

It  is  important  to  avoid  being  judgmental. 
The  victim  has  already  judged  himself  or  her- 
self. If  we  judge  them  as  "bad”  people  or  con- 
vey a disapproving  attitude,  intervention 
attempts  will  be  futile.  Develop  an  approach 
that  says,  "You  are  a good  person  with  a se- 
rious problem  and  1 care  about  you."  If  you 
cannot  intervene  in  a positive  and  caring  fash- 
ion, it  is  wiser  not  to  do  it  at  all  or  to  ask  for 
help. 

Avoid  negative  terms  such  as  "alcoholic"  or 
"addict."  "Alcoholism"  or  "substance  abuse" 
are  more  acceptable.  Every  patient  needs  to 
know  the  facts  of  his  or  her  illness,  but  how 
the  physician  presents  the  facts  is  crucial. 

"I  believe,  based  on  my  evaluation,  you  are 
suffering  from  alcoholism."  "Does  this  mean 
I'm  an  alcoholic,  doctor?" 

"I  don't  know  that  for  sure.  The  term  'al- 
coholic' is  a slang  expression  for  someone  ad- 


dicted to  alcohol,  and  I'm  not  sure  if  you  are 
addicted.  However,  1 do  believe  you  are  suf- 
fering from  some  alcoholism.  Please  remem- 
ber alcoholism  is  defined  as  drinking  that  leads 
to  trouble." 

Have  a course  of  action  in  mind  that  can  be 
carried  out  the  same  day  if  possible.  Physi- 
cians are  very  familiar  with  the  phenomenon 
of  a sick  patient  accepting  help  then  changing 
their  mind  when  they  begin  to  feel  better.  Call 
a consultant  or  someone  in  Alcoholics  Anon- 
ymous the  day  you  see  the  patient.  Have  the 
names  of  2 A A members  available.  If  treatment 
is  indicated,  have  the  evaluation/ treatment 
personnel  establish  a link  with  the  patient/ 
family  before  they  become  convinced  they  can 
manage  by  themselves. 

If  the  laboratory  can  help,  use  it.  Lab  reports 
impress  patients  and  family  members  and  can 
be  used  to  encourage  them  to  seek  further 
evaluation.  (Incidentally,  "evaluation"  is  a less 
threatening  term  to  many  patients.) 

The  patient's  family  will  need  help.  If  they 
consult  you,  advise  them  to  attend  a course  or 
seek  help  from  Al-Anon,  a counselor  or  an 
information  center.  Encourage  them  to  learn 
about  the  illness  and  to  enlist  as  many  family 
members  as  possible  for  strength  and  support. 

If  all  else  fails,  consider  recommending  legal 
commitment.  Research  at  Hazelden,  Center 
City,  Minnesota,  has  shown  committed  pa- 
tients have  as  high  or  higher  recovery  rates  as 
those  who  voluntarily  enter  treatment.  It  is 
important  to  remind  yourself  no  patient  with 
addiction  voluntarily  enters  treatment.  All  are 
forced  into  an  evaluation/treatment  situation 
because  of  pressure  from  family,  friends,  em- 
ployer or  the  court  system. 

There  are  risks  involved  in  physician  inter- 
vention. Presenting  a patient  with  the  facts 
about  a condition  which  is  so  unacceptable  may 
result  in  losing  the  patient  from  your  practice. 
However,  if  you  don't  intervene  you  enable 
the  disease  to  progress.  Also,  physicians  face 
malpractice  charges  with  increasing  frequency 
in  such  situations,  especially  if  the  doctor  pre- 
scribes mood  altering  drugs  to  known  alco- 
holics and  substance  abusers.  Failing  to  screen, 
detect  or  attempt  intervention  in  known  cases 
of  substance  abuse/addiction  puts  the  practi- 
tioner at  risk  for  liability. 

There  are  also  rewards.  The  gratitude  the 
patient  and  family  feels  towards  the  physician 
who  helps  them  recover  is  remarkable. 
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Treatment  of  Chemical 
Dependency:  A New  Field 
For  Physicians 


STANLEY  M.  HAUGLAND,  M.D.,  and 
ALAN  D.  PATTERSON,  M.D., 

Des  Moines,  Iowa 


Treatment  of  alcoholismi  chemical 
dependency  is  a field  still  in  its  in- 
fancy, according  to  many  observ- 
ers. Here,  2 physicians  knowl- 
edgeable in  this  area  discuss  var- 
ious treatment  approaches  and  the 
philosophies  behind  them. 


Most  authorities  acknowledge  there  is 
a “mild  to  severe"  or  “early  to  late" 
continuum  in  alcoholism/chemical  depend- 
ency. The  continuum  varies  widely  according 
to  the  patient  and  the  observer's  interpretation 
of  the  patient's  condition. 

Experts  generally  agree  the  severity  of  the 
disease  is  gauged  more  accurately  by  the  num- 
ber of  problems  the  patient  presents  rather  than 
the  severity  of  the  problems.  One  patient  may 
have  an  alcohol-related  accident  involving  life- 
threatening  injuries  during  the  early  stage  of 
alcoholism.  Another  patient  may  have  multi- 
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at  Powell  111  in  Des  Moines. 


pie  milder  problems  such  as  marital  discord  or 
declining  job  performance.  Though  these 
problems  are  not  life-threatening,  the  patient 
could  be  severely  addicted.^ 

Treatment  varies  widely  in  this  rapidly  de- 
veloping field.  Much  is  predicated  on  what  has 
worked  best  in  the  past,  particularly  through 
Alcoholics  Anonymous  (AA).  The  AA  pro- 
gram has  profoundly  influenced  current  treat- 
ment approaches,  especially  through  its 
advocacy  of  abstinence  and  self-help  fellow- 
ship. 

Shift  in  Orientation 

Another  variation  noticeable  during  the  past 
several  decades  is  the  shift  from  symptom  ori- 
entation and  treatment  to  primary  disease  ori- 
entation and  treatment.  The  symptom 
orientation  believes  alcoholism/chemical  de- 
pendency is  a symptom  of  another  problem. 
Treatment  is  directed  towards  fixing  that  prob- 
lem, with  the  assumption  this  will  abate  the 
addiction  to  mood-altering  drugs. ^ 

The  primary  disease  orientation  believes 
chemical  dependency  is  a disease  in  and  of 
itself.  The  disease  process  is  the  addiction  and 
this  addiction  must  be  treated  to  effect  satis- 
factory recovery. 

Both  of  these  orientations  use  similar  tech- 
niques and  personnel  but  priorities  are  differ- 
ent. In  the  primary  disease  model,  the  highest 
priority  is  treating  the  drug  use/chemical  de- 
pendency/addiction. The  patient's  other  prob- 
lems are  treated  secondly.  The  goal  is  assisting 
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the  patient  to  substitute  one  dependency  for 
another.  Rather  than  depending  on  mood-al- 
tering chemicals  the  patient  learns  to  depend 
on  human  beings. 

Dr.  Vernelle  Fox  describes  it  this  way:  "Prob- 
ably the  most  important  element  in  recovery  is  a 


sustained  relationship  with  a peer  group  whose  goals 
are  abstinence  and  more  open  and  honest  relation- 
ships with  people."^ 

This  is  an  excellent  description  of  the  AA 
philosophy  and  the  purpose  of  the  primary 
disease  treatment  model. 


TABLE  1 


ALCOHOLISAA/CHEMICAL  DEPENDENCY 
STAGING  AND  TREATMENT  RECOMMENDATIONS'' 


Stage  II 

Stage  III 

Stage  1 

(Mild,  DSM  III- 

(Moderate,  DSM  III- 

Stage  IV 

Stage  V 

(Minimal) 

Substance  Abuse) 

Dependency) 

(Severe) 

(Terminal) 

Salient  Features 

Non-Social  Drinking 

Stage  1 plus  drinking  di- 

Stage  II  plus  physiologic 

Stage  III  plus  serious 

Stage  IV  plus  profound 

Patterns  (1  -f  respanse 

rectly  causing  signifi- 

dependency,  health 

medical  syndromes,  and 

deterioration  of  health 

CAGE  &/or  4 -1-  re- 

cant  problems.  In- 

problems,  interruption 

laboratory  evidence 

and  minimal  socio-eco- 

sponses  AAAYO  list. 

creased  tolerance,  psy- 

of  socio-economic  func- 

frequently  unequivocal. 

nomic  functioning. 

chologic  dependence. 

tioning,  positive  treat- 

They  have  been  or  are 
in  a "helping  system." 
CAGE  2 -H  , MAYO  List 

4-1- . 

ment  history. 

Treatment 

Counseling 

— AA/NA.  If  tried  and 

— No  prior  treatment 

— No  history  prior 

— Detox  as  needed. 

Recommendations 

— AA/NA* 

failed  then 

then  1 week  inpatient 

treatment  then  2 

shelter,  missions,  AA, 

— 90-day  monitored 

— Outpatient  (OP) 

and  4 weeks  outpa- 

weeks  inpatient  and 

NA. 

abstinence  trial 

course  of  treatment. 

tient. 

4 weeks  outpatient. 

if  this  has  been  tried 

— History  of  outpotient 

— -History  of  inpatient 

and  failed  then 

treatment  failure 

treatment  failure  then 

— Inpatient  (IP)  course 

during  outpatient 

4 weeks  inpatient  and 

of  treatment. 

treatment  then 

halfway  house. 

— Optional  adjunctive 

— 4 weeks  inpatient. 

— History  of  multiple 

antabuse,  Trexan. 

— CC  as  in  Stage  II  and 

inpatient  failures  then 

— The  above  followed 

AA/NA. 

inpatient  1 wk  half- 

by  1 to  2 years  con- 

— Adjunctive  antabuse. 

way  house. 

tinuing  care  (CC)  and 

Trexan. 

— CC  as  in  Stage  II  and 

AA/NA. 

— Adjunctive  antabuse. 

AA/NA. 

Trexan. 

* CAGE  QUESTIONNAIRE- 

* MAYO  LIST  ^ 

C — Have  you  ever 

■ been  advised  to  CUT  DOWN  on  your  drinking  or 

1.  PREOCCUPATION  with  alcohol  or  the  next  opportunity  to  drink. 

usage? 

2.  INCREASED  TOLERANCE  for  alcohol.  The  alcoholic  can  usually  drink 

A — Have  you  ever 

been  ANNOYED  by  criticism  of  your  drinking? 

much  more  than  others  and  still  function  relatively  well. 

G — Have  you  ever 

felt  GUILTY  about  your  drinking  or  usage? 

3.  GULPING  DRINKS. 

He  usually  drinks  a double  or  downs  the  first  couple 

E — Have  you  ever 

needed  to  use  an  EYE  opener  the  morning  after? 

of  drinks  rapidly. 

4.  DRINKING  ALONE. 

This  includes  drinking  in  bars,  but  alone. 

5.  USE  OF  ALCOHOL  AS  A MEDICINE  for  relief  of  tension  or  anxiety  or 

as  an  aid  to  sleep. 

6.  BLACKOUT.  Drinking  sufficiently  such  that  the  next  morning  brings  amnesia 

for  some  of  the  events  of  the  previous  evening. 

7.  SECLUDED  BOTTLE. 

Having  a bottle  secluded  in 

the  home  or  somewhere 

in  cose  a drink  is  needed. 

8.  NONPREMEDITATED  DRINKING.  Drinking  much  more  than  planned,  or 

drinking  differently  from  what  one  had  planned. 
9.  MORNING  TREMORS  — Fine  tremor  of  fingers 

from  over  indulgence. 

10.  MORNING  DRINKING.  To  help  one  over  a hangover. 

*AA  — Alcoholics  Anonymous 
*NA  — Narcotics  Anonymous 
1 . Houglond,  S.  M.  and  A.  Patterson,  The  Powell 


Approach  to  Chemical  Dependency,  unpublished/work  1985. 
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Treatment  Intervention 

Assuming  a diagnosis  of  addiction  has  been 
made  and  the  physician  has  elected  to  inter- 
vene, what  comes  next?  At  a minimum.  Stage 
I (see  Table  I,  Staging  Profile)  a monitored  90- 
day  abstinence  period  is  advisable.  This  will 
enable  the  patient  to  see  how  important  the 
drug  may  be  in  his  or  her  life.  If  addiction  is 
not  present,  the  regimen  will  not  be  a problem. 
The  90-day  trial  involves  complete  abstinence 
with  regular  office  visits  to  assure  compliance. 
The  office  visits  should  occur  every  2 or  3 
weeks.  Monitoring  should  include  a urine  drug 
screen,  serum  liver  enzymes  and  a blood  al- 
cohol level. 

Assessment  and/or  counseling  for  other 
problems  the  patient  may  claim  are  at  fault  are 
encouraged  at  this  point.  Alcoholics  Anony- 
mous or  Narcotics  Anonymous  may  also  be 
recommended.  At  first,  some  patients  may  not 
want  to  contact  the  AA  but  may  be  willing  to 
do  so  later. 

A “what  if"  contract  should  be  established 
with  the  patient.  The  patient  should  agree  if 
the  foregoing  treatment  fails,  a course  of  treat- 
ment under  Stage  II  will  be  tried.  The  exact 
type  of  outpatient/inpatient  treatment  to  be 
recommended  depends  on  a variety  of  factors 
such  as  availability,  family,  job  and  financial 
considerations.  (See  Table  II,  Treatment  Mod- 
ifiers). 

Stage  II  stipulates  a course  of  outpatient 
treatment  involving  an  intensive  series  of 
group  therapy  sessions  in  a relatively  short 
period  of  time.  Quality  outpatient  programs 
often  include  4 hours  of  treatment  4 or  5 eve- 
nings a week  for  approximately  5 to  6 weeks. 
This  will  facilitate  the  patient  in  substituting 
his  or  her  chemical  dependency  for  a healthy 
dependency  on  people.  Outpatient  treatment 
should  be  followed  by  the  patient's  long-term 
participation  in  a mutual  self-help  group  such 
as  AA  to  strengthen  the  ongoing  recovery 
process. 

Subsequent  stages  of  severity  will  require 
more  intensive  treatment  as  outlined  until  the 
end  stage  (Stage  V)  is  reached.  This  stage  may 
persist  for  years.  Once  this  refractory  period 
is  obviously  present,  rehabilitative  treatment 
is  minimal  and  treatment  is  basically  symp- 
tomatic. It  consists  of  providing  shelter  for  the 
victim  and  treating  any  life-threatening  com- 
plications that  arise. 


Scientific  Progress  Encouraging 

In  conclusion,  triage  and  treatment  are  still 
more  of  an  art  than  a science.  However,  thanks 
to  a veritable  explosion  of  research  in  this  field 
and  our  increasing  experience,  it  will  soon  be- 
come more  scientific.  The  growing  body  of 
knowledge  that  undergirds  our  work  will  en- 

TABLE  II 

TREATMENT  MODIFIERS 
(INPATIENT  VS.  OUTPATIENT) 

1 . Can  patient  abstain  from  all  mood  altering  chemicals  on  an  outpatient 
basis?  If  so,  outpatient  favored. 

2.  Is  the  patient  a poly-drug  user  making  withdrawal  hazardous  or  un- 
predictable? If  so,  inpatient  favored. 

3.  Is  there  a history  of  abstinence  syndrome?  Which  stage?  If  so,  inpatient 
favored. 

4.  Does  the  patient  have  other  significant  medical/physical/mental  prob- 
lems? If  so,  inpatient  favored. 

5.  Does  the  patient  have  someone  living  under  the  same  roof  that  can 
go  through  an  outpatient  course  of  treatment  with  him/her?  If  so, 
outpatient  favored. 

6.  Does  the  patient  and  concerned  person  live  within  1 hour  driving 
distance  of  an  outpatient  center?  If  so,  outpatient  favored. 

7.  Does  the  patient  need  to  be  separated  from  the  family  because  of 
strife  or  abuse?  If  so,  inpatient  favored. 

8.  Does  the  patient  need  to  be  separated  from  the  work  environment 
because  of  stress?  If  so,  inpatient  favored. 

9.  Does  the  patient  need  to  be  separated  from  recreational  activities 
where  drinking  is  common  or  the  norm?  If  so,  inpatient  favored. 

10.  Are  consequences  of  outpatient  treatment  failure  very  high,  e.g.  facing 
prison?  Divorce?  Job  loss?  If  so,  inpatient  favored. 

1 1 . What  treatment  can  the  patient  and/or  family  best  afford?  Prescribing 
"the  best,"  if  the  patient  cannot  afford  it,  is  tantamount  to  no  treat- 
ment. 


able  us  to  more  easily  separate  social  use  and 
addiction,  more  accurately  gauge  illness  se- 
verity and  more  clearly  dictate  treatment  ap- 
propriateness. 

However,  common  sense  and  caring  will  still 
be  needed  and  appropriate.  There  is  much  to 
be  said  for  Dr.  Francis  W.  Peabody's  closing 
words  in  an  address  to  the  AMA  in  1927. 

“ — the  secret  of  care  of  the  patient  is  in  caring 
for  the  patient."^ 
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Alcoholism  and  Depression 


JOHN  CLANCY,  M.D.,  F.R.C.P 
Iowa  City,  Iowa 


Is  mental  illness  really  a root  cause 
of  alcoholism?  This  article  explores 
the  role  of  mental  illness  and 
depression  in  substance  abuse  and 
presents  evidence  which  may 
change  some  of  our  perceptions. 


Many  of  our  perceptions  about  the  rela- 
tionship of  alcoholism  to  mental  illness 
may  be  untrue.  Much  of  our  information  has 
come  from  retrospective  studies,  clinical  ob- 
servations and  anecdotal  patient  reports.  Re- 
search samples  have  frequently  been  drawn 
from  clinic  populations  rather  than  the  general 
population.  This  has  resulted  in  selection  bias 
and  unwarranted  pessimism  towards  treat- 
ment. 

The  value  of  prospective  studies  based  on 
community  samples  has  recently  been  em- 
phasized by  Vaillant.^  His  review  of  such  stud- 
ies indicates  it  is  time  to  revise  our  views  about 
etiology. 

For  example,  the  idea  an  unhappy  child- 
hood or  broken  home  leads  to  alcoholism  is 
no  longer  tenable. ^ It  should  not  be  assumed 
personality  disorder,  schizophrenia  or  some 
other  disease  are  at  the  root  of  alcohol  abuse. 

Dr.  Clancy  is  a professor  of  psychiatry  at  University  of  Iowa  Hospitals 
and  Clinics. 


The  adult  alcoholic  may  believe  these  condi- 
tions are  the  reason  for  his  difficulties  and  re- 
main blind  to  the  adverse  effect  of  alcohol  abuse 
on  behavior,  mood,  marital  and  social  life. 

Many  alcoholics  come  from  broken  homes 
and  poor  social  conditions.  However,  as  Var- 
iant points  out,  when  parent  alcoholism  is  con- 
trolled, the  effect  of  broken  homes  on  adult 
alcoholism  disappears.  In  his  review  of  genetic 
factors  in  the  etiology  of  familial  alcoholism, 
Schuckit  presents  strong  evidence  to  support 
the  view  that  genetic  factors  are  more  impor- 
tant than  environmental  ones.^  Although  ge- 
netic influences  are  considered  influential  in 
development  of  major  mental  disorder  and  al- 
coholism, no  strong  evidence  has  been  pre- 
sented to  link  the  two  genetically. 

In  Clinical  Practice 

What  of  the  association  between  alcoholism 
and  depression  so  frequently  seen  in  clinical 
practice?  As  Goodwin  asked,  "Are  alcoholics 
really  depressed  people  who  drink  to  feel  bet- 
ter and  better  until  drinking  becomes  uncon- 
trolled, a habit  with  its  own  propulsion, 
progressing  independently  of  the  depressed 
feelings  that  caused  it?""* 

To  answer  this  question  it  is  necessary  to 
separate  primary  and  secondary  depressions. 
A person  with  primary  depression  has  no  other 
psychiatric  illness.  A person  with  a secondary 
depression  has  another  nonaffective  primary 
psychiatric  illness  such  as  anxiety  disorder, 
brain  syndrome,  alcoholism  or  a history  of 
same.  The  clinical  picture  of  primary  and  sec- 
ondary depression  is  similar  except  as  it  is 
modified  by  the  primary  psychiatric  disorder. 

In  general,  studies  do  not  show  primary 
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depression  is  a frequent  antecedent  of  alco- 
holism. One  study  found  only  12%  of  alcoholic 
patients  had  a primary  affective  illness.^  This 
is  close  to  the  occurrence  of  depression  in  the 
general  population.  Other  studies  report  2% 
and  4%  of  alcoholics  have  primary  depres- 
sion.^- ^ 

How  many  alcoholics  have  secondary 
depression?  At  the  outset  it  should  be  noted 
alcohol  only  temporarily  relieves  depression. 
This  has  been  confirmed  under  controlled  re- 
search conditions  by  Mayfield.®  A small 
amount  of  alcohol  makes  an  alcoholic  or  de- 
pressive feel  better,  a large  amount  makes  them 


"Are  alcoholics  really  depressed 
people  who  drink  to  feel  better  until 
drinking  becomes  uncontrolled,  a 
habit  with  its  own  propulsion,  pro- 
gressing independently  of  the  de- 
pressed feelings  that  caused  it?" 


feel  worse.  It  should  also  be  noted  both  alco- 
holism and  depression  are  frequently  associ- 
ated with  suicide.  Most  suicides  occur  during 
or  shortly  after  a drinking  episode.  Seven 
studies  have  reported  on  the  frequency  of  sec- 
ondary depression  in  alcoholics.^-  ®-  In 

nearly  all  instances  the  examinations  were 
made  shortly  after  admission  to  the  hospital. 
Research  diagnostic  criteria  were  used  to 
measure  alcoholism  in  depression.  The  mean 
percentage  of  secondary  depression  found 
among  alcoholics  using  research  diagnostic 
criteria  was  24%. 

Petty  summarized  the  results  of  studies 
which  measured  secondary  depression  in  al- 
coholics by  means  of  rating  scales.^®  Diagnosis 
was  sometimes  made  on  the  basis  of  a score 
on  the  rating  scale.  The  time  in  which  the  ex- 
amination was  conducted  was  not  always  clear. 
The  mean  percentage  of  depression  among  al- 
coholics using  rating  scales  is  52%.  It  is  very 
probable  this  figure  is  over  inclusive  and  rating 
scales  alone  are  inappropriate  for  diagnostic 
purposes. 

There  is  little  doubt,  however,  secondary 


depression  is  common  among  alcoholics.  It  is 
aggravated  by  drinking  and  sometimes  abates 
when  the  person  stops  drinking.  Hamm  gave 
alcoholics  Hamilton  and  Zung  depression 
scales  48  hours  and  72  hours  after  admission, 
and  again  after  3 and  6 weeks. There  was  a 
progressive  or  pronounced  decline  in  all  de- 
pressive scores  during  the  period  of  absti- 
nence. 

How  alcohol  aggravates  depression  is  not 
known.  Alcohol  is  a toxin  associated  with  many 
physical  and  mental  impairments.  Alcoholism 
is  also  associated  with  marital,  social  and  oc- 
cupational problems.  It  is  to  be  expected  these 
adverse  consequences  will  contribute  to  some 
elements  of  the  depressive  syndrome. 

Observations  On  Treatment 

The  preceding  observations  and  reports  have 
implications  for  treatment.  The  natural  tend- 
ency for  a depression  is  to  remit.  Most  de- 
pressive episodes  are  self-limiting  but  their 
duration  may  vary  considerably.  Clinical  and 
research  studies  indicate  depression  is  wors- 
ened by  drinking.  The  first  step  in  treatment 
is  to  promote  a period  of  abstinence  and  ob- 
serve the  effect  on  depressive  symptoms.  For 
many  patients,  the  depressive  symptoms  will 
greatly  improve  or  disappear  within  two  or 
three  weeks.  If  symptoms  persist  beyond  this 
time  and  the  patient  history  suggests  primary 
depressive  disorder,  appropriate  antidepres- 
sant therapy  is  indicated. 

Finally,  the  role  of  antidepressant  medica- 
tion in  the  treatment  of  alcoholism  must  be 
investigated.  If  the  antidepressant  medication 
relieves  alcoholism,  it  could  be  concluded  al- 
coholism is  caused  by  depression!  The  evi- 
dence points  in  the  other  direction  — 
antidepressants  do  not  relieve  alcoholism,  but 
alcoholism  probably  aggravates  existing 
depression. 
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Ethanol  Trauma  Syndrome  (ETS) 


MICHAEL  E.  ABRAMS,  M.D. 
Des  Moines,  Iowa 


Over  30%  of  all  E.D.  and  hospital 
admissions  each  year  for  trauma  are 
related  to  ethanol  use.^’  This 

article  explores  the  symptomatol- 
ogy of  Ethanol  Trauma  Syndrome 
(ETS).  It  also  discusses  the  physi- 
cian's special  role  in  identifying  and 
treating  this  serious  health  prob- 
lem. 


Ethanol  use  has  had  negative  effects  on 
societies  since  biblical  times,  being  doc- 
umented in  ancient  Roman  history  as  a prob- 
lem. Mind  altering  chemicals  (opium,  cocaine, 
improved  distillation  of  ethanol)  were  first 
written  about  as  a societal  concern  in  the  16th 
century.^ 

Physicians  are  in  a strategic  position  to  help 
detect  and  control  ETS,  one  of  society's  largest 
health  problems.  This  paper  will  focus  on  3 
main  components  of  ethanol  trauma  disorder: 
1)  Current  scientific  facts  outlining  the  scope 
of  this  health  issue,  2)  Characteristics,  identi- 
fication and  management  of  Ethanol  Trauma 
Syndrome  (ETS),  and  3)  Recommendations  for 
education,  funding,  control  and  prevention  of 
ETS. 

Ethanol  dependency  has  been  studied  and 
scientifically  documented  for  almost  200  years 
(Benjamin  Rush).^  Since  the  advent  of  doctors' 
offices,  hospitals,  emergency  departments  and 

Dr.  Abrams  is  medical  director  of  Emergency  and  Chemical  Depend- 
ency Services  at  Broadlawns  Medical  Center  in  Des  Moines. 


trauma  centers,  ETS  has  been  seen  but  not 
properly  diagnosed.  Careful  studies  on  ethanol 
use  disorders  among  hospital  trauma  patients 
continue  to  document  an  unusual  number  of 
individuals  with  ETS  or  ethanol  dependency. 
However,  this  diagnosis  does  not  appear  in 
the  emergency  department  (E.D.)  assessment, 
admission  history  and  physical,  or  in  dis- 
charge planning  and  follow-up  summary. 

Our  study  of  800  ETS  patients  revealed  the 
following  clinical  information  is  not  ascer- 
tained routinely:  1)  Assessment  as  to  toxico- 
logical cause  of  the  trauma;  2)  Detailed  recent 
and  past  history  of  ethanol  use  and  previous 
trauma,  and  3)  Ethanol  dependency  assess- 
ment or  referral  for  evaluation  and  treatment. 
When  the  patient  has  obvious  organ  toxicity 
or  past  history  of  ethanol  dependency,  appro- 
priate documentation  is  found. 

Clinical  discussion  of  why  the  patient  had 
the  trauma  related  to  ethanol  use,  correlating 
past  history  of  trauma,  family  ethanol  use  or 
dependency,  hemoglobin  mean  corpuscular 
volume,  gamma-glutamyl  transpeptidase  and 
blood  ethanol  correlation  were  usually  not 
documented.  However,  blood  ethanol  levels 
and  alcointoximeter  readings  are  well  docu- 
mented and  studied. 


Magnitude  of  the  Problem 

The  incidence  of  ETS  and  ethanol  related 
trauma  is  well  documented.  The  1985  summer 
issue  of  Alcohol,  Health  and  Research  World  is 
dedicated  to  this  subject. 

Each  year,  70  million  Americans  are  injured 
at  a cost  of  80  billion  dollars,  one  of  our  largest 
expenditures  for  health  care."  Over  10%  of 
these  injuries  are  related  to  ethanol  use. 

Five  percent  of  the  male  population  meet 
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diagnostic  criteria  for  ethanol  dependency. 
Prevalence  of  non-dependent  ethanol  users 
with  individual,  family,  work  and  health  prob- 
lems vary  from  15-35%  of  the  male  popula- 
tion.Over  100  million  Americans  are  ethanol 
users. 

Profile  of  ETS  Patient 

• Age:  usually  18-39,  average  29. 

• Sex:  male-female,  12-1. 

• Two  or  more  E.D.  visits  for  ethanol  use 
related  accidents  and  violent  behavior. 

• Multiple  hospital  and  E.D.  visits  for 
ethanol  use  medical  problems. 

• History  of  more  head  injuries  than  non- 
user trauma  patients. 

• History  of  greater  utilization  of  mental 
health  and  counseling  interventions. 

• Assessed  and  treated  by  several  different 
physicians. 

• Usually  never  been  evaluated  by  history, 
physical  exam  or  laboratory  for  ethanol  de- 
pendency. 

• Identified  on  medical  record  as  uncoop- 
erative, intoxicated,  refusing  treatment,  slurred 
speech,  staggering  gait.  Doesn't  keep  appoint- 
ments, wants  stronger  pain  pills  and  has  an 
"alcohol  odor"  on  his  breath  (ethyl  alcohol  is 
colorless,  clear  and  odorless). 

• Usually  has  had  a serum  ethanol  level  or 
breath  alcointoximeter  test  done. 

• Usually  has  not  had  a gamma-glutamyl 
transpeptidase,  the  MAST  Test,^  the  CAGE 
Test  or  the  Skinner  et  al  Trauma  Scale  TesP  to 
determine  if  ethanol  dependency  or  ETS  ex- 
ists. 

• No  family  history  of  dependency  docu- 
mented; the  family  usually  has  not  received 
medical  information  about  the  problem. 

• Arrested  for  ethanol  use  behaviors  or  driv- 
ing while  under  the  influence  of  ethanol. 

• Females  over  40  with  fractures,  disloca- 
tions of  extremities. 

• Admitted  for  major  fracture  and  surgical 
care  but  not  evaluated  for  ETS. 

• Usually  has  not  had  any  systematic, 
professional  or  medical  diagnosis  made  of  ETS. 
Has  not  had  consultation,  referral,  education 
or  treatment  of  this  disorder. 

These  findings  are  from  our  ethanol  trauma  re- 
gistry and  from  medical  literature  on  ethanol  use 
trauma.) 


ETS  Epidemiology 

Traditionally,  physicians  in  clinical  practice 
do  not  evaluate  WHY  a patient  is  injured.  The 
standard  of  care  is  to  treat  the  patient's  injury. 
Physicians  can  help  decrease  significant  mor- 
bidity and  premature  mortality  of  ethanol  as- 
sociated illnesses.^  Physicians  need  to  ascertain 
why  patients  sustain  injuries  and  then  educate 
them. 

Research  has  shown  accidents  are  fairly  pre- 
dictable. Epidemiologists  have  developed 
models  to  help  explain  injury  occurrence. 
These  models  involve  the  individual  levels  of 
performance  and  the  demands  of  the  task  being 
carried  out.  As  long  as  the  individual's  per- 
formance level  exceeds  the  demands  of  the 
task,  the  "energy  source"  (the  car  one  drives) 
remains  under  control.  The  moment  the  en- 
ergy source  is  no  longer  under  control,  an  ac- 

( Please  turn  to  page  122) 

TABLE  II 

ETHANOL  TRAUAAA  SYNDROME 


Management  Guidelines 

1.  EMPHASIZE  EARLY  IDENTIFICATION 

Socially  stable  individuals  in  earlier  stages  of  problem  ethanol  use  hove 
a better  prognosis  (before  ethanol  dependency  irreversible  disease) 

2.  CONDUCT  A SYSTEMATIC  ASSESSMENT 
Examine  patterns  of  alcohol  and  drug  use 
Assess  the  degree  of  alcohol  dependency 
Review  medical  history  and  behavioral  functioning 
Genetic  history,  spouse/parents  with  chemical  dependency 
Victim  of  family  abuse 

3.  ENGAGE  IN  A SINGLE  COUNSELING  SESSION 
Review  assessment  findings  with  patient  and  family 

Present  evidence  of  physical  damage  related  to  ethanol  use  (for  ex- 
ample, raised  GGT,  MCV) 

Emphasize  responsibility  of  the  patient  and  family  for  working  on  goals 
Set  ethanol  use  goals  (abstinence  or  decrease  per  day  or  per  week) 
Set  goals  for  attainable  success  and  increased  self-worth 
Refer  (if  needed)  to  other  agencies  or  professionals,  chemical  depend- 
ency program 

4.  PROVIDE  SELF-HELP  AAANUALS 

Prescribe  steps  to  stop  or  control  ethanol  use 

Provide  guidance  in  other  areas  (for  example,  stress  management, 
alternative  activities) 

5.  CONDUCT  PERIODIC  FOLLOW-UP 

Ask  patients  to  keep  a daily  ethanol  use  log 

Monitor  physical  indicators  of  heavy  ethanol  use  (GGT  level,  SGOT) 
Review  progress  on  goal  attainment 
Use  of  tranquilizers 

Refer  (if  needed)  to  other  agencies  or  professionals,  AA,  AL-ANON, 
ETS  Groups,  parents  of  adolescents  to  Tough  Love. 
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cident  is  likely  to  happen  (Dufour  and 
Moskowitz)d° 

Studies  of  ethanol  effects  suggest  only  one- 
third  fluid  ounce  can  produce  performance  def- 
icits. Ethanol  also  reduces  an  individual's 
awareness  of  being  impaired.  Risk  taking  de- 
cisions while  driving  increase  at  0.10%  blood 

TABLE  lA 

CHECKLIST  OF  POSSIBLE  EARLY  INDICATORS  OF  ETHANOL  USE 
PROBLEMS  OF  DEPENDENCY 


HIGH  RISK  FACTORS: 

Often  has  more  than  six  drinks  per  day  (>80  g/d  ethanol) 

Concern  about  ethanol  use  by  self  or  family  or  both 
Intellectual  impairment,  especially  of  abstracting  and  adaptive  abilities 
Eating  lightly  or  skipping  meals  when  using  ethanol 
Drinks  quickly;  increased  tolerance 
Accidents  in  which  ethanol  is  involved 
Tardiness  or  absence  from  work  because  of  ethanol  use 
Most  friends  are  heavy  ethanol  users,  most  leisure  activities  involve 
ethanol  use 

Frequent  use  of  ethanol  to  deal  with  stress,  anxiety,  depression 
Attempts  to  decrease  ethanol  use  have  had  limited  success 
Frequent  ethanal  use  during  the  working  day  (for  example,  at  lunch 
break) 

Heavy  smoker 

Parent(s)  were  or  are  chemically  dependent 

LABORATORY  TESTS 
GGT: 

elevated  serum  gamma-glutamyl 

transpeptidase  (except  in  patients  with  nonalcoholic  liver  disease  and 
those  taking  other  drugs) 

MCV; 

macrocytosis  without  anemia 
BAC: 

random  blood  alcohol  level  greater  than  80  mg/dl;  BAC  0. 150  percent 
and  patient  doesn't  appear  intoxicated. 

CLINICAL  SYMPTOMS  AND  SIGNS 
Trauma 

Scars  unrelated  to  surgery 
Hand  tremor 

Breath  odor  of  alcohol  during  the  day 
Dyspepsia 

Marning  nausea  and  vomiting 

Recurrent  diarrhea 

Pancreatitis 

Hepatomegaly 

Polyuria 

Irripotence 

Palpitations 

Hypertension 

Insomnia;  nightmares 

Wants  or  is  on  Benzodiazepine  Tranquilizers 
LEGAL 

Has  been  arrested  for  driving  under  the  influence  (diagnostic  of  chemical 
dependency)” 

Public  intoxication 
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alcohol  concentration  (BAC).  Clayton  found 
driving  and  flying  skills  are  impaired  at  BAC 
levels  of  0.04  to  0.05%,  or  2 equivalent  ethanol 
containing  beverages  on  an  empty  stomach. 
Mookherjee's  results  supported  the  argument 
ethanol  in  combination  with  other  character- 
istics (such  as  disrespect  for  the  law  or  peer 
influence)  leads  to  high  risk  driving  and  ac- 
cident proneness.  Children  and  adolescents 
have  a higher  risk  for  ethanol  effects  because 
of  its  toxicity  on  brain  function  and  motor  per- 
formance and  because  of  their  low  tolerance 
to  ethanol. 

TRAUMA:  Major  Sign  of  Ethanol 
Dependence 

10-50%  of  the  trauma  patients  seen  in  emer- 
gency departments  are  there  because  they  use 
or  are  dependent  on  ethanol.  All  trauma  pa- 
tients need  to  be  evaluated  for  ethanol  or  other 
mind  altering  drug  use.  Trauma  is  a major  sign 
of  ethanol  dependency.^® 

All  trauma  patients  cared  for  by  ambulance 
professionals  must  be  evaluated  for  ethanol 
and  drug  use.  This  information  should  be  doc- 
umented on  the  patient  care  form  and  related 
to  the  E.D.  physician.  The  E.D.  medical  team 
obviously  must  care  for  the  trauma  patient's 
organ  problems,  and  also  begin  an  evaluation 
of  why  the  patient  sustained  the  injury. 

Diagnosing  ETS  and  Ethanol 
Dependency 

All  professional  ambulance  EMT's,  par- 
amedics, nursing  and  medical  personnel  who 
provide  care  for  trauma  patients  must  be  ed- 
ucated to  recognize  trauma  as  a significant  sign 
of  ETS  or  ethanol  dependence.  All  emergency 
departments  and  their  medical  teams  need 
standardized  protocols  on  how  to  ascertain  the 
likely  cause  of  the  trauma  and  proper  patient 
disposition.  Medical  literature  describes  ex- 
plicitly successful  medical  intervention  tech- 
niques and  patient  outcomes. 

Emergency  Department  Patient 
Evaluation 

• Prehospital  care  by  ambulance  personnel 
— identify  and  document  ethanol  and  drug 
use  signs  at  the  scene.  (Ethanol  breath  or  blood 

(Please  turn  to  page  123) 
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for  all  IMS  member  physicians 


april  18-20  * des  moines  marriott  hotel 


SCIENTIFIC  SESSION 


The  1986  Scientific  Session  of  the  Iowa  Medical 
Society  will  be  held  in  conjunction  with  the  An- 
nual Meeting  of  the  IMS  House  of  Delegates  April 
1 8,  1 9 and  20  at  the  Marriott  Hotel  in  Des  Moines. 
There  will  be  a full  day  of  scientific  programming 
on  Friday,  April  18  beginning  at  8:50  a.m.  A 
two-hour  session  on  risk  management  is  sched- 
uled at  3:00  p.m.  on  Saturday,  following  the 
opening  session  of  the  House  and  reference  com- 
mittee hearings.  On  Sunday,  the  Scientific  Ses- 
sion will  conclude  with  a special  breakfast 
program.  The  final  session  of  the  House  will  con- 
vene at  the  conclusion  of  the  program. 


HOTEL  RESERVATIONS 

The  Marriott  Hotel  is  headquarters  for  the  1986 
IMS  Scientific  Session  and  Annual  Meeting.  Room 
reservations  may  be  made  by  calling  or  writing 
the  Marriott  Hotel,  515/245/5500,  700  Grand 
Avenue,  Des  Moines  50309.  Please  request  that 
your  room  be  taken  from  the  block  reserved  by 
the  IMS. 


PRESIDENT'S  GREETING 


PROGRAM  COMMITTEE 

Richard  K.  Green,  M.D., 
Council  Bluffs,  is  chairman  of 
the  1986  IMS  Program  Com- 
mittee. Other  members  are 
Don  C.  Green,  M.D.,  Des 
Moines;  John  W.  Olds,  M.D., 
Des  Moines;  Ronald  Reider, 
M.D.,  Cedar  Rapids  and  Ian  M. 
Smith,  M.D.,  Iowa  City. 


DR.  R.  GREEN 


DR.  D.  GREEN 


DR.  OLDS 


DR.  REIDER 


DR.  SMITH 


Welcome  to  the  1 986  IMS  Scientific  Session  and 
Annual  Meeting.  Two  major  themes  dominate 
this  year's  program:  care  of  the 
elderly  and  risk  management. 

An  excellent  series  of  presen- 
tations has  been  arranged.  The 
program  is  designed  specifi- 
cally to  enhance  the  physi- 
cian's medical  knowledge  and 
professional  competence. 

A special  luncheon  is  sched- 
uled on  Friday,  featuring  a 
presentation  on  the  reorgani- 
zation of  state  government  by 
H.  Edward  Yelick,  director  of  State  Government 
Restructuring,  State  of  Iowa.  At  a breakfast  ses- 
sion on  Sunday,  John  J.  Ring,  M.D.,  a Trustee 
of  the  American  Medical  Association,  will  pro- 
vide a national  perspective  on  some  of  the  med- 
ical/socio-economic issues  confronting  the 
elderly.  He  will  then  join  a panel  of  individuals 
directly  concerned  with  problems  of  the  elderly 
for  a general  discussion.  There  will  be  ample 
opportunity  during  the  entire  program  for  ques- 
tions and  comments  from  the  audience. 

I commend  the  members  of  the  Program  Com- 
mittee for  their  efforts  in  developing  this  contin- 
uing education  program,  and  hope  that  each 
participant  has  a rewarding  and  enjoyable  ex- 
perience. 

Emmett  B.  Mathiasen,  M.D.,  President 

Iowa  Medical  Society 


PROGRAM 


FRIDAY,  APRIL  18 
MARRIOTT  HOTEL 
8:00  A.M.  — REGISTRATION 
INFORMATION 

EARLY  BIRD  CONTINENTAL 
BREAKFAST 


DR.  BENSON 


GENERAL  SESSION 


8:50  A.M.  — WELCOMING 
REMARKS 

Emmett  B.  Mathiasen,  M.D., 
Council  Bluffs 
President,  Iowa  Medical 
Society 


CARE  OF  THE  ELDERLY 


DR.  R.  S.  BROWN  DR.  R.  T.  BROWN 


DR.  FEISELMANN 


MR.  YELICK 


9:00  A.M.  — DIFFERENTIAL 
DIAGNOSIS  AND 
TREATMENT  OF 
DEMENTIA  — BALDRIDGE- 
BEYE  MEMORIAL  LECTURE 
— IOWA  MEDICAL 
FOUNDATION 


Dalton  Benson,  M.D., 
Montrose,  New  York 
Chief  of  Intermediate 
Medicine 

FDR  Veterans'  Administration 
Hospital 

9:30  A.M.  — COUNSELING  THE 
FAMILY  CARE  GIVERS  — 
FAMILY  PRACTICE  ANNUAL 
LECTURE,  WATERLOO 
MEDICAL  SOCIETY 
MEMORIAL 

Karen  Freda,  M.S.W.,  Moline, 
Illinois 

Executive  Director 
Alternatives  for  the  Older 
Adult,  Inc. 

10:00  A.M.  — MALE/FEMALE 

MORTALITY  COMPARISON 
(WHY  ARE  WE  LOSING 
MORE  MALES  THAN 
FEMALES  AT  AGE  60-70) 

Ian  M.  Smith,  M.D., 

Iowa  City 

Professor  of  Internal 
Medicine 

University  of  Iowa  College  of 
Medicine 


10:30  A.M.  — RECESS 

10:45  a.m.  — CHRONIC 

PULMONARY  DISEASES  OF 
THE  ELDERLY  — ARTHUR 
ERSKINE  MEMORIAL 
LECTURE 

John  Fieselmann^  M.D., 

Des  Moines 

Chief  of  Internal  Medicine 
Veterans'  Administration 
Medical  Center 

11:15  A.M.  — VISUAL  PROBLEMS 
IN  THE  ELDERLY 

Robert  S.  Brown,  M.D., 

Des  Moines 
Private  Practice  of 
Ophthalmology 

11:45  A.M.  — EVALUATING  THE 
DIZZY  PATIENT 

Robert  T.  Brown,  M.D., 

Des  Moines 
Private  Practice  of 
Otolaryngology 

12:00  NOON  — RECESS 

12:15  P.M.  — LUNCHEON 

PROGRAM;  THE  PLEASURES 
AND  PAINS  OF 
REORGANIZING  STATE 
GOVERNMENT 

H.  Edward  Yelick, 

Des  Moines 

Director  of  State  Government 

Restructuring 

State  of  Iowa 

1:30  P.M.  — PAIN 

MANAGEMENT  AND 
SYMPTOM  CONTROL  IN 
TERMINAL  ILLNESS 

Mark  C.  Johnson,  M.D., 
Mason  City  Private  Practice 
of  Internal  Medicine 


DR.  WINTERMEYER  MS.  GOMEZ 


2:00  P.M.  — PRACTICE  PEARLS 


• VACCINES  FOR  SPECIAL 
OCCASIONS 

• BOTTOM  LINE  ON  AIDS 

Laverne  A.  Wintermeyer, 
M.D.,  Des  Moines 
Director  of  Infectious 
Disease  Control 
State  Epidemiologist 
Iowa  State  Department  of 
Health 

• URINARY  INCONTINENCE 

Ian  M.  Smith,  M.D.,  Iowa 
City 

Professor  of  Internal 
Medicine 

University  of  Iowa  College  of 
Medicine 

• CURRENT  TREATMENT  OF 
DECUBITUS  ULCERS 

Geri  Gomez,  R.N., 

Des  Moines 
Enterostomal  Therapist 
Nurse  Clinician  I 
Mercy  Hospital  Medical 
Center 

2:45  P.M.  — RECESS 

3:00  P.M.  — HOW  TO  AVOID 
BEING  SUED:  AN  EXERCISE 
IN  RISK  MANAGEMENT 


Thomas  A.  Finley,  J.D.,  Des 
Moines 

A partner  in  the  firm  of 
Duncan,  Jones,  Riley  and 
Finley 

Mr.  Finley  and  several  other  lawyers  will 
discuss  important  aspects  of  risk  man- 
agement, including:  treatment  stand- 
ards, informed  consent,  abandonment, 
documentation,  expert  witnesses.  A sta- 
tus report  on  IPMIT/AMACO  will  also 
be  provided.  This  program  will  con- 
tinue on  Saturday  with  a two-hour 
"mock  trial"  session.  Audience  partic- 
ipation is  encouraged. 

5:00  P.M.  — ADJOURNMENT 


SATURDAY,  APRIL  19 
Marriott  Hotel 


8:30  A.M.  — IMS  HOUSE  OF 
DELEGATES/OPENING 
SESSION 

1:30  P.M.  — REFERENCE 
COMMITEE  HEARINGS 


3:00  P.M.  — THE  TRIAL  AND  THE 
VERDICT  — 

CONTINUATION  OF  THE 
RISK  MANAGEMENT 
PROGRAM 

An  actual  medical  liability  case  will  be 
presented,  with  testimony  on  both  sides 
of  the  issue.  The  audience  will  serve  as 
the  jury  and  will  submit  a verdict.  After 
the  mock  trial  has  been  completed,  the 
verdict  in  the  actual  case  will  be  re- 
vealed. Audience  participation  is  en- 
couraged. 

5:00  P.M.  — ADJOURNMENT 
6:00  P.M.  — PRESIDENT'S 
RECEPTION 

7:00  P.M.  — ANNUAL  BANQUET 


SUNDAY,  APRIL  20 
Marriott  Hotel 


7:00  A.M.  — BREAKFAST 


DR.  RING 


7:45  A.M.  — THE  AMA  AND  THE 
ELDERLY 

John  J.  Ring,  M.D., 
Mundelein,  Illinois 
Member  of  the  Board  of 
Trustees 

American  Medical 
Association 


8:15  A.M.  — RECESS 


DR.  R.  GREEN  MR.  CRABB 


8:30  A.M.  — CONCERNS  OF  THE 
ELDERLY: 

PANEL  DISCUSSION 

Frank  Crabb,  Denison 
Chairman  of  the  Legislative 
Committee 

Iowa  Chapter,  American 
Association  of  Retired 
Persons 


LUNCHEON 


MR.  NELSON  MS.  TYNES 


William  R.  Nelson,  Waterloo 
Octogenarian 

Doctor  Ring 

Karen  L.  Tynes,  Des  Moines 
Executive  Director 
Iowa  Commission  on  Aging 

Richard  K.  Green,  M.D., 
Council  Bluffs 
Moderator 

Chairman,  IMS  Program 
Committee 

9:30  A.M.  — ADJOURNMENT 

10:00  A.M.  — FINAL  SESSION/IMS 
HOUSE  OF  DELEGATES 


CME  CREDIT 


The  1986  Scientific  Session  of  the  Iowa  Medical 
Society  is  jointly  sponsored  by  the  University  of 
Iowa  College  of  Medicine.  The  University  of  Iowa 
College  of  Medicine  is  accredited  by  the  Ac- 
creditation Council  for  Continuing  Medical  Ed- 
ucation (ACCME)  to  sponsor  continuing  medical 
education  for  physicians  and  designates  this  CME 
activity  as  meeting  the  criteria  for  9 hours  in  Cat- 
egory I of  the  Physician's  Recognition  Award  of 
the  American  Medical  Association.  In  addition, 
the  program  has  been  reviewed  and  is  acceptable 
for  9V2  hours  of  prescribed  credit  by  the  Amer- 
ican Academy  of  Family  Physicians. 


A dutch-treat  luncheon  is  scheduled  Friday  noon, 
with  H.  Edward  Yelick  as  the  guest  speaker.  Mr. 
Yelick  is  the  Director  of  State  Government  Re- 
structuring, by  appointment  of  the  Governor.  He 
will  discuss  the  "Pleasures  and  Pains  of  Reor- 
ganizing State  Government." 


BREAKFAST 


John  j.  Ring,  M.D.,  a Trustee  of  the  American 
Medical  Association,  will  be  the  guest  speaker 
at  a special  breakfast  beginning  at  7:00  A.M.  on 
Sunday.  His  topic  is  "The  AMA  and  the  Elderly." 


BANQUET 


The  Annual  Banquet  will  be  Saturday  evening, 
April  19.  IMS  awards  will  be  presented  during 
the  banquet  and  special  entertainment  has  been 
arranged. 

A President's  Reception  will  precede  the  banquet 
from  6:00  to  7:00  P.M. 


MEETING  FACILITIES 


The  Marriott  Hotel  has  excellent  meeting  facili- 
ties. All  sessions  will  be  held  on  the  Second  Level, 
and  specific  room  assignments  will  be  posted. 
The  IMS  Registration  Booth  for  both  the  Scientific 
Session  and  the  House  of  Delegates  meeting  will 
also  be  located  on  the  Second  Level. 


1986  SCIENTIFIC  PROGRAM  PREVIEW 


Synopses  of  some  1986  Scientific  Session  pres- 
entations are  included  below: 

CARE  OF  THE  ELDERLY 

"My  presentation  will  cover  the  dynamics  of 
caregiving,  the  potential  for  abuse  or  neglect  and 
individual  and  group  intervention  with  caregiv- 
ers." — Karen  Freda,  Executive  Director,  Alter- 
natives for  the  Older  Adult,  Inc.,  Moline,  Illinois. 

"I  will  discuss  basic,  practical  evaluation  of  the 
dizzy  patient  with  emphasis  on  differential  di- 
agnosis."— Robert!.  Brown,  M.D.,  Des  Moines, 
Private  Practice  of  Otolaryngology. 

"I  will  discuss  the  issues  of  longterm  care,  med- 
ical malpractice  and  quick  dismissal  from  the 
hospital."  — Frank  Crabb,  Legislative  Commit- 
tee Chairman,  Iowa  Chapter,  American  Associ- 
ation of  Retired  Persons. 

"My  presentation  will  involve  concerns  of  Iowa's 
elders  from  a state  planning  and  advocacy  per- 
spective. The  focus  will  be  the  growth  of  Iowa's 


grand  elders."  — Karen  L.  Tynes,  Executive  Di- 
rector, Iowa  Commission  on  the  Aging. 

"I  will  discuss  living  with  and  caring  for  a person 
with  Alzheimers,  including  maintaining  clean- 
liness and  other  care."  — William  R.  Nelson, 
Waterloo,  octogenarian. 

"I  will  discuss  laser  treatment  of  glaucoma,  dry 
eyes,  cataracts  and  future  developments  cur- 
rently being  researched."  — Robert  S.  Brown, 
M.D.,  Des  Moines,  Private  Practice  of  Ophthal- 
mology. 

PAIN  MANAGEMENT  IN 
TERMINAL  ILLNESS 

"My  presentation  will  cover  therapeutic  inter- 
ventions directed  at  symptom  control  and  pallia- 
tion. I will  discuss  political  apsects  of  pain  control 
in  a multidisciplinary  setting  and  the  fact  that 
symptom  control  must  recognize 'total  pain.'" 
— Mark  C.  Johnson,  Mason  City,  Private  Practice 
of  Internal  Medicine. 
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ANNUAL  BANQUET 

Saturday  Evening,  April  19 

Featuring 


• Presentation  of  Awards 

• Special  Guests 

— The  Honorable  Terry  Branstad 
Governor,  State  of  Iowa 

— The  Honorable  Jim  Lightfoot 
U.S.  Congressman 
First  Congressional  District 


— John  J.  Ring,  M.D. 

AMA  Trustee 

• A Presentation  on  Medicine  and 
the  Law 

By  Doctor  Tom  Murphy 

• Special  Entertainment 


1986  SCIENTIFIC  SESSION  REGISTRATION  FORM 

Please  detach  and  return  this  form  to 
IMS  HEADQUARTERS 


The  Scientific  Session 
On  Friday,  April  18 
On  Saturday,  April  19 
On  Sunday,  April  20 
Friday  Luncheon  Program  ($10.50) 
Saturday  Annual  Banquet  ($25.00) 
Sunday  Breakfast  Program  ($7.50) 


I PLAN  TO  ATTEND  — 

PLEASE  CHECK  NUMBER  ATTENDING 


Advance  payment  for  meal  functions  is  welcomed  and  encouraged 
Please  make  checks  payable  to  the  Iowa  Medical  Society 

Name  (Please  print) 

Address 


Room  reservations  should  be  made  directly  with  the  Marriott  Hotel 

Call  515/245-5500 


testing  completed  as  per  medical  control  or 
protocol.) 

• Emergency  medical  team  advised  per  ra- 
dio of  incoming  trauma  patients  and  prepare 
for  life-sustaining  treatment  and  patient  eval- 
uation. 

• All  patients  seen  in  emergency  settings 
should  be  evaluated  for  chemical  use  as  a 
standard  part  of  nursing  and  medical  assess- 
ment: ethanol,  tobacco,  caffeine,  etc.^°  If  the 
patient  cannot  be  assessed,  the  family  should 
be  asked.  Chemical  use  should  be  a separate 
section  in  the  medical  history.  (Table  lA) 

• Pertinent  history  and  physical  exam,  his- 


tory being  the  most  helpful  for  ETS  and  ethanol 
dependency  documentation.^®  See  Table  lA. 
(Basic  ethanol  use  questions,  trauma  scale 
questionnaire,  past  medical  history  and  ge- 
netic history  take  but  a few  minutes.)  See  Table 
IB,  MAST,®^  CAGE,®®  Skinner  et  al.  Trauma 
Scale  questionnaire,®  and  genetic  history 
(Schuckit),®^' ®®  (Goodwin),®®  (Hegedus).®^ 

• Laboratory: 

a)  Breath  alcointoximeter  done  ASAP;  serum 
and  urinalysis  for  ethanol  or  other  mind-al- 
tering chemical  levels. 

b)  hemoglobin,  mean  corpuscular  volume- 
macrocytosis  screen. 

(Please  turn  to  page  124) 


TABLE  IB 

STANDARD  EVALUATION  FOR  ETS  — TRAUMA  INVENTORY 


Trauma  scale  questionnaire  to  detect  early  ethanol  use  disorders  and/or  dependency. 

(Nurse  or  Physician  can  complete  patient  exam.  Document  questions  and  results  in  the  medical  record.) 

2. 

Have  you  been  injured  in  a road-traffic  accident? 

Yes 

Nn 

3. 

Have  you  injured  your  head? 

Yes 

Nn 

4. 

Have  you  been  injured  in  an  assault  or  fight  (excluding  or  not  counting  injuries  during  sports)? 
Have  you  been  injured  while  using  Ethanol? 

Is  anyone  in  your  family  Ethanol  dependent? 

Are  you  dependent  on  tobacco? 

Did  you  start  using  Ethanol/tobacco  before  age  1 8? 

5. 

6. 

7. 

8. 

Yes 

No 

If  the  patient  has  an  elevated  MCV,  an  elevated  gamma  gt*  and  answers  two  or  more  yes  questions  1-5,  the  patient  has  a greater  than  70  percent 
probability  of  having  ETS  or  Ethanol  dependency.  The  patient  needs  more  work-up,  counseling,  education  and  when  possible,  involve  the  family  in  more 
assessment  to  decide  what  treatment  is  needed.  If  questions  6-8  are  answered  yes,  this  greatly  increases  the  risk  of  Ethanol  use  disorders  and/or  dependency. 

Skinner  et  al  {Modified  Language) 


The  Brief  Michigan  Alcoholism  Screening  Test 

Circle  correct 

ansewers 

Points 

1 . Do  you  feel  you  are  a normal  Ethanol  user? 

Yes 

No 

No  2 

2.  Do  friends  or  relatives  think  you  are  a normal  Ethanol  user? 

Yes 

No 

No  2 

3.  Have  you  ever  attended  a meeting  of  Alcoholics  Anonymous? 

Yes 

No 

Yes  5 

4.  Have  you  ever  lost  friends  or  girlfriends/boyfriends  because  of  Ethanol  use? 

Yes 

No 

Yes  2 

5.  Have  you  ever  gotten  into  trouble  at  work  because  of  Ethanol  use? 

6.  Have  you  ever  neglected  your  obligations,  your  family  or  your  work  for  two  or  more  days  in  a row 

Yes 

No 

Yes  2 

because  you  were  using  Ethanol? 

7.  Have  you  ever  had  delirium  tremens  (DTs),  severe  shaking,  heard  voices  or  seen  things  that  weren't 

Yes 

No 

Yes  2 

there  after  heavy  Ethanol  use? 

Yes 

No 

Yes  2 

8.  Have  you  ever  gone  to  anyone  for  help  about  your  Ethanol  use? 

Yes 

No 

Yes  5 

9.  Have  you  ever  been  in  a hospital  because  of  Ethanol  use? 

Yes 

No 

Yes  5 

10.  Have  you  ever  been  arrested  for  drunk  driving  or  driving  when  using  Ethanol? 

Yes 

No 

Yes  2 

Score  6 = probable  diagnosis  of  Ethanol  Dependency 
Pokorny  et  aP^  (Modified  Language) 

The  CAGE  Questions 

1 . Have  you  ever  felt  you  should  Cut  down  on  your  Ethanol  use? 

Yes 

No 

2.  Have  people  Annoyed  you  by  critizing  your  Ethanol  use? 

Yes 

No 

3.  Have  you  ever  felt  bod  or  Guilty  about  your  Ethanol  use? 

4.  Have  you  ever  had  to  use  Ethanol  first  thing  in  the  morning  to  steady  your  nerves  or  to  get  rid  of 

Yes 

No 

a hangover  (Eye-opener)? 

Yes 

No 

Two  or  more  affirmative  = probable  diagnosis  of  Ethanol  Dependency 
Mayfield  et  aP^  (Modified  Language) 
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c)  gamma-glutamyl  transpeptidase. 

When  the  history,  physical  exam  and  labo- 
ratory identify  chemical  use  as  a potential  cause 
of  the  patient's  trauma,  the  primary  physician 
has  several  options.  These  depend  on  training, 
intervention  skills,  hospital  and  community 
setting. 

ETS  Patient  Discussion 

• State  the  diagnosis  and  the  potential  cause 
of  the  injury  to  the  patient.  Document  ETS  or 
ethanol  dependency  in  the  medical  record  and 
discharge  summary. 

• Discuss  genetic  factors  and  the  increased 
risk  of  ethanol  use  morbidity  and  mortality. 
Ethanol  use  is  the  second  leading  cause  of  pre- 
mature death. 

• Involve  the  family  in  the  discussion  of  side 
effects  of  ethanol  use  (family  abuse,  children 
of  alcoholism  syndrome). 

• Discuss  goals  to  decrease  ethanol  use. 

• Utilize  patient  education  material  on 
ethanol  use  trauma^®  and  self-help  manuals. 
Structured  follow-up  appointments  should  be 
scheduled  until  the  patient  and  family  under- 
stand ETS  and  meet  treatment  goals. 

Depending  on  clinical  stability  and  degree 
of  ethanol  impairment,  patients  may  be  of- 
fered detoxification  admission  or  direct  ad- 
mission for  treatment  to  a chemical 
dependency  unit.  The  primary  care  or  trauma 
physician  may  wish  to  refer  the  patient  to  the 
chemical  dependency  consultation  physician 
or  team  for  further  assessment  and  treatment. 
The  young  adult  patient  should  be  referred  on 
the  first  ethanol  use  trauma  visit. 

Hospitals,  communities  and  AA  groups  may 
have  24-hour  ethanol  use  intervention  teams 
who  come  to  the  E.D.  or  hospital  to  consult 
or  intervene  with  the  patient  and  family  (Roger 


IMS  COMMITTEE  ON  ALCOHOLISM 
AND  DRUG  ABUSE 

Leadership  on  behalf  of  the  Iowa  Medical 
Society  in  the  area  of  alcoholism  and  drug 
abuse  is  provided  by  a 12-member  committee. 
This  committee  has  planned  and  developed 
the  editorial  content  of  this  issue. 

The  members  are  James  F.  Stiles,  M.D.,  Ce- 
dar Rapids  (chairman);  John  F.  Collins,  M.D., 
Davenport;  Steven  R.  Eckstat,  D.O.,  West  Des 


Williams  Model), (Stephenson  Model)'*®  and 
(Hemphill  Model). (Table  II) 

A difficult  factor  to  overcome  in  dealing  with 
ETS  is  the  "Quadruple  Passivity  Syndrome." 
The  patient  does  not  want  to  talk  about  ethanol 
use  and  denies  it  is  a health  problem.  The  phy- 
sician does  not  want  to  ask  about  the  patient's 
ethanol  use  and  denies  it  is  a health  problem. 
Studies  show  patients  are  willing  to  discuss 
their  ethanol  use  if  the  physician  asks.^° 

Management  and  Prevention  of  ETS 

• Education  of  the  public  (including  all 
school  age  children),  the  legal  profession, 
nurses  and  the  medical  profession. 

• State  and  local  medical  societies  imple- 
ment programs  to  control  this  unchecked  ep- 
idemic. Implement  the  AMA  report  from  its 
Council  on  Scientific  Affairs  on  Ethanol  and 
Trauma. 

• Trauma  centers  include  a chemical  de- 
pendency counselor  on  the  medical  team. 

• Quality  assurance  audits  done  at  every 
hospital  admitting  trauma  patients.  The  audits 
will  identify  problems  in  managing  ETS  pa- 
tients. 

• Insurance  companies,  peer  review  orga- 
nizations and  JCAH  develop  criteria  to  estab- 
lish optimum  DRG  reimbursement,  protocols 
for  management  and  trauma  service  care 
standards  for  diagnosing  and  treating  ETS. 

• Labeling  and  advertising  which  outlines 
the  danger  of  ethanol-containing  products  and 
the  health  disorders  it  causes  for  users.  Ap- 
proximately 70  deaths  per  day  in  the  U.S.  are 
caused  by  ethanol  use  disorders. 
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IOWA  METHODIST  MEDICAL  CENTER 
THROCKMORTON  SURGICAL  SOCIETY 
SPRING  MEETING 


Topic:  Hepatobiliary  Disease 
Date:  Friday,  April  11,1 986 

Place:  Jester  Auditorium,  Iowa  Methodist  Medical  Center 
Des  Moines,  Iowa 


Moderator:  Bernard  D.  Mouw,  M.D.,  Surgical 
Teaching  Staff,  Iowa  Methodist 
Medical  Center 


7:30  a.m. 
8:00  a.m. 

8:1 0 a.m. 

8:30  a.m. 

8:50  a.m. 

9:10  a.m. 

9:30  a.m. 

9:50  a.m. 
10:10  a.m. 

1 0:30  a.m. 
10:50  a.m. 


1 1 :20  a.m. 


Registration 
Continental  Breakfast 

Welcome  — Heinz  S.  Jacobi,  M.D., 
President,  Throckmorton  Surgical 
Society 

Diagnostic  Tests  for  Biliary  Obstruction 
Steven  E.  Silvis,  M.D.,  Professor  of 
Medicine,  University  of  Minnesota 

Management  of  Acute  Cholangitis 
James  H.  Foster,  M.D.,  Professor  of 
Surgery,  University  of  Connecticut 

Dissolution  of  Biliary  Cholesterol 
Stones 

Johnson  Thistle,  M.D.,  Professor  of 
Medicine,  Mayo  Medical  School 

Intra-operative  Choledochoscopy:  Is  it 
of  value? 

David  M.  Nagorney,  M.D.,  Asst.  Pro- 
fessor of  Surgery,  Mayo  Medical 
School 

Choledochoduodenostomy  versus 
Sphincteroplasty 

Jack  Pickleman,  M.D.,  Professor  and 
Chief  of  General  Surgery,  Loyola  Uni- 
versity 

Coffee  Break 

Treatment  of  Retained  Stones  with 
E.R.C.P. 

Steven  E.  Silvis,  M.D. 

Biliary  Strictures-Surgical  Treatment 
Jack  Pickleman,  M.D. 

Joseph  B.  Priestley  Memorial  Lecture: 
Surgical  Authors  — Pride,  Prejudice 
and  Responsibility 

Martin  A.  Adson,  M.D.,  Professor  of 
Surgery,  Mayo  Medical  School 

Panel  Discussion 


1 2:00  noon  Pre-lunch  — Meet  the  Faculty 
1 2:1  5 p.m.  Luncheon  — Jester  Gymniisium 


Moderator: 

James  A.  Coil,  M.D.,  Director  of  Surgical 
Education,  Iowa  Methodist  Medical 
Center 

1 :30  p.m. 

Primary  Sclerosing  Cholangitis,  James 
H.  Foster,  M.D. 

1 :50  p.m. 

Congenital  Cystic  Disease  of  the 
Hepatobiliary  System 
Robert  T.  Soper,  M.D.,  Professor  of 
Surgery,  University  of  Iowa 

2:1 0 p.m. 

Pyogenic  Liver  Abscesses 
Louis  D.  Rodgers,  M.D.,  Surgical 
Teaching  Staff,  Iowa  Methodist 
Medical  Center 

2:30  p.m. 

Intrahepatic  Stones:  Perspectives  in 

Management 

David  M.  Nagorney,  M.D. 

2:50  p.m. 

Coffee  Break 

3:10  p.m. 

Portal  Hypertension  — Clinical  Evalua- 
tion and  Treatment 
William  P.  Mikkelsen,  M.D.,  Clinical 
Professor  of  Surgery,  University  of 
Southern  California 

3:30  p.m. 

Percutaneous  Decompression  of  Be- 
nign and  Malignant  Biliary  Obstruction 
Thomas  Murphy,  M.D.,  Dept,  of 
Radiology,  Iowa  Methodist  Medical 
Center 

3:50  p.m. 

Hepatic  Tumors  — Surgical  Consid- 
erations 

Martin  A.  Adson,  M.D. 

4:1 0 p.m. 

Panel 

4:50  p.m. 

Acknowledgments 

Tom  D.  Throckmorton,  M.D. 

5:00  p.m. 

Adjournment 

This  course  has  been  approved  for  6 hours 
CME  category  I.  For  more  information,  call 
515/283-6076. 

Marion  E.  Alberts,  M.D. 
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STAINED  GLASS  WINDOWS 


STAINED  GLASS  is  a UFiique  art  medium;  it 
offers  a beauty  and  inspiration  not  pres- 
ent in  sculpture  and  painting.  Colored  glass 
has  been  known  since  the  fourth  century  B.C. 
It  was  first  used  for  stained  glass  windows  in 
1144.  These  windows  were  and  are  prominent 
in  Gothic  art.  Chartres  Cathedral  is  a most  not- 
able example. 

Byzantium  (5th  century  A.D.)  was  the  last 
outpost  of  the  Roman  Empire.  Under  3 differ- 
ent emperors  — Constantine  I,  Julian  the 
Apostolate  and  Theodosius  — the  culture  was 
predominately  Greek,  even  though  the  politics 
were  Roman.  As  culture  became  more  in- 
volved with  the  past,  art  turned  to  mosaics, 
bas-reliefs,  miniatures  and  stained  glass  win- 
dows. At  the  same  time  medicine  turned  pri- 
marily to  the  records  of  Greek  learning. 
Monumental  tomes  were  compiled,  but  little 
investigation  was  undertaken.  Medicine  be- 
came a matter  of  faith;  prayers  were  intoned, 
priests  were  the  best  physicians,  and  Christ 
was  the  Supreme  Healer.  The  church  was  con- 
sidered the  hospital  of  the  time.  Stained  glass 
windows  were  a part  of  the  church  art  in- 
tended to  inspire  emotional  ecstasy. 

The  relationship  between  medicine  and  re- 
ligion is  historical.  Art  within  churches  con- 
tinues that  relationship  today.  Stained  glass 
windows  depict  the  intertwining  of  medicine 
and  religion.  I have  visited  several  cathedrals 
that  exemplify  this  fact. 

The  Washington,  D.C.  Cathedral  has  nu- 
merous beautiful  stained  glass  windows.  The 
window  next  to  the  Rose  Window  is  Physi- 
cians Window.  The  Great  Healer  is  the  central 
figure.  Flanking  it  on  the  left  is  a portrayal  of 
Louis  Pasteur.  On  the  right  is  Sir  Wilfred  Gren- 


fell the  noted  physician  of  the  Laborador.  The 
lower  right  segment  of  the  window  depicts  the 
traditional  country  doctor  driving  a buggy. 
Whimsically,  a stork  flies  overhead.  Another 
window  commemorates  Frederick  Banting,  the 
discoverer  of  insulin. 

Bath  Abbey  in  Bath,  England  is  another  ca- 
thedral with  a stained  glass  reference  to  med- 
icine. Bath  Abbey  was  founded  in  1499.  In  the 
early  1500's  the  Abbey  was  devastated  by 
monastic  plunder.  The  remains  were  used  by 
an  alchemist  doing  research  with  the  thermal 
water  of  the  nearby  hot  springs.  In  the  late 
1500's  restoration  was  undertaken  and  divine 
services  were  resumed  in  1576. 

The  South  Transept  of  the  Abbey  has  a loft 
window  of  extraordinary  height  enhanced  by 
fan-tracery,  a continuation  of  the  graceful  fan- 
vaulting of  the  nave.  The  window  portrays  the 
recovery  of  King  Hezekiah  and  was  a thank- 
offering  for  the  restoration  to  health  of  the 
Prince  of  Wales,  later  Edward  VII. 

The  age  of  English  and  European  cathe- 
drals is  phenomenal  in  contrast  to  archi- 
tectural edifices  of  the  United  States.  Wells 
Cathedral  is  another  significant  English  struc- 
ture. The  central  tower  was  raised  to  its  pres- 
ent height  in  1315-1322.  Later  the  tower  was 
observed  tilting  a bit  to  the  west  and  in  1338 
cracks  were  noted  in  the  walls.  Inverted  arches 
were  installed  in  1340  to  transfer  the  weight 
to  the  east  by  bracing  the  tower  supports.  I do 
not  recall  any  commemoratives  to  medicine  in 
Wells  Cathedral;  nevertheless  the  stained  glass 
windows  and  architecture  were  noteworthy. 

The  Cathedral  Church  of  St.  John  the  Divine 
in  New  York  City,  under  construction  since 
1892,  will  become  the  largest  Gothic  cathedral 
in  the  world.  There  are  several  bays  in  the  nave 
that  have  been  furnished  as  chapels,  each 

(Please  turn  to  page  128) 
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measuring  25  feet  wide,  18  feet  deep  and  48 
feet  high.  The  medical  bay  features  St.  Luke's 
Chapel.  The  stained  glass  window  is  enhanced 
by  the  reredos  of  carved  English  oak.  The  cen- 
tral figure  is  St.  Luke,  the  Beloved  Physician. 

1 am  certain  many  churches  and  cathedrals 


of  the  world  have  stained  glass  windows  of 
medical  interest.  It  would  be  satisfying  to  re- 
search the  great  relationship  between  medi- 
cine and  religion  as  it  is  depicted  by  the  art  of 
stained  glass.  Beautiful  in  its  own  right,  stained 
glass  is  enhanced  so  much  by  varying  angles 
of  sunshine  and  shadows;  it  is  truly  inspira- 
tional. It  emphasizes  there  is  more  to  medicine 
than  procedures  and  medications.  We  are  not 
alone  in  our  ministrations  to  the  disabled  and 
those  in  pain  and  despair.  — M.E.A. 


LETTERS  TO  THE  EDITOR 


On  Bleeding  Black  & Gold 

Recently,  it  has  come  to  my  attention  that 
there  has  been  an  increase  in  reports  of 
patients  who  are  actually  bleeding  black  and 
gold.  With  this  in  mind,  I will  briefly  review 
the  entity  of  hemoglobin  SUL  This  variant  is 
endemic  to  Iowa  with  the  first  case  being  re- 
ported in  1848.  Hematologic  findings  are  note- 
worthy for  the  aforementioned  black  and  gold 
coloring  as  well  as  for  the  pathognomonic 
Hawkeye  cells. 

This  condition  is  associated  with  Hawkeye 
fever,  sweaty  palms,  palpitations,  gyrations, 
and  stereotyped  behaviors  such  as  dressing 
like  bees,  traveling  great  distances  in  large 
numbers,  and  an  increased  desire  to  donate. 
In  addition,  these  people  have  an  increased 


Thanks 


I HASTEN  before  this  short  winter  day  ends 
to  write  and  tell  you  that  over  the  years  I 
have  deeply  enjoyed  reading  and  reflecting  on 
your  timely  and  thoughtful  editorials. 

Your  most  recent  commentary,  "Caring: 
Theme  for  the  Season,"  in  the  December  issue 
of  IOWA  MEDICINE  is  indicative  again  of  your 
deep  commitment  to  the  art  as  well  as  the  sci- 


susceptibility to  Rose  Bowl  fever  and  to  NCAA 
fever. 

Epidemiologic  studies  reveal  that  Hg  SUI  is 
usually  familial,  but  it  may  be  episodic.  It  rarely 
may  have  only  partial  expression.  There  have 
been  reports  of  massive  outbreaks  over  great 
distances  following  national  telecasts. 

Treatment  is  palliative.  Current  protocols  in- 
clude support,  reassurance,  game  tickets,  and 
bowl  packages.  Acute  withdrawal  from  Iowa 
athletics  may  result  in  melancholy,  agitation, 
confusion,  and  projection  behaviors  (such  as 
Cub  mania).  The  symptoms  of  withdrawal  may 
be  ameliorated  by  playing  the  Iowa  Fight  Song 
each  day  and  as  needed.  Also,  a few  moments 
of  silent  meditation  while  facing  Iowa  City  has 
been  tried  with  encouraging  results.  — Terry 
W.  Cochran,  M.D.,  Davenport,  University  of 
Iowa  1985 


ence  of  medicine.  Each  of  us  needs  periodi- 
cally to  reflect  on  the  true  nature  of  our  calling 
and  you  have  stated  very  well  the  need,  I feel, 
for  extending  our  best  efforts  in  bringing  hu- 
manity and  humaneness  into  our  daily  con- 
tacts with  patients.  I wish  you  and  your  family 
a joyous  Christmas  and  a fine  New  Year  ahead. 

Thank  you  again  for  your  service  to  all  of  us 
here  in  the  state.  — John  K.  MacGregor, 
M.D.,  Surgical  Associates  of  North  Iowa,  P.C., 
Mason  City,  Iowa. 
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AT-A-GLANCE  . . , Ian  M.  Smith,  Internal 
Medicine,  traveled  to  Ethiopia  in  December  as  a 
representative  of  the  U1  College  of  Medicine  and  the 
Iowa  Cares  Program.  Smith  lectured  at  Addis  Ababa 
University's  medical  college  and  arranged  a faculty 
exchange  program  between  the  UI  and  the  univer- 
sity. He  also  visited  relief  centers  where  Iowa  Cares 
Program  volunteers  have  worked.  . . . C.  Patrick 
Bums,  Internal  Medicine,  has  been  appointed  di- 
rector of  the  UI  Department  of  Internal  Medicine 
division  of  Hematology-Oncology . Burns  is  recog- 
nized as  a national  leader  in  cancer  research.  He 
has  been  acting  director  of  the  division  since  1984. 


ACADEMIC  AFFAIRS  VICE  PRESIDENT 
RICHARD  D.  REMINGTON  has  been  appointed 
chairman  of  the  Committee  for  the  Study  of  the 
Future  of  Public  Health,  recently  established  by  the 
Institute  of  Medicine  of  the  National  Academy  of 
Sciences.  Remington,  Preventive  Medicine  and  En- 
vironmental Health,  is  nationally  recognized  for  his 
expertise  in  public  health  issues.  He  will  guide  the 
panel  through  its  2-year  charter  until  it  issues  its 
final  report  in  1987. 


A STUDY  TO  DETERMINE  THE  EFFEC- 
TIVENESS OF  ALLERGY  SHOTS  in  con- 
trolling the  sometimes  severe  symptoms  of  ragweed- 
induced  asthma  is  underway  at  the  UI  College  of 
Medicine.  John  Weiler,  Internal  Medicine,  says 
people  interested  in  participating  in  the  UI  study 
must  be  between  the  ages  of  16-60,  have  asthma 
symptoms  during  August,  September  and  perhaps 
October,  be  non-smokers,  must  not  have  been  on 
immunotherapy  for  asthma  in  the  past  3 years  and 
must  not  have  used  steroids  regularly  to  control 
asthma.  The  UI  study  is  funded  by  the  National 
Institute  of  Allergy  and  Infectious  Diseases  of  the 
National  Institutes  of  Health.  For  more  informa- 
tion, call  319/356-2135. 


THE  IOWA  WOMEN'S  HEALTH  STUDY,  to 

assess  the  influence  of  lifestyle  factors  in  the  devel- 
opment of  cancer  in  women  ages  55-70,  is  being 
conducted  by  researchers  in  the  UI  College  of  Med- 
icine and  the  University  of  Minnesota.  A question- 
naire was  mailed  to  100,000  Iowa  women  in  January. 
It  queries  the  Iowa  women  about  their  personal  and 
family  medical  histories,  and  about  personal  health 
factors  including  diet,  exercise,  height,  weight  and 
other  lifestyle  factors,  says  Robert  Wallace,  Pre- 
ventive Medicine  and  Environmental  Health.  Re- 
searchers will  analyze  the  relationship  between  the 
measured  lifestyle  factors  and  the  participants'  cur- 
rent health.  Identification  of  lifestyle  factors  related 
to  cancer  incidence  will  be  useful  in  efforts  to  prevent 
cancer,  he  says. 


250  IOWA  SWINE  CONFINEMENT  WORK- 
ERS are  being  surveyed  by  researchers  of  the  UI 
Institute  of  Agricultural  Medicine  and  Occupa- 
tional Health.  Researchers  Kelly  Donham  and 
James  Merchant,  Preventive  Medicine  and  En- 
vironmental Health,  say  the  5-year  project  will  eval- 
uate the  effectiveness  of  different  methods  for 
preventing  respiratory  disease  in  swine  confinement 
workers. 


FUNDS  AGAIN  ARE  AVAILABLE  THIS 
YEAR  for  many  disabled  children  and  young  adults 
from  low-income  families  to  receive  free  dental  treat- 
ment. Arthur  Nowak,  Pediatrics,  is  director  of 
the  Dental  Care  for  Persons  With  Disabilities  pro- 
gram. The  UI  is  continuing  its  cooperation  with  the 
Iowa  State  Department  of  Health  to  sponsor  the 
statewide  dental  program.  Eligible  persons  up  to 
age  21  can  receive  preventive  and  restorative  dental 
care  at  no  cost.  Nowak  urges  professionals  who  know 
of  children  eligible  to  participate  in  the  free  dental 
program  to  contact  him  now  while  funds  are  avail- 
able (319/353-7174). 
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In  ten  years  your  malpractice 

just  a memory 


carrier  may  be 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


0 Fa?  t j m tV  f,l>  u,cy  r w cr  c c y w tlo^VfPAVtr 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

MY  CULTURAL  DEPRIVATION 


My  cultural  deprivation  is  hardly  short 
of  astounding.  I've  never  seen  a single 
episode  of  "Dallas"  or  "Dynasty,"  (and  I really 
mean  never);  not  seen  "Star  Wars"  or  any  of 
its  sequels  (and  if  somebody  bids  the  Force  be 
with  me,  I don't  know  what  that  means,  al- 
though the  context  usually  seems  supportive 
if  not  theological);  not  viewed  a Super  Bowl 
broadcast  (although  Iowa's  Hawkeyes  playing 
in  the  Rose  Bowl  will  be  a TV  attractant);  and 
Rocky,  Rambo  and  their  several  reincarnations 
are  matters  of  insurmountable  indifference. 
Maybe  all  this  defines  me  as  a puritan,  in  spite 
of  my  self-perception  as  relatively  liberated. 

On  the  other  hand,  I do  read  various  arti- 
cles, reviews,  essays,  and  occasional  plays  or 
novels  that  many  good  people  whom  I regard 
highly  (even  physician  colleagues)  might 
properly  consider  the  utmost  waste  of  time.  I 
justify  most  of  that  reading  as  professionally 
related.  Some  colleagues  of  mine  don't  watch 
"Dallas"  but  are  willing  to  count  "St.  Else- 
where" as  professionally  related,  and  maybe 
it  is,  not  withstanding  all  its  flaws. 

An  article  of  the  sort  I mention,  that  is  med- 
ical yet  adds  to  my  store  of  "culture,"  was 
written  by  a New  Haven  gastroenterologist, 
Howard  Spiro,  whom  I've  never  met  (but 
would  like  to  because  he  writes  articles  that  I 
occasionally  see  and  react  to  warmly).  He  dis- 
cussed the  medieval  classification  of  learning, 
divided  into  the  "trivium"  of  word-related 
subjects  (rhetoric,  grammar  and  logic)  and  the 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


"quadrivium"  of  more  quantity-related  sub- 
jects (arithmetic,  geometry,  astronomy  and 
music).  He  then  said  "more  emphasis  on  the 
trivial  would  be  helpful."  I don't  think  he  was 
attempting  a pun  — at  least  not  for  its  own 
sake  — but  perhaps  had  coined  the  adjective 
trivial  out  of  the  noun  trivium.  That  can  be  a 
risky  business,  as  in  this  case,  where  the  mod- 
ern adjective  has  acquired  such  a deprecating 
meaning.  I felt  amused  at  his  pun,  and  agreed 
with  the  real  point  — that  medical  practice  has 
become  too  dependent  on  quantifiable  meas- 
urement. 

Strange  as  it  might  seem,  measurement  can 
also  be  non-quantifiable.  We  are  indeed  taking 
measure  of  our  patients  if  we  notice  them  to  be 
slow,  sad,  elated,  reticent,  troubled,  bashful, 
hostile  and  so  on.  We  can  attempt  to  merge 
the  trivium  with  the  quadrivium  by  assigning 
numerical  values  (or  asking  the  patient  to  as- 
sign them)  to  such  attributes  as  pain,  satisfac- 
tion, or  improvement.  A hidden  problem  in 
such  an  effort,  and  it  bedevils  much  clinical 
research,  is  the  implication  that  the  distance 
or  quantity  between  2 and  3,  say,  on  a 10-point 
scale  of  depression  is  "1  unit  of  depression" 
and  is  "equal"  to  the  unit  that  lies,  say,  be- 
tween 6 and  7.  Does  the  "10"  (a  seemingly 
objective-because-  numerical  rating)  that  Mary 
Lou  Retton  received  at  the  Olympics  mean  a 
true  ultimate  — that  neither  she  nor  anyone 
could  possibly  do  better?  Would  anyone  dare 
argue  that  the  "10"  was  an  objective  (because 
numerical)  rating  and  not  a subjective  one? 

Dr.  Spiro  would  have  physicians  spend  more 
time  talking  with  patients  and  listening  to 
them.  The  art  and  the  science  of  medicine  per- 
haps are  analogues  to  the  trivium  and  the 
quadrivium,  respectively.  And  that  is  why  he 
urged  "more  emphasis  on  the  trivial,"  a way 
of  giving  more  attention  to  the  art,  and  thus 

(Please  turn  to  page  137) 
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Generics  make  the  price 
easier  to  swallow 


When  you  prescribe  a generic  drug 
rather  than  a brand  name  drug,  it’s  probably 
because  you’ve  decided  that  your  patient 
will  benefit  from  the  difference  in  prices. 
And  at  Peoples,  we  make  sure  that  the  price 
difference  is  the  only  difference,  because 
the  generic  drugs  we  offer  your  patients  are 
equivalent  in  quality  to  brand  name  drugs. 

We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehensive  generic 
drug  program,  and  we  believe  we  stock  the 
largest  supply  of  both  brand  name  and 
generic  drugs.  Why?  Because  we  know  that 
for  some  patients,  a healthy  savings  is  strong 
medicine,  too. 


For  over  80  years , Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today,  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our  cus- 
tomers as  their  health  care  needs  change. 

Every  Peoples  has  an  unlisted  phone 
that’s  reserved  only  for  doctors  and 
answered  only  by  pharmacists . Please  call 
your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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University  of  Iowa  Hospitals  & Clinics 

DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

BROMOCRIPTINE  — AN  UPDATE 


UNLIKE  OTHER  ANTERIOR  pituitary  hormones 
that  are  stimulated  by  hypothalamic  re- 
leasing factors,  prolactin  is  under  tonic  inhib- 
itory control.  Several  lines  of  evidence  suggest 
that  dopamine  is  the  major  hypothalamic  fac- 
tor inhibiting  prolactin  release:  (a)  Dopamine 
is  present  in  high  concentrations  in  the  hy- 
pothalamic-pituitary portal  circulation  and  (b) 
pharmacologic  agents  that  block  dopamine  re- 
ceptors or  deplete  hypothalamic  neurons  of 
dopamine  cause  increased  prolactin  secretion. 
The  elucidation  of  the  hypothalamic  control  of 
prolactin  secretion  led  to  the  development  of 
semisynthetic  ergot  alkaloids  with  structural 
similarity  to  dopamine.  These  compounds  di- 
rectly stimulate  neuronal  dopamine  receptors 
and  act  on  the  basis  of  prolonged  dopamine 
receptor  stimulation.  Bromocriptine  (2-bromo- 
alpha-ergotcryptine,  Parlodel)  is  a semisyn- 
thetic ergot  alkaloid  that  was  specifically  de- 
veloped as  an  inhibitor  of  prolactin  secretion. 

Pharmacokinetics 

When  administered  orally  bromocriptine  is 
rapidly  absorbed  and  peak  levels  occur  1 to  3 
hours  after  ingestion.  A single  oral  dose  of  2.5 
mg  suppresses  prolactin  by  over  60%  and  the 
effect  can  last  for  9 to  18  hours. ^ Schram  et  al 
have  shown  that  first-pass  metabolism  of  the 
absorbed  dose  is  approximately  94%  and  only 
6%  of  the  absorbed  dose  reaches  the  systemic 
circulation  unchanged.  The  majority  of  bro- 
mocriptine is  excreted  in  the  feces  and  there 
is  a 21-hour  lag  time  representing  intestinal 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


passage  of  the  drug.  ^Although  the  circulating 
half  life  is  4 to  8 hours,  serum  prolactin  levels 
remain  suppressed  up  to  14  hours  after  a sin- 
gle dose.^  Bromocriptine  is  metabolized  pri- 
marily in  the  liver,  but  the  biologic  activity  of 
the  metabolites  has  not  been  extensively  stud- 
ied. 

Uses 

Bromocriptine  was  first  approved  for  clinical 
use  in  the  United  States  in  1978  and  the  only 
approved  uses  for  the  drug  include  (a)  the 
treatment  of  amenorrhea,  galactorrhea,  and 
infertility  associated  with  hyperprolactinemia, 

(b)  the  treatment  of  Parkinson's  disease,  and 

(c)  the  prevention  of  lactation  after  childbirth. 

Hyperprolactinemia 

Bromocriptine  is  used  primarily  for  treat- 
ment of  hyperprolactinemia  associated  with 
prolactin-secreting  pituitary  tumors.  As  many 
as  one-third  of  women  with  secondary  amen- 
orrhea may  have  hyperprolactinemia  and  most 
have  galactorrhea  and  infertility  as  well. 
Administration  of  5 to  7.5  mg  of  bromocriptine 
daily  to  patients  with  small  pituitary  adeno- 
mas will  result  in  normalization  of  prolactin 
levels  in  64  to  100%  of  patients,  restoration  of 
regular  menstrual  periods  in  57  to  100%  of  pa- 
tients, and  improvement  of  galactorrhea  in  over 
80%. ‘‘In  most  cases  normalization  of  prolactin 
is  also  associated  with  restoration  of  LH  se- 
cretion, restoration  of  ovary  folliculogenesis, 
and  normalization  of  corpus  luteum  function.^ 
Some  women  may  have  return  of  menstrual 
function  as  early  as  4 to  6 weeks  after  begin- 
ning the  drug,  and  maximum  reduction  of  pro- 
lactin levels  is  likely  to  take  place  within  the 
first  month. ‘ Not  all  patients  respond  with  a 
lowering  of  serum  prolactin  to  bromocriptine 

(Please  turn  to  page  134) 
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and  some  continue  to  have  amenorrhea  and 
galactorrhea  despite  normalization  of  serum 
prolactin. 

Large  prolactin  secreting  adenomas  (>10 
mm)  are  often  associated  with  headaches  or 
neurological  deficits.  In  addition  to  restoring 
normal  prolactin  levels  in  these  individuals, 
bromocriptine  has  been  documented  to  cause 
a decrease  in  tumor  size  and  in  several  cases 
has  been  associated  with  improvement  of  vis- 
ual field  abnormalities  and  restoration  of  go- 
nadal function.^  The  effects  of  bromocriptine 
are  not  sustained  when  the  drug  is  discontin- 
ued. Withdrawal  of  bromocriptine  is  associ- 
ated with  rapid  resumption  of  hyper- 
prolactinemia and  tumor  reexpansion. ^ 

Women  who  have  hyperprolactinemia  with- 
out radiographic  evidence  of  a pituitary  lesion 
are  said  to  have  "functional  hyperprolactine- 
mia." Bromocriptine  is  also  associated  with 
normalization  of  serum  prolactin  in  these  in- 
dividuals. Prolactin-secreting  pituitary  tumors 
in  men  can  also  be  effectively  treated  with 
bromocriptine  but  the  doses  required  for  nor- 
malization of  prolactin  are  substantially  higher 
than  those  required  for  women  with  small  pi- 
tuitary tumors.  Women  taking  bromocriptine 
to  restore  fertility  should  be  instructed  to  dis- 
continue the  drug  when  the  first  menstrual 
cycle  is  missed. 

Lactation  after  Parturition 

Bromocriptine  has  also  been  used  for 
suppression  of  lactation  after  childbirth.  In 
doses  of  2.5  to  5 mg  daily  for  3 weeks,  bro- 
mocriptine will  block  the  initiation  of  lactation 
and  will  prevent  breast  engorgement  and  mas- 
todynia.  Two  controlled  trials  comparing 
bromocriptine  with  placebo,  estrogen,  and  a 
combination  of  estrogen  and  androgen  have 
shown  that  bromocriptine  is  more  effective  in 
preventing  breast  engorgement  and  suppress- 
ing milk  secretion.® 

Parkinson's  Disease 

The  documentation  of  decreased  dopamine 
in  the  substantia  nigra  in  patients  with  Par- 
kinson's disease  led  to  the  use  of  dopamine 
agonists  in  this  disorder.  Although  the  admin- 
istration of  levodopa  in  cases  of  early  Parkin- 
son's disease  alleviates  symptoms,  in  advanced 
cases  levodopa  may  be  ineffective.  Several 
studies  have  shown  that  bromocriptine  is  su- 


perior to  placebo  therapy  and  that  doses  of 
levodopa  may  be  reduced  with  the  addition  of 
bromocriptine.®'  ^°Kartzinel  has  reported  that 
bromocriptine  is  beneficial  in  the  levodopa-in- 
duced  "on/off"  phenomenon  characterized  by 
rapid  fluctuations  between  akinesia  and  cho- 
reoathetoid  movements. The  doses  of  bro- 
mocriptine required  for  improvement  in 
symptoms  in  Parkinson's  disease  are  often 
substantially  higher  than  doses  necessary  to 
suppress  galactorrhea  and  restore  menstrual 
function. 

Other  Uses 

Liuzzi  was  the  first  to  report  that  bromo- 
criptine acutely  lowered  growth  hormone  lev- 
els in  patients  with  growth-hormone-secreting 
pituitary  tumors.”  Subsequent  studies  have 
shown  that  doses  of  20  mg  per  day  may  be 
associated  with  amelioration  of  some  clinical 
symptoms  but  a failure  to  normalize  serum 
growth  hormone  levels.”  Lindholm  et  al  per- 
formed a double-blind  crossover  study  com- 
paring bromocriptine  and  placebo  in  patients 
with  acromegaly  and  found  no  beneficial  effect 
measuring  plasma  concentrations  of  growth 
hormone  after  glucose  tolerance  tests.  Al- 
though bromocriptine  is  widely  used  as  a 
treatment  for  acromegaly,  its  role  in  the  treat- 
ment of  these  tumors  is  not  yet  established.  It 
should  not  be  considered  primary  therapy  for 
growth-hormone-secreting  pituitary  tumors. 

Bromocriptine  has  also  been  suggested  as 
therapy  for  conditions  as  diverse  as  idiopathic 
edema,  premenstrual  syndrome,  hepatic  en- 
cephalopathy, Huntington's  chorea,  and  lu- 
teal phase  insufficiency,  but  there  is  no 
conclusive  evidence  that  it  has  significant  ben- 
efit in  any  of  these  disorders. 

Side  Effects 

The  commonest  side  effects  related  to  the 
administration  of  bromocriptine  are  nausea  and 
orthostatic  hypotension.  Both  symptoms  usu- 
ally occur  upon  initiation  of  treatment  and  may 
be  prevented  or  greatly  minimized  by  admin- 
istration of  very  low  doses  given  at  bedtime. 
If  the  dose  is  increased  slowly  to  a therapeutic 
level  over  several  weeks  the  medication  is  usu- 
ally well  tolerated.  Patients  taking  larger  doses 
for  Parkinson's  disease  or  for  acromegaly  may 
develop  peripheral  vasospasm.  Other  com- 
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500-mg  Pulvules 


250-mg  Pulvules 


Oral 

Suspension 
250  mg/5  ml 


Oral 

Suspension 
125  mg/5  ml 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
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On  nitrates, 
but  angina  still 

strikes... 


Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/KnoIl) 


To  protect  your  patients, as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isopnrf 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  Impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  In  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  Interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  In  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  Is  not  known  whether  verapamil  Is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain;  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perrv 


“TTis  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


as  SAVINGS  bondsSl. 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication 


monly  reported  side  effects  which  usually  re- 
solve with  several  weeks  of  therapy  include 
headache  and  nasal  congestion.  Because 
bromocriptine  is  used  in  patients  with  hyper- 
prolactinemia who  are  desirous  of  pregnancy, 
the  teratogenicity  of  the  drug  has  been  exten- 
sively investigated.  Turkalj  et  al  have  reported 
the  outcome  of  over  1,400  pregnancies  and 
found  no  associated  increased  risks  to  the  fe- 
tus and  a spontaneous  abortion  rate  similar  to 
that  seen  in  the  normal  population. 

The  long-term  effects  of  bromocriptine  ther- 
apy are  unknown.  Bromocriptine  has  only  been 
in  clinical  use  for  14  years  outside  the  United 
States  and  for  7 years  within  the  U.S.  The  cost 
of  the  medication  can  be  substantial  at  high 
doses.  A daily  dose  of  5 mg  daily  would 
amount  to  a yearly  cost  of  approximately  $600. 

Summary 

Bromocriptine  has  been  shown  to  be  effi- 
cacious in  the  treatment  of  hyperprolactinemia 
with  normalization  of  serum  prolactin  and  res- 
toration of  fertility.  It  is  also  beneficial  as  a 
single  agent  or  as  combination  therapy  (with 


levodopa)  in  Parkinson's  disease.  — Janet  A. 
ScHLECHTE,  M.D.,  Department  of  Internal  Med- 
icine and  Clinical  Research  Center. 
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Is  Your  Net  Worth  Increasing? 
SpencJing  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Rex  Voegtiin 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 
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DOCTOR, 

Do  You  Need 
A Life  Insurance 
Check'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 

TRUE  FALSE 


I can  increase,  decrease,  or  stop 
premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 
buying  additional  policies. 

I can  obtain  10%  to  11%  tax-deferred 
interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 
without  charge. 

I have  maximum  protection  from  my 
existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
Ws  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We're  at  The  Prouty  Company. 

The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 


OUR  MAN  IN  EDUCATION 


(Continued  from  page  131) 


letting  "trivial”  mean  the  opposite  of  unim- 
portant, its  commonplace  meaning  today.  It 
parallels  an  aphorism  of  the  famous  psycho- 
therapist Erik  Erikson  who  said,  "We  can  learn 
about  things  by  doing  to  them,  but  we  learn 
about  people  (beings)  by  doing  with  them  or 
for  them." 

One  aspect  of  my  cultural  deprivation  is 
about  to  end,  however.  I recently  read  a Mark 
Twain  comment,  "A  cauliflower  is  just  a cab- 
bage with  a college  education"  and  that,  com- 
bined with  knowing  that  this  is  the  centennial 
year  for  Twain's  Huckleberry  Finn,  has 
prompted  me  to  end  my  shameful  deficiency 
of  never  having  read  that  enormously  impor- 
tant work.  By  the  time  you  read  these  words. 
I'll  have  watched  Iowa  play  in  the  Rose  Bowl 
and  will  have  read  Huckleberry  Finn.  But  re- 
garding the  other  items  of  popular  culture  in 
my  opening  paragraph,  you  can  safely  wager 
I'll  still  remain  woefully  deprived. 


QUESTIONS  AND  ANSWERS 


(Continued  from  page  99) 


tives  and  social  policy  changes.  Through  these 
services  we  hope  to  show  the  community  that 
adequate  treatment  programs  must  be  based 
on  a variety  of  approaches. 

In  summary,  what  can  chemical  dependency 
programs  do  to  provide  appropriate  evalua- 
tions and  adequate  treatment  programs? 

Chemical  dependency  and  mental  health 
professionals  must  act  together  in  a spirit  of 
cooperation  rather  then  competition.  They 
must  be  willing  to  scrutinize  and  be  scruti- 
nized. 

There  should  be  more  patient  placement  re- 
search. This  research  determines  what  kind  of 
treatment  works  best  for  different  types  of  pa- 
tients. Children  deserve  the  very  best  type  of 
treatment,  closely  scrutinized  to  determine  the 
child's  needs,  not  the  needs  of  the  treatment 
program,  are  being  met. 


^ur  Investment  Advisor 
Should  Take  Your 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines,  Iowa  50309 


Statesman  Investment 
Advisors,  Inc. 

515-284-7648 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide, 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^“ 
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Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

r \ ns 

UPDATE  ON 
NEWBORN  SCREENING 


IN  RESPONSE  TO  the  need  for  changes  in  the 
genetic  health  care  system  in  Iowa,  screen- 
ing programs  of  the  Birth  Defects  Institute  (BDI) 
continue  to  evolve.  After  a successful  pilot 
program,  the  Maternal  Serum  Alpha-Fetopro- 
tein Screening  Program  was  implemented  on 
January  8,  1986.  Also,  in  January,  a section  on 
the  management  and  treatment  of  premature 
and  low  birth  weight  infants  with  true  hypo- 
thyroidism was  added  to  the  recommended 
Newborn  Screening  Program  protocol. 

It  is  estimated  that  approximately  20  infants 
born  in  Iowa  every  year  will  be  affected  with 
neural  tube  defects;  the  2 major  forms  are 
anencephaly  and  spina  bifida.  Anencephaly  is 
a lethal  malformation  that  accounts  for  about 
one-half  of  all  cases.  The  remainder  are  open 
or  closed  spinal  lesions.  The  incidence  of  open 
spina  bifida  in  Iowa  is  approximately  0.4  per 
1,000.  Most  surviving  cases  of  open  spina  bi- 
fida are  associated  with  long-term  disability 
including  lower  limb  paralysis,  sensory  loss, 
chronic  bladder  or  bowel  problems,  meningi- 
tis, hydrocephalus  and  mental  retardation. 
Couples  with  an  affected  child  are  at  an  in- 
creased risk  of  recurrence  (2  to  3%).  It  is  im- 
portant to  remember  that  90  to  95%  of  all  neural 
tube  defects  occur  in  families  with  no  previous 
history. 

Emphasis  from  ACOG 

In  May  of  1985,  members  of  the  American 
College  of  Obstetrics  and  Gynecology  received 
an  "Alert"  from  the  College's  Department  of 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


Professional  Liability  entitled  "Professional  Li- 
ability of  A.F.P.  Tests."  The  Alert  stated:  "It 
is  now  imperative  that  you  investigate  the 
availability  of  these  tests  in  your  area  and  fa- 
miliarize yourself  with  the  procedure,  location 
and  mechanism  of  the  follow-up  tests  to  screen 
for  neural  tube  defects.  It  is  equally  imperative 
that  every  prenatal  patient  be  advised  of  the 
availability  of  this  test  and  the  patient's  deci- 
sion with  respect  to  the  test  be  documented 
in  the  patient's  chart." 


"It  is  important  to  remember  that  90 
to  95%  of  all  neural  tube  defects  oc- 
cur in  families  with  no  previous  his- 
tory." 


In  Iowa,  the  Maternal  Serum  Alpha-Feto- 
protein Screening  Program  is  voluntary.  The 
University  Hygienic  Laboratory  is  designated 
to  perform  the  MS- AFP  assays.  The  cost  of  this 
test  is  $30.  The  contact  person  at  the  University 
Hygienic  Laboratory  is  Jane  P.  Getchell,  Dr. 
P.H.,  (319/353-5990). 

Unfortunately,  this  test  fails  to  detect  about 
15%  of  the  cases  of  neural  tube  defects.  While 
only  one  to  two  of  every  1,000  pregnant  women 
will  carry  an  affected  fetus,  about  50  will  show 
an  elevated  AFP  level.  Because  of  these  statis- 
tics, the  need  for  careful  counseling  and  expert 
follow-up  of  all  women  with  elevated  levels  is 
essential.  The  Iowa  system  employs  a multi- 
stage protocol  which  consists  of  a retest  if  the 
initial  value  is  elevated;  this  is  followed  by  an 
ultrasound  examination  if  the  retest  is  also  el- 
evated; and  then  followed  by  an  amniocentesis 
if  the  ultrasound  does  not  provide  an  expla- 
nation for  the  serially  elevated  values  (i.e., 
underestimation  of  gestational  age,  multiple 
pregnancy). 

(Please  turn  to  page  140) 
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Consultation  Is  Available 

A consulting  physician  will  be  on  call  to  re- 
spond immediately  to  the  needs  of  an  attend- 
ing physician  should  questions  arise  at  any 
point  in  the  testing  procedure.  The  consulting 
physician  will  provide  the  attending  physician 
with  recommendations  on  the  specimens,  need 
for  further  testing,  treatment  or  any  other 
questions.  These  questions  should  be  directed 
to  Roger  Williamson,  M.D.,  (319/356-4119). 

The  BDI  will  assist  the  attending  physician 
by  making  information  available  on  request. 
The  informational  pamphlet  includes  a brief 
description  of  the  disorders  being  screened  for, 
their  genetic  implications,  and  the  method  of 
collection  of  the  screening  specimen.  For  ques- 
tions related  to  the  program  description  call 
Roger  Chapman,  M.S.W.,  (515/281-6646). 

The  responsibility  for  the  care  and  manage- 
ment of  children  suspected  or  known  to  have 


HEAD  AND  ASSOCIATE  HEAD 
OF  CLINICAL  MEDICINE 
STUDENT  HEALTH  SERVICE 
READVERTISED 

SDSU  invites  applications  for  Head  and 
Associate  Head  of  Clinical  Medicine  for 
two  anticipated  openings  June,  1 986.  Li- 
censed GP,  FP  or  Internists,  successful 
experience  with  young  adult  clientele  and 
eligibility  for  SD  licensure  required.  Sub- 
mit resume  and  3 recent  letters  of  rec- 
ommendation to  Don  Smith, 
Administrator  of  Student  Health,  202 
West  Hall,  Box  510,  South  Dakota  State 
University,  Brookings,  South  Dakota 
57007  (605-688-41 57).  Deadline  is  April 
1 , 1 986  or  until  positions  are  filled.  South 
Dakota  State  University  is  an  AA/EEO 
Employer  (Female/Male). 


one  of  the  screened  disorders  in  the  Newborn 
Screening  Program  rests  with  the  attending 
physician.  However,  as  these  conditions  are 
infrequently  encountered  in  routine  clinical 
practice  and  may  require  complex  interdisci- 
plinary diagnostic  and  management  tech- 
niques, a Metabolic  and  Biochemical  Genetic 
Disorders  Clinic  has  been  developed  in  the 
Department  of  Pediatrics  at  the  University  of 
Iowa.  It  is  available  to  assist  physicians  with 
these  problems. 

New  Protocol  for  Hypothyroidism 

Since  transient  false  positive  results  for  hy- 
pothyroidism are  common  in  pre-term  and  low 
birth  weight  infants,  the  distinction  between 
false  positive  and  true  positive  cases  becomes 
a problem.  To  minimize  the  costs  of  follow-up 
on  such  infants,  while  assuring  adequate  care 
for  those  infants  with  true  hypothyroidism, 
the  following  new  protocol  has  been  recom- 
mended: 

1.  If  the  filter  paper  T4  value  is  between  5 
and  7 mcg/dl  with  a normal  filter  paper  TSH 
value  (<20)  the  test  should  be  repeated  once 
a month  until  the  filter  paper  T4  is  greater  than 
7 mcg/dl. 

2.  If  the  filter  paper  T4  value  is  between  3 
and  5 mcg/dl  and  the  filter  paper  TSH  value 
is  normal,  the  tests  should  be  repeated  every 
14  days  until  the  filter  paper  T4  is  greater  than 
5 mcg/dl  and  then  once  a month  until  the  filter 
paper  T4  is  greater  than  7 mcg/dl. 

3.  If  the  filter  paper  T4  is  less  than  3 meg/ 
dl,  serum  T4,  TSH  and  if  possible,  free  T4  val- 
ues should  be  obtained.  If  the  serum  free  T4 
value  is  normal,  and/or  the  serum  TSH  value 
is  normal,  these  tests  should  be  repeated  every 
two  weeks  until  the  filter  paper  T4  value  is 
greater  than  5 mcg/dl  and  then  at  monthly  in- 
tervals until  the  filter  paper  T4  is  greater  than 
7 mcg/dl. 

4.  Consultation  with  a center  experienced 
with  the  management  of  congenital  hypothy- 
roidism is  recommended  for  any  infant  with 
T4  levels  of  5 mcg/dl  or  less  beyond  2 months 
of  age. 

For  program  descriptions  of  the  Maternal 
Serum  Alpha-Fetoprotein  Screening  Program 
or  Newborn  Screening  Program  contact  the 
Birth  Defects  Institute  at  515/281-6646. 
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Medical  Developments 

NEWS/PRODUCTS. 
PROGRAMS,  ETC. 


RECENT  NATIONAL  SURVEY  — A recent 
national  survey  sponsored  by  the  Hearst  Cor- 
poration, New  York,  reveals  American  women 
are  well-informed  about  basic  nutrition  and 
female  physiology.  The  multi-faceted  survey 
on  "The  American  Woman's  Knowledge  of 
Health  and  Physical  Well-Being,"  released  in 
October  was  good  news  to  the  annual  conven- 
tion of  the  American  Academy  of  Family 
Physicians  in  Anaheim,  California.  The  report 
also  revealed  some  deficiencies.  A large  per- 
centage of  women,  for  example,  have  a firm 
grasp  upon  the  fundamentals  of  nutrition  but 
are  deficient  in  quantitative  knowledge  to 
maintain  a proper  diet.  It  is  a sad  note,  howev- 
er, that  of  those  women  who  smoke  about  a 
pack  of  cigarettes  per  day,  90%  are  aware  of  the 
increased  incidence  of  lung  cancer  deaths 
among  smokers. 

PAIN  RELIEF  DURING  CHILDBIRTH  — The 

American  Council  on  Science  and  Health  has 
issued  a report  which  discusses  options  for 
pain  relief  during  childbirth.  The  report  indi- 
cates there  is  no  convincing  evidence  that  the 
use  of  pain-relieving  drugs  during  childbirth 
affects  the  infants'  long-term  development. 
For  a complimentary  copy  of  the  report  enti- 
tled, "Obstetric  Anesthesia,"  send  a self- 
addressed,  stamped  (39c  Postage),  business- 
size  (#10)  envelope  to  Obstetric  Anesthesia 
Report,  ACSH,  47  Maple  Street,  Summit,  New 
Jersey  07901. 

TOURETTE  SYNDROME  — If  you  wish  in- 
formation about  Tourette  Syndrome,  or  desire 
to  become  involved  in  the  association,  write 
Tourette  Syndrome  Association,  41-02  Bell 
Boulevard,  Bayside,  New  York  11361. 

FREE  COPY  — A complimentary  copy  of  a 
report  on  Irradiation  of  Food  as  a preservation 
technique  is  available  from  the  American 
Council  on  Science  and  Health.  Send  a self- 
addressed,  stamped  (39c  Postage),  business- 


size  (#10)  envelope  to  Irradiated  Foods  Report, 
ACSH,  47  Maple  Street,  Summit,  New  Jersey 
07901. 

TWO  NEW  TESTS  — Wampole  Laboratories, 
division  of  Carter-Wallace,  Inc.,  recently  re- 
leased 2 new  products  of  current  interest.  VI- 
ROGEN®  ROTATEST®  is  a rapid  latex 
agglutination  slide  test  for  qualitative  detec- 
tion of  rotavirus  in  fecal  samples.  Results  can 
be  had  in  17  minutes.  BACTIGEN®  Group  A 
Streptococcus  test  is  another  rapid  (7  minutes) 
latex  agglutination  slide  test.  Clinical  accuracy 
of  97.4%  is  claimed.  Further  information  can 
be  had  from  local  distributors  or  Wampole 
Laboratory  representatives  (1-800-257-9525.) 

SPECIAL  AWARD  — Hoffman-LaRoche  Inc. 
received  a special  award  from  the  Department 
of  Health  and  Human  Services  for  outstanding 
work  in  developing  and  marketing  orphan 
drugs  (drugs  designed  to  treat  exceptionally 
rare  diseases).  Between  1970  and  1980,  Roche 
Laboratories  developed  and  marketed  Sola- 
tene  (for  erythropoietic  protoporphyria),  An- 
cobon  (antifungal),  Clonopin  (anticonvulsant), 
FUDR  (for  inoperable  liver  cancer),  Nipride 
(anti-hypertensive)  and  Rocaltrol  (end  product 
of  vitamin  D). 

RAPID  HERPES  TEST  — Virogen®  Herpes 
Slide  test  was  introduced  by  Wampole  Labo- 
ratories in  December  for  detection  of  herpes 
simplex  virus  in  30  minutes.  Such  a test  should 
have  its  greatest  impact  in  avoiding  neonatal 
herpes  infection  through  prenatal  maternal 
detection. 

NEW  DRUG  FOR  HYPERTENSION  — TEN- 
ORETIC®  (Stuart  Laboratories)  is  combination 
of  a beta  blocker  and  a diuretic  for  treatment 
of  hypertension.  It  is  claimed  this  drug  con- 
trols the  blood  pressure  in  86%  of  patients  with 
90%  freedom  from  side  effects. 
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January  1986  Morbidity  Report 


Disease 

Jan. 

1986 

Total 

1986 

to 

Date 

1985  Most  Jan.  Cases 

to  Reported  From 

date  These  Counties 

Aids 

1 

1 

1 

Amebiasis 

3 

3 

1 Johnson,  Story 

Brucellosis 

0 

0 

0 

Chickenpox 

1257 

1257 

907  Scattered 

Campylobacter 

15 

15 

5 Scattered 

Cytomegalovirus 
Eatons  Agent 

4 

4 

0 Black  Hawk,  Boone, 
Pocahontas 

infection 

0 

0 

5 

Encephalitis,  viral 

0 

0 

3 

Erythema  Infectiosum 

0 

0 

0 

Gastroenteritis  (GIV) 

2366 

2366 

1 48 1 Scattered 

Giardiasis 

40 

40 

26  Scattered 

Hepatitis,  A 

6 

6 

1 Scattered 

Hepatitis,  B 

5 

5 

7 Scattered 

Hepatitis,  Non  A-B 
Hepotitis 

0 

0 

0 

type  unspecified 

0 

0 

1 

Herpes  Simplex 

115 

115 

69  Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

Infectious 

2 

2 

0 Dubuque,  Polk 

mononucleosis 

Influenza, 

34 

34 

1 0 Scattered 

lab  confirmed 
Influenza-like 

17 

17 

8 Scattered 

illness  (URI) 

6948 

6948 

2517  Scattered 

Legionellosis 

3 

3 

1 Johnson,  Polk,  Woodbury 

Malaria 

Meningitis 

0 

0 

0 

aseptic 

1 

1 

5 Washington 

bacterial 

0 

0 

1 8 Scattered 

meningococcal 

4 

4 

2 Cerro  Gordo,  Linn,  Polk 

Mumps 

4 

4 

1 Black  Hawk,  Butler,  Linn, 
Wayne 

Pertussis 

2 

2 

0 Lyon,  Polk 

Rabies  in  animals 

11 

11 

1 6 Scattered 

Reye  Syndrome 

0 

0 

1 

Rheumatic  Fever 
Rubella 

0 

0 

0 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

18 

18 

9 Scattered 

Shigellosis 
Toxic  Shock 

1 

1 

1 Muscatine 

Syndrome 

Tuberculosis 

3 

3 

1 Johnson,  Linn,  Marion 

total  ill 

2 

2 

10  Polk,  Woodbury 

bact.  pos. 

2 

2 

9 Polk,  Woodbury 

Typhoid  Fever 
Venereal  diseases: 

1 

1 

0 Johnson 

Gonorrhea 

394 

394 

340  Scattered 

Chlamydia 

266 

266 

0 Scattered 

Syphilis 

3 

3 

0 Dubuque,  Woodbury 

Otfier  Non-Reporfable  Diseases:  Clonarchis  — 2,  Linn;  Lyme  Disease  — 
1,  Butler;  Rotavirus  — 1,  Davis;  Trichurius  Trichuria  — 1,  Linn; 
Ureaplasma  Urealyticum  — 2,  Johnson,  1 Scott,  1 Wapello. 


RECENT  BOOKS 


The  Parents  Emergency  Guide,  1984,  Facts  on  File 
Publications,  New  York,  N.  Y.,  Paperback, 
$6.95.  This  small  action  handbook  provides  a 
quick  reference  on  childhood  illnesses  and 
accidents.  The  descriptions  are  brief  and  con- 
cise. Line  drawings  add  to  the  value  of  this 
little  publication. 

Schein,  Jerome  D.,  1984,  Speaking  the  Language 
of  Sign:  The  Art  and  Science  of  Signing,  Double- 
day and  Company,  Inc.,  Garden  City,  N.  Y., 
Paperback,  $9.95.  This  is  a fantastic  book.  It 
helps  to  understand  this  very  expressive  man- 
ner of  communication.  It  will  serve  as  an  excel- 
lent reference  book  to  those  who  have  chosen 
to  learn  to  sign.  Though  the  illustrations  are 
helpful,  personal  instruction  would  be  manda- 
tory. This  book  has  stimulated  me  to  learn 
more  of  this  method  of  communication. 

Nelson,  Barbara  J.,  1984,  Making  An  Issue  of 
Child  Abuse:  Political  Agenda  Setting  for  Social 
Problems,  University  of  Chicago  Press,  Chi- 
cago, Illinois,  $17.50.  Three  areas  are  dis- 
cussed. First,  there  is  a review  of  the  history 
of  child  abuse  policy-making  since  1955,  sec- 
ond, a general  discussion  of  the  political  agenda 
setting  of  the  problems,  and  third,  what  the 
author  chooses  to  call  “the  public  use  of  pri- 
vate deviance." 

Thompson,  D.  S.,  M.D.,  editor,  1985,  Every 
yeoman's  Health,  Doubleday  & Co.,  New  York, 
N.  Y.,  $19.95.  Flealth  maintenance  and  under- 
standing of  principles  of  health  care  are 
emphasized  in  this  book.  Well-written  for  easy 
comprehension,  the  subject  matter  is  pre- 
sented in  a well-organized  manner.  Approx- 
imately one-third  of  the  volume  consists  of  an 
encyclopedia  of  health  and  medical  terms. 

Powell,  Walter  W.,  1985,  Getting  Into  Print:  The 
Decision-Making  Process  in  Scholarly  Publishing, 
University  of  Chicago  Press,  Chicago,  Illinois, 
$19.95.  This  is  a comprehensive  evaluation  of 
the  book-publishing  business  . . . how  books 
are  published,  how  to  get  books  published, 
and  the  workings  of  the  editorial  process. 
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Lx>sing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs;  IBM,  AT&T  Compaq,  He\\^ett- Packard  and  Altos.  At 
West  Des  Moines'  MicroAge,  you'll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 


MxcxoAge^ 

“The  Solution  Store”^ 

West  Des  Moines 
2900  University 
(Cbck  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Snerialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  Jack  N.  Morgan,  Fairfield,  has  retired  from 
medical  practice.  Dr.  Morgan  received  the 
M.D.  degree  at  Washington  University  School 
of  Medicine  in  St.  Louis,  Missouri;  interned  at 
Minneapolis  General  Hospital  and  completed 
his  family  practice  residency  at  Robert  B. 
Greene  Hospital  in  San  Antonio,  Texas.  He 
began  medical  practice  in  Fairfield  in  1953.  Dr. 
Morgan  is  an  18-year  member  of  the  American 
Heart  Association  Council  on  Clinical  Cardiol- 
ogy and  charter  fellow  member  of  the  Amer- 
ican Academy  of  Family  Physicians.  ...  St. 
Luke's  Health  Care  Foundation  has  presented 
its  sixth  Founders  Award  to  Dr.  Campbell  F. 
Watts,  retired  Cedar  Rapids  general  surgeon. 
Dr.  Watts  received  the  M.D.  degree  at  the  Uni- 


versity of  Minnesota  and  served  his  surgery 
residency  at  the  Mayo  Clinic  in  Rochester, 
Minnesota.  He  is  a past  president  of  the  Linn 
County  Medical  Society;  past  president  of  the 
Iowa  Clinical  Surgical  Society  and  past  presi- 
dent of  the  medical  staff  at  both  St.  Luke's  and 
Mercy  hospitals.  He  retired  in  1984.  . . . Dr. 
James  L.  Knott,  Council  Bluffs,  was  honored 
by  Mercy  Hospital  for  25  years  as  an  active 
member  of  Mercy's  medical  staff,  including 
serving  as  chief  of  staff  in  1983.  Dr.  Knott  re- 
ceived the  M.D.  degree  at  Creighton  Univer- 
sity in  Omaha;  interned  at  St.  Joseph-Mercy 
Hospital  in  Sioux  City  and  served  his  internal 
medicine  residency  at  Veterans  Administra- 
tion Hospital  in  Omaha. 


"After  the  sale  . . . it's  the  SERVICE 
that  counts."  value  for  your  medical  supply  dol- 
lar IS  MORE  THAN  SIMPLY  PRICE.  AT  HAWKEYE  MEDICAL 
SUPPLY  WE  OFFER: 


• TOLL  FREE  NUMBER  WITH  A KNOWLEDGEABLE  STAFF 
TO  ASSIST  YOU  . . . 

• OUR  OWN  EXPERT  REPAIR  DEPARTMENT  . . . 

• LOANER  INSTRUMENTS  AT  NO  CHARGE  FOR  MOST 
MAJOR  REPAIRS  . . . 


BECAUSE,  “AFTER  THE  SALE  . . . IT'S  THE  SERVICE  THAT 

COUNTS.” 


HAWKEYE  MEDICAL  SUPPLY,  INC. 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 


Your 

dealer 


BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 


IOWA  WATS 
1 -800-272-6448 


D 


144  / Iowa  Medicine 


Immanuel  Medical  Center 


Announcing  . . . 


CARDIOLOGY  FELLOWSHIP  PROGRAM  — APRIL  10-11,  1986 


The  Cardiology  Fellowship,  to  be  held  at  the  Moiling  Center  on  April  10-11,1 986,  is  a two  day  intensive  program 
for  primary  care  physicians.  The  program  is  designed  to  enhance  diagnostic,  treatment  and  follow-up  skills  in 
caring  for  the  cardiac  patient.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the 
program. 


Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of  elegant 
“dining  out”  together  on  Thursday,  April  1 0.  Participants  are  housed  at  the  Immanuel  Plaza  Motel  on  the  Medical 
Center  campus. 


First  Day 

Differential  Diagnosis  of  Chest  Pain 
Richard  E.  Collins,  M.D. 

Electrocardiography 

Richard  E.  Collins,  M.D. 

Treadmill  Testing 

Steven  J.  Diamantis,  M.D. 

Current  Therapy  for  Angina  Pectoris 
Michael  M.  Dehning,  M.D. 

Percutaneous  Transluminal  Coronary  Angioplasty 
Richard  E.  Collins,  M.D. 

Cholesterol  and  Coronary  Artery  Disease 
Joseph  M.  Rapoport,  M.D. 

Coronary  Bypass  Surgery 
David  A.  Hughes,  M.D. 

Current  Methods  of  Myocardial  Infarction  Reduction 
Steven  J.  Diamantis,  M.D. 

After  Infarct  — What  Next? 

Michael  M.  Dehning,  M.D. 

Case  Studies 

Richard  E.  Collins,  M.D. 

Michael  M.  Dehning,  M.D. 


Second  Day 

Bedside  Exam  of  Cardiac  Patient 
Richard  E.  Collins,  M.D. 

Valvular  Heart  Disease 

Richard  E.  Collins,  M.D. 
Echocardiography 

Michael  M.  Dehning,  M.D. 

Current  Therapy  of  Congestive  Heart  Failure 
Steven  J.  Diamantis,  M.D. 

Pre-op  Evaluation  of  the  Cardiac  Patient 
Michael  M.  Dehning,  M.D. 

Stress  Management 

Richard  E.  Collins,  M.D. 

Approach  to  Sudden  Death 
Steven  J.  Diamantis,  M.D. 

Pacemakers 

Michael  M.  Dehning,  M.D. 

Current  Therapy  for  Hypertension 
Richard  E.  Collins,  M.D. 

Future  Trends 

Richard  E.  Collins,  M.D. 


For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Moiling  Education  Center,  Immanuel 
Medical  Center,  6901  North  72nd  Street,  Omaha,  Nebraska  68122,  (402)  572-2340. 


CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


CEDAR  RAPIDS  — Family  Physician  needed  for  part-time  or  full  time. 
10-45  hours  per  week.  Limited  call  schedule. Out-patient  family  practice. 
Medicenter  West.  Contact  Jill  Buschmann,  319/396-2000. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  “MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612'447-6866. 


FELLOWSHIP  OPPORTUNITY  — Two-year  clinical  adolescent  medi- 
cine fellowship  will  be  offered  at  the  Raymond  Blank  Memorial  Hospi- 
tal for  Children  (Iowa  Methodist  Medical  Center),  starting  in  July,  1986. 
The  core  of  the  training  will  be  centered  around  an  innovative  inpatient 
adolescent  behavioral  medicine  service.  Additional  areas  of  training 
include  sports  medicine,  gynecology,  endocrinology  and  hospital  ad- 
ministration. The  fellow  must  be  a graduate  of  an  approved  residency 
program  (pediatrics,  family  practice,  or  internal  medicine).  The  purpose 
of  this  fellowship  is  to  prepare  qualified  individuals  for  a career  in  the 
stimulating  field  of  clinical  adolescent  medicine.  Interested  candidates 
should  contact  Donald  E.  Greydanus,  M.D.,  F.S.A.M.,  Iowa  Methodist 
Medical  Center,  1200  Pleasant,  Des  Moines,  Iowa  50308.  515  283-6230 


GENERAL  SURGEON,  OB  GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


WANTED  — BOARD  CERTIFIED  GENERAL  SURGEON  — To  join 
incorporated  northern  Iowa  group  of  seven  physicians  to  replace  retiring 
surgeon.  Target  date  is  July  1986.  W'ould  work  with  present  surgeon  for  1 
year  and  then  take  over  the  surgery  practice.  Experience  in  orthopedics 
and  OB-GYN  surgery  desirable.  Contact  Tom  Place,  M.D.  or  Mark 
Steine,  M.D.,  Osage  Medical  Group,  Osage,  Iowa  50461.  Call  515/732- 
3753. 


CARDIOLOGIST  — Excellent  opportunity  for  a Board  Certified  or  Eligi- 
ble Cardiologist  to  associate  with  a progressive  Cardiology  Group  in 
North  Central  Wisconsin.  Modem  single  community  hospital  offering 
all  varieties  of  comprehensive  Cardiology  and  Cardiovascular  Thoracic 
Surgery  Services.  Position  available  now.  If  interested,  send  CV  or 
contact  D.  Joe  Freeman,  M.D.,  FACC,  North  Central  Heart  Clinic,  425 
Pine  Ridge  Blvd.,  Suite  204,  W’ausau,  Wisconsin  54401.  Call  715  845- 
NCHC  (6242). 


GENERAL  INTERNIST  WANTED  — Medical  Associates  Clinic,  22- 
physician  multispecialty  group  practice  in  eastern  Iowa,  has  an  opening 
for  a general  internist.  Board  certified  or  eligible.  Competitive  salary 
and  comprehensive  benefits.  Excellent  school  system.  Ideal  family  liv- 
ing. Call  collect  319/243-2511  or  send  curriculum  vitae  with  names  of 
references  to  Roger  Greenwald,  Administrator,  Springdale  Drive  & 13th 
Avenue  North,  Clinton,  Iowa  52732. 


WANTED  — E.  R.  PHYSICIANS  — STAT,  P.C.,  a professional  cor- 
poration providing  St.  Joseph  Mercy  Hospital  Emergency  Department 
physician  services,  looking  for  qualified  part-time  or  full-time  physi- 
cians to  staff  the  emergency.department.  Please  direct  inquiries  to  Lam- 
bert C.  Orton,  M.D.,  STAT,  P.C.,  84  Beaumont  Drive,  Mason  City, 
Iowa  50401.  515/424-STAT  (7828). 


BOARD-CERTIFIED  INTERNIST  — With  current  ACLS/ATLS,  avail- 
able for  office,  clinic,  urgent  care,  in-hospital  coverage  on  weekends 
and  weekdays  after  4 p.m.  Contact  Dr.  Dee  at  319/334-6663  or  write; 
NO.  1564,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 


FAMILY  PRACTICE  — For  sale  in  southeast  Iowa.  Physician  retiring, 
may  be  purchased  for  a small  fee.  Includes  medical  equipment.  For 
further  information  write  No.  1566,  IOWA  MEDICINE,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


PSYCHIATRIST  WANTED  — To  establish  practice  in  southeast  Iowa. 
Excellent  facilities  available.  For  further  information  write  No.  1567, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


MEDICAL  BILLING  — We  offer  professional  practice  management 
services  for  a profitable  practice  through  our  computerized  Service  Bu- 
reau Operation.  Accounts  receivable,  accounts  payable,  bookkeeping, 
payroll,  or  inventory  control.  Progressive,  Iowa-based  physician  owned 
with  data  capture  and  electronic  claims  capabilities.  Contact  Dwight 
Hughes,  Professional  Management  Systems,  Waterloo,  Iowa  50701.  319/ 
232-6000. 


INTERNIST  OR  FAMILY  PRACTITIONER  WANTED  — To  join  small 
multispecialty  clinic  in  southeast  Iowa.  Community  of  6,500;  drawing 
area  20,000;  50-bed  hospital.  Reply  to  Donald  K.  Miller,  M.D.,  Wash- 
ington Medical  Clinic,  Washington,  Iowa  52353.  319/653-6601. 


INTERNIST  WANTED  — To  associate  with  5 family  physicians,  and 
one  surgeon.  Rural  central  W'isconsin  resort  community.  Well-equipped 
40-bed  hospital  with  new  ICU.  Total  referral  source  14  physicians.  Con- 
tact J.  R.  Salan,  M.D. , 710  Riverside  Drive,  Waupaca,  Wisconsin  54981. 
715/258-1154. 


CARDIOLOGIST  (INVASIVE)  — To  join  two  invasive  cardiologists  in 
eastern  Iowa.  All  treatment  modalities  available.  Write  No.  1563,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


LOCUM  TENENS  NEEDED  — MARCH  10-22,  1986  — Must  attend  2 
weeks  active  duty  Army.  Solo  practice,  OB  and  hospital  practice  op- 
tional. Located  in  N.E.  Iowa  on  the  Mississippi.  Call  or  write  for  details: 
Dale  Wicklund,  M.D.,  Box  680,  50  N.  4th  Street,  Lansing,  Iowa  52151 
319'538-4135  or  319/538-4932  (Home). 


FOR  SALE  — 6-TIER  "CENTRAC"  HLING  SYSTEM  — Movable,  round 
tiers  provide  easy  access  to  all  personnel.  In  EXCELLENT  condition, 
will  sell  at  reasonable  price.  Call  or  write:  Marshalltown  Family  Phy- 
sicians, 112  East  Linn,  Marshalltown,  Iowa  50158  (Attention:  Diane 
Dvorak,  Office  Manager)  515/752-5469. 


WANTED  — 1 OR  2 PHYSICIANS  — For  active  family  practice.  30- 
bed  hospital,  good  coverage,  excellent  recreational,  cultural  and  Big  8 
sports  activities.  Contact:  Robert  H.  Heise,  M.D.,  527  Grand  Avenue, 
Story  City,  Iowa  50248.  515/733-4545. 


146  / Iowa  Medicine 


FAMILY  PRACTICE  FACULTY  PHYSICIAN  — IOWA  — Full-time  fac- 
ulty position  in  Family  Practice  Residency  Training  Program.  Well- 
established  program,  having  30  residents  in  county  hospital  setting, 
affiliated  with  the  University  of  Iowa  College  of  Medicine.  Responsible 
for  supervision  and  instruction  of  residents  and  students  in  ambulatory 
care.  Must  have  M.D.  degree  or  equivalent,  be  ABFP  eligible  or  cer- 
tified, and  have  a current  license  to  practice  medicine  in  Iowa.  Private 
practice  and  clinical  teaching  experience  desirable.  Competitive  salary. 
University  faculty  appointment  possible.  Contact  Loran  F.  Parker,  M.D., 
Director  of  Family  Practice,  Broadlawns  Medical  Center,  1800  Hickman 
Road,  Des  Moines,  Iowa  50314  (515/282-2275).  An  equal  employment 
opportunity/affirmative  action  employer. 


ORTHOPEDIC  SURGEON  NEEDED  — Excellent  practice  opportunity 
available  for  orthopedic  surgeon  in  association  with  2 board  certified 
general  surgeons  in  northwest  Iowa.  Modern,  expanding  hospital  fa- 
cilities in  growth-oriented  communities.  Excellent  financial  and  benefit 
package.  Contact  J.  Dwight  Gray,  Administrator,  Floyd  Valley  Hos- 
pital, Le  Mars,  Iowa  51031.  Call  712/546-7871. 


GENERAL  SURGEON  BC/BE  — With  vascular  experience  in  the  Mid- 
west. Established  busy  practice.  200-bed  hospital.  For  further  infor- 
mation write  No.  1565,  IOWA  MEDICINE,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


1986  CME  CRUISE/CONFERENCES  — On  selected  medical  topics.  Car- 
ibbean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-12  days  year- 
round.  Approved  for  20-24  CME  Category  I credits  (AMA/PRA)  & AAFP 
prescribed  credits.  Distinguished  professors.  FLY  ROUNDTRIP  FREE 
ON  CARIBBEAN,  MEXICAN,  MEDITERRANEAN,  ALASKAN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Prescheduled  in  compliance  with  present  IRS  requirements.  For  infor- 
mation, contact  International  Conferences,  189  Lodge  Avenue,  Hun- 
tington Station,  New  York  11746,  516/549-0869. 
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WE  MAKE  IT  EASY 
FOR  PHYSICIANS 
TO  SERVE  HERE  IN 
IOWA 

The  830th  Hospital  in  Des 
Moines  and  the  73rd  Hospital 
in  Cedar  Rapids  need  Physi- 
cians. We  are  fully  aware  of  the 
demands  on  a physician’s  time, 
so  we  work  hard  to  be  as  flexible 
as  possible  in  arranging  sched- 
ules. If  exploring  some  other 
phases  of  medicine,  adding 
some  different  experience  and 
knowledge,  could  help  you  in 
your  practice,  look  into  the 
nearby  local  Army  Reserve. 

To  discover  how  flexible  we 
can  be,  call  our  officer  counse- 
lor. 

MAJOR  LARRY  MATTHEWS 
612-854-7702  COLLECT 


ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 
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ALLERGY 


GASTROENTEROLOGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

GYNECOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BRDCKWAY  RDAD 
WATERLDO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  5031 1 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  0.0. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232*8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.O., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  OAVISON,  M.D. 
NORMAN  F.  WOOOLIEF,  M.O. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  # 3 
WEST  OES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  0.  WHINERY,  M.O., 

STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  8.  GOFFSTEIN,  M.O. 

2409  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADOISON  W.  BROWN,  JR.,  M.O., 

MICHAEL  L.  LONG,  M.O. 

BRAOLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  OENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  ^ RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.O., 

C.  P.  GRYTE,  M.O. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  0.  OEGRAVELLES,  JR.,  M.O. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KDENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSDN,  M.D. 

YOUNKER  MEMDRIAL  REHABILITATION  CENTER 
IOWA  METHOOIST  MEDICAL  CENTER 
1200  PLEASANT 
OES  MOINES  50309 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  ANO  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 

SAHERFIELO  PSYCHIATRIC  ASSOCIATES,  P.C. 

719  BADGEROW  BLDG. 

622  4TH  STREET 
SIOUX  CITY  51101 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLO,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


JOHN  G.  GANSKE,  M.O. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.O. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANOEYA,  O.O.,  P.C. 

1440  E.  GRANO,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.O. 

528  UNIVAC  BUILOING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING,  M.O. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOOOWARD,  M.D. 

3116  BROCKWAY  RO. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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IN  THE 

PUBLIC  INTEREST 

Mary's  New  Playground 


For  Mary,  alcohol  and  drugs  were  a magic 
panacea.  They  shielded  her  from  the  pain 
of  her  parents'  divorce,  her  fear  of  having  no 
friends  and  her  lack  of  self-confidence. 

"When  1 was  using,  1 didn't  have  to  think 
about  anything,"  she  says.  "1  didn't  have  to 
feel  hurt  or  any  sense  of  responsibility." 

Mary  was  13  and  living  with  her  mother  in 
a Des  Moines  suburb  when  she  began  drink- 
ing "just  on  weekends." 

"The  first  time  I took  that  drink,  something 
was  there,"  she  relates.  "It  didn't  take  me  long 
to  go  on  to  other  drugs.  It  went  real  fast.  " 
Soon,  getting  high  became  a way  of  life. 

"I  smoked  grass  3 times  a day,  I took  speed 
twice  a day  and  I used  cocaine.  I used  what- 
ever drug  was  around." 

Drugs  were  not  hard  to  get.  For  6 months, 
Mary  had  a part  time  job  and  spent  her  entire 
earnings  — $800  — on  drugs. 

"I  had  a lot  of  friends,  too,  new  ones.  With 
the  guys,  all  I had  to  do  was  smile  and  they'd 
get  me  high,"  she  recalls. 

When  Mary  looks  at  herself  in  retrospect, 
she  sees  a girl  20  pounds  underweight  with 
plummeting  grades,  perpetually  bloodshot 
eyes  and  blotchy  skin. 

"I  never  ate.  Everybody  knows  if  you  eat  it 
takes  away  the  effect  of  the  drugs.  I just  didn't 
look  healthy,  but  at  the  time  I didn't  notice.  I 
looked  in  the  mirror  and  thought  I looked  fine." 

But  Mary's  mother  noticed  something  was 
wrong.  Over  a period  of  several  months,  she 
took  her  daughter  to  4 psychologists. 

"I  cleaned  up  my  attitude  and  conned  all  of 
them,"  Mary  says. 

At  age  15,  Mary  was  expelled  from  school 
and  thrown  out  of  her  mother's  house. 


"I  went  to  live  with  my  dad.  He  used,  too, 
so  everything  was  great  for  awhile,"  she  says. 

Mary's  tragic  rollercoaster  ride  halted  when 
a friend  went  through  Our  Primary  Purpose,  an 
adolescent  drug  abuse  program  at  Lutheran 
Hospital  in  Des  Moines. 

"I  saw  how  she'd  changed.  She  was  laugh- 
ing and  her  eyes  sparkled.  That  was  all  I'd 
ever  wanted  — to  be  happy." 

Mary  called  OPP  and  spent  60  days  as  an 
in-patient  in  the  program,  which  is  directed 
by  a child  psychiatrist  and  staffed  by  Lutheran 
nurses  and  resident  physicians. 

Now  16,  Mary  has  been  straight  "for  16 
months  this  Wednesday."  She's  graduating 
early  and  maintains  a 3.0  grade  average.  She 
has  new  friends  and  new  interests  and  shuns 
parties  because  "they're  just  not  fun." 

"You  have  to  change  playmates  and  play- 
grounds," she  explains.  "I  know  that,  for  the 
rest  of  my  life,  if  I take  a drink  or  another  drug 
I won't  be  able  to  stop." 

Another  part  of  Mary's  Life  After  Drugs  is 
talking  to  groups  of  school  children  and  teach- 
ers about  her  addiction  and  recovery. 

"I'm  busy.  I'm  happy,  I'm  always  on  the 
run  and  I thank  God  for  it,"  she  concludes 
proudly. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


.highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


•i  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  ;Z  691- 
697,  Jul7\ug  1971  2.  Koles  A,  etal:  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32  781-188.  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR  JAmGeriatrSoc275A1-5A8,  Dec  1979  6.  Dement 
WC,  etal  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  J Clin  Psychopharmacol  31A0-150.  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  ttie  Treatment  at  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Stioder  Rl:  Clin  Pharmacol  Ther  21:355-381, 
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Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows; 

Indications:  Effective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  odministration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregndncy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  pofentiol  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuotion  Caution  against  hazardous  occu- 
potions  requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  octivities  moy  occurthe  day  following  ingestion  Not 
recommended  for  use  In  persons  under  15  yeors  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  oddiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  ataxia  Consider 
pofentiol  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonfs  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxio  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rosh,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage;  Individualize  far  maximum  beneficial  effect  AMs 
30  mg  usual  dosage.  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI.  ; 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 
Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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Cooper  Brothers,  Inc.: 

Experienced  Specialists  In  Medical  Facility  Development 


Cooper  Brothers,  Inc.  offers  physicians  a single  source 
of  responsibility  for  the  design,  financing  and  construction  of 
superior  medical  office  buildings  and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling 
— without  the  need  to  divert  attention  from  your  medical 
practice.  But,  you  don't  have  to  take  our  word  for  it.  We'll  gladly 
put  you  in  touch  with  our  past  clients  who  will  confirm  the  integrity 
of  our  company  and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists, 
you'll  have  a firm  price  for  your  new  facility — a price  we  can 
guarantee  because  of  our  experience  in  completing  many 
successful  medical  facilities.  Our  experience  also  assures  that 
your  building  will  suit  your  working  style,  offer  energy-efficient 
operation  and  low-cost  maintenance,  while  reflecting  the 

unique  structural,  mechanical 
and  design  considerations 
of  highly  specialized 
medical  facilities. 


BROTHERS 

500  Cooper  Center  • 7100  N.  Classen  Boulevard 
Oklahoma  City.  Oklahoma  73116-  405  842-6653 
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ABOUT  THE  COVER  — The  cine  CT  on  the  cover, 
acquired  by  University  Hospitals  in  1984,  rep- 
resents the  state-of-the-art  in  whole  body  scan- 
ners. Pediatric  radiologist  Edward  Frey  uses  cine 
CT  to  evaluate  a child's  airway.  Producing  17 
X-ray  images  a second,  the  cine  CT  can  freeze 
motion  or  make  a movie  to  evaluate  organs. 
Ul  physicians  say  the  cine  CT  has  created  end- 
less possibilities  for  diagnostic  imaging.  Cover 
photo:  Steve  Moon. 
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PRESIDENT'S 

PRIVILEGE 


LOOKING  BACK, 

LOOKING  AHEAD 

ON  THE  Iowa  Medical  Society  annual  cal- 
endar, April  is  a significant  month. 

In  the  April  issue  we  traditionally  focus  at- 
tention on  the  University  of  Iowa.  This  month 
you  will  find  articles  on  the  medical  and  tech- 
nological advancements  at  the  UI  College  of 
Medicine.  These  advancements  range  from  in- 
novations in  medical  education  to  significant 
new  surgical  techniques. 

You  will  also  find  information  about  the  po- 
tential for  medical  research  underway  at  the 
University  of  Iowa.  As  Dean  John  W.  Eckstein, 
M.D.,  stresses  in  his  annual  message,  UI  re- 
searchers see  a bright  future  on  many  fronts. 

We  salute  our  colleagues  at  the  University 
of  Iowa.  We  derive  many  benefits  from  the 
work  accomplished  in  Iowa  City. 

This  month,  we  participate  in  the  April  Sci- 
entific Session  and  the  1986  Iowa  Medical  So- 
ciety House  of  Delegates.  These  concurrent 
events  are  a pivotal  point  in  our  IMS  year. 
They  demonstrate  the  vibrancy  of  our  state 
professional  association. 

Delegates  to  the  1986  House  have  been  des- 


ignated by  their  county  societies.  They  will 
consider  reports  and  resolutions  on  a variety 
of  topics  and  issues. 

We  cannot  determine  our  future  without 
looking  back  to  see  how  far  we've  come.  In 
the  past  year,  we  have  made  headway  in  our 
bid  for  liabilitv  tort  reform.  However,  there  is 
much  ground  yet  to  cover.  This  past  year  also 
saw  the  first  anniversary  of  our  IMS-spon- 
sored IPMIT/AMACO  liability  insurance  pro- 
gram. First-year  goals  for  this  program  were 
met  and  exceeded;  new  goals  lie  ahead. 

As  we  look  both  back  and  forward  in  April, 
we  must  acknowledge  the  challenges  and  re- 
new our  commitment  to  the  principles  which 
have  built  a strong  and  effective  Iowa  Medical 
Society. 

Mathiasen,  M.D. 


Emmett  B. 
President 
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The  Dean's  Message 


Biotechnology  — It's  Alive 
and  Well  at  Iowa 


JOHN  W.  ECKSTEIN,  M.D. 
Iowa  City,  Iowa 


Although  the  word  may  seem  to 
have  burst  on  the  scene  quite  re- 
cently, Dean  John  Eckstein  reports 
biotechnology  has  long  been  part  of 
the  College  of  Medicine  and  Uni- 
versity of  Iowa  educational  mis- 
sion. He  leads  off  the  1986 
University  issue  with  some  exam- 
ples which  could  become  very  rel- 
evant to  our  state's  economy. 


IF  THE  ENTERTAINING  1967  film.  The  Graduate, 
were  being  made  or  remade  today,  the  magic 
word  mumbled  to  Dustin  Hoffman  by  his  fa- 
ther's business  friend  wouldn't  be  "plastics." 
Rather,  the  new  college  graduate  would  al- 
most certainly  hear,  "Biotechnology  — get  into 
biotechnology!" 

That  word  is  on  the  lips  of  many  lowans  this 
year  — including  some  who  might  be  hard  put 
to  define  it.  Political  figures  and  business  lead- 
ers echo  the  des  moines  register  editorial  writer 
who  recently  advised  in  no  uncertain  terms: 
"Make  biotechnology  the  focus  of  Iowa's  ef- 
forts for  economic  growth,  and  do  it  boldly. 
. . . Iowa  can  ride  the  biotechnology  wave,  as 
Silicon  Valley,  Route  128  and  the  Research  Tri- 
angle rode  the  microelectronics  wave." 

Whether  or  not  that  prognostication  comes 
to  pass,  it  is  a fact  our  state  has  many  valuable 
resources  — including  the  College  of  Medicine 


John  W.  Eckstein,  M.D. 


— that  provide  great  potential  for  economic 
growth  through  development  of  new  knowl- 
edge and  devices  that  enhance  the  quality  of 
life  for  everyone. 

Important  Work  in  Progress 

While  it  is  hardly  news  to  graduates  of  The 
University  of  Iowa  College  of  Medicine,  we 
believe  it  necessary  to  call  public  attention  to 
a fact  apparently  unknown  or  forgotten  by 
those  scurrying  to  get  this  state  into  biotech- 
nology: 

Very  important  work  in  biotechnology  is  being 
done  right  now  and  has  been  done  for  many  years 
at  The  University  of  Iowa  — especially  in  the  Col- 
lege of  Medicine. 

Consider  just  3 of  the  many  research  efforts 
being  pursued  on  this  campus  in  molecular 
biology.  Think  of  their  potential  in  terms  of 
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human  life  — including  the  possibilities  for 
new  products  and  processes  that  would  trans- 
late directly  into  employment. 

University  of  Iowa  pharmacologists  are  at 
the  cutting  edge  of  research  with  their  study 
of  a gonadotropin-releasing  hormone,  GnRH, 
that  controls  production  of  sex  hormones  in 
the  body.  Dr.  P.  Michael  Conn,  professor  and 
head  of  pharmacology,  envisions  future  use 
for  this  hormone  as  a contraceptive  for  both 
sexes.  He  also  sees  it  as  providing  potentially 
effective  treatment  for  some  medical  condi- 
tions, including  infertility,  breast  and  prostate 
cancer. 

New  Care  Approaches 

Using  monoclonal  antibodies  as  their  prin- 
cipal tool.  Dr.  Richard  Lynch  and  his  col- 
leagues in  pathology  seek  new  approaches  to 
cancer  treatment  through  immunologic  meth- 
ods, and  new  means  of  obtaining  rapid  diag- 
nosis of  such  disorders  as  herpes  and  rabies. 
Monoclonal  antibodies  may  have  the  capacity 
to  carry  drugs,  isotopes  or  other  toxins  directly 
to  “hit”  some  cancerous  cells  in  the  body  and 
spare  the  healthy  cells. 

Long  beloved  by  science  fiction  writers,  ge- 
netic engineering  is  very  much  a reality  at  Iowa. 


Professor  John  Donelson  and  his  colleagues  in 
biochemistry  are  cloning  segments  of  genetic 
substances  from  living  organisms  — animal, 
plant,  bacteria  or  virus.  Besides  their  research 
toward  eliminating  an  African  variety  of  sleep- 
ing sickness,  trypanosomiasis,  the  Donelson 
research  team  is  studying  the  mechanism  of 
genes,  seeking  to  learn  how  the  genetic  infor- 
mation of  the  cells  is  regulated  under  normal 
conditions  of  the  immune  system. 

Cross  the  Iowa  River  and  climb  the  hill  to 
Professor  David  Soil's  biology  laboratory  in  the 
UI  College  of  Liberal  Arts.  There  he,  his  stu- 
dents and  collaborators  from  microbiology, 
biochemistry,  pathology,  obstetrics  and  gyne- 
cology, dermatology  and  the  College  of  Den- 
tistry are  pursuing  that  elusive  and  evasive 
yeast,  Candida  albicans.  Besides  seeking  to  cre- 
ate a kit  for  ready  diagnosis  of  the  various 
forms  of  the  yeast.  Professor  Soli  and  his  col- 
leagues hope  to  develop  new  genetically-en- 
gineered agents  that  could  counteract  the 
effects  of  Candida. 

Practical  Outcomes  Achieved 

Other  practical  outcomes  resulting  from  bio- 
technological research  in  the  Iowa  Department 


When  completed  and  put  in  operation  in  1988,  the  Human  Biology  Research  Facility  (center)  will  keep  Iowa  in  the  vanguard  of  new 
knowledge  in  molecular  biology,  immunology  and  genetic  engineering.  The  5-story  structure  is  flanked  by  the  Steindler  Building  (formerly 
Children's  Hospital)  at  top  left  of  model,  Bowen  Science  Building  (top).  Medical  Laboratories  (right  center)  and  Medical  Research  (center 
lower  right). 


160  / Iowa  Medicine 


of  Orthopedics  include  the  “little  black  box" 
that  measures  nerve  conduction,  now  being 
manufactured  in  Cedar  Rapids  and  Iowa  City, 
and  the  famous  “Iowa  Knee  Brace"  worn  by 
football  teams  throughout  the  country. 

Though  it  may  sound  more  like  a project  for 
an  agricultural  experiment  station.  Professor 
Charles  Cox  and  his  colleagues  in  microbiol- 
ogy and  chemical  engineering  are  studying  the 
corn  wet-milling  industry.  They  are  looking 
for  a bacterium  that  will  speed  the  initial 
soaking  phase  of  the  corn-refining  process, 
and  hence  provide  for  maximum  yields  of 
starch  and  corn  protein.  Such  yields  could  lead 
to  development  of  new  and  improved  uses  of 
the  products  and  ultimately  increase  the  profit 
potential  of  the  industry. 

These  are  but  a few  illustrations  of  impor- 
tant work  in  biotechnology  in  the  College  of 
Medicine,  where  many  of  our  facilities,  tech- 
niques and  staff  lend  themselves  easily  to  solv- 
ing problems  in  human  biology  and 
agriculture.  This  capability  will  multiply  within 
the  next  2 years  when  the  College  of  Medicine 
completes  and  opens  the  new  5-story  Human 
Biology  Research  Facility  now  under  construc- 
tion immediately  north  of  the  Medical  Labo- 
ratories. 

Starting  Base  is  Here 

Thus  the  register  quite  properly  editorial- 
ized, “Iowa  has  the  base  from  which  to  start. 
The  earliest  applications  of  the  new  biotech- 
nology will  be  in  fields  such  as  agriculture, 
medicine,  pharmacy,  veterinary  medicine,  food 
processing  — fields  in  which  Iowa  universities 
excel.  A few  private  companies  in  Iowa  are 
already  involved  in  biotech." 

Having  had  considerable  first-hand  experi- 
ence at  recruiting  top-notch  biotechnologists 
and  other  scientists  in  these  years  of  shrinking 
support  for  research,  we  will  go  to  the  line  for 
the  editorialist's  final  piece  of  advice: 

"If  10  chairs  were  endowed  every  year,  after  10 
years  there  would  be  100  endowed  chairs  — 100  of 
the  best  brams  in  biotechnology  and  related  fields 
working  in  Iowa,  sparking  ideas  and  products  for 
Iowa  companies,  attracting  thousa?2ds  of  bright  stu- 
dents to  Iowa,  spawning  new  companies  and  cre- 
ating jobs  to  make  products  not  yet  imagined. 

"It's  an  exciting  vision,  well  suited  to  Iowa's 
people  and  resources.  All  that's  needed  is  the  bold- 
ness to  embrace  it." 


Building  On  The  Past 

Many  of  Iowa's  present  strengths  had  their 
roots  in  the  boldness  of  earlier  leadership  — 
such  as  the  Regents  and  legislators  of  the  1920s, 
who  agreed  Iowa  would  match  a proffered 
Rockefeller  Foundation  grant  and  thus  brought 
today's  University  Hospitals  and  Clinics  into 
being.  Other  boldness  was  shown  by  those 
whose  votes  for  the  Haskell-Klaus  and  Perkins 
Acts  provided  the  “critical  mass"  of  patients 
needed  to  develop  a major  medical  school  in 
a relatively  underpopulated  state.  This  bold- 
ness also  gave  Iowa  an  outstanding  indigent 
care  program  that  put  us  far  ahead  of  other 
states  for  many  years. 

Given  the  boldness  to  capitalize  on  the  ex- 
isting strengths  of  its  research  universities, 
Iowa  could  once  again  find  itself  in  a leader- 
ship role  — this  time  in  biotechnology,  truly 
a major  hope  of  the  21st  century. 


Site  of  the  new  Ul  Human  Biology  Research  Facility,  under 
construction  immediately  north  of  the  Medical  Laboratories. 
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Cine  CT  Today  Only 
'Tip  of  the  Iceberg' 


The  University  of  Iowa  was  one  of 
5 institutions  to  obtain  cine  CT  in 
1984.  Speed  of  cine  CT  reduces  ex- 
amination time  and  greatly  reduces 
a patient's  X-ray  exposure. 


CINE  COMPUTED  TOMOGRAPHY  (cine  CT)  has 
created  so  many  new  possibilities  for  di- 
agnostic imaging  that  we  are  seeing  just  the 
"tip  of  the  iceberg"  from  the  use  standpoint. 
This  is  the  observation  of  a radiologist  at  the 
University  of  Iowa  Hospitals  and  Clinics. 

Producing  17  x-ray  images  a second,  the  cine 
or  "fast"  CT  can  freeze  motion  (like  a camera 
freezing  subject  motion)  or  make  a movie  to 
evaluate  organs  such  as  the  heart,  kidney,  liver, 
as  well  as  structures  such  as  the  aorta  and 
airway,  says  William  Stanford,  M.D.,  UI  as- 
sistant professor  of  radiology. 

"The  cine  CT  is  an  important  addition  to 
diagnostic  imaging,  because  in  many  situa- 
tions it  can  yield  new  information  previously 
not  obtainable  or  yield  comparable  informa- 
tion faster,"  Dr.  Stanford  says,  "and  because 
the  cine  CT  freezes  motion,  it  is  especially  good 
for  use  with  children  and  other  patients  who 
have  difficulty  holding  still  during  examina- 
tion." 

Cine  CT  Applications 

The  cine  CT  is  used  to  evaluate  congenital 
heart  defects,  airway  anomalies  and  swallow- 
ing and  speech  difficulties  in  children. 

For  adult  cardiology,  the  cine  CT  is  used  to 
determine  patency  and  blood  flow  in  coronary 


artery  bypass  grafts,  currently  being  done  with 
95%  accuracy.  In  post-heart  attack  patients, 
the  cine  CT  can  evaluate  heart  muscle  con- 
traction, ejection  fractions,  and  heart  wall  mass. 
Cine  CT  can  also  detect  heart  valve  regurgi- 
tation and  aortic  aneurysms  or  dissections. 

Pulmonary  uses  are  to  evaluate  pulmonary 
emboli,  pulmonary  arteriovenous  fistulae,  and 
periaortic  masses.  Orthopedic  uses  include 
evaluation  of  the  patellar  bone  and  wrist  bones 
during  movement.  In  sleep  apnea  patients,  the 
cine  CT  is  used  to  observe  the  tongue  falling 
backward  and  occluding  the  airway. 

Clinical  researchers  are  planning  to  use  the 
cine  CT  to  study  blood  flow  in  the  kidneys 
before  and  after  lithotripsy. 

In  the  near  future,  according  to  Dr.  Stan- 
ford, the  cine  CT  will  likely  be  used  for  eval- 
uation of  renal  artery  stenosis  and,  with  a new 
modification,  blood  flow  in  the  brain. 

Cine  CT  Efficiency 

The  cine  CT  has  proven  to  be  efficient  and 
cost-effective  for  evaluating  certain  patients. 

Because  the  cine  CT  can  simultaneously  scan 
two  areas  (e.g.,  the  chest  and  abdomen)  with 
one  injection  of  contrast  material,  it  speeds 
evaluation  of  patients  with  multiple  injuries. 
For  example,  a 30-minute  cine  CT  examination 
may  replace  two  diagnostic  procedures:  an 
aortogram  for  possible  ruptured  aorta  and  a 
renal  angiogram  for  possible  renal  artery  oc- 
clusion. 

For  coronary  bypass  graft  patients,  the  cine 
CT  can  determine  patency  and  blood  flow  in 
grafts  — possibly  avoiding  cardiac  catheteri- 
zation requiring  hospitalization. 
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13  Years  of  CT  Experience 

University  Hospitals  was  the  fifth  medical 
center  in  the  nation  to  acquire  a head  CT  scan- 
ner in  1973.  Since  then,  the  latest-generation 
whole  body  scanners  were  acquired  by  Uni- 
versity Hospitals  in  1976,  1981,  1983,  and  1985 
— with  the  cine  CT  acquired  in  September 
1984. 

The  University  of  Iowa  was  one  of  5 insti- 
tutions to  obtain  cine  CT  in  1984.  The  other  4 
institutions  with  cine  CT  technology  are  the 
University  of  California  at  San  Francisco,  the 
University  of  Illinois  in  Chicago,  the  Deborah 
Heart  and  Lung  Institute  in  Brownsmills,  New 
Jersey,  and  a group  affiliated  with  Cedars-Sinai 
in  Los  Angeles. 

Cine  CT  Technology 

Even  though  the  speed  of  conventional  CT 
scanners  has  improved  from  4V2  minutes  per 
image  for  first  generation  scanners  in  1973  to 
1.2  seconds  per  image  for  fourth  generation 
scanners  today,  the  cine  CT  is  about  20  times 
faster  as  it  produces  17  images  per  second. 

Dr.  Stanford  explains  the  cine  CT  is  faster. 


because  it  has  no  mechanical  parts.  Instead  of 
moving  the  x-ray  tube  around  the  patient,  the 
cine  CT  has  a stationary  x-ray  tube  that  emits 
a stream  of  electrons  onto  large  circular  target 
rings,  which  generate  the  x-ray  beam  that  is 
deflected  to  detectors  in  the  gantry  where  the 
patient  is  lying. 

The  speed  of  cine  CT  reduces  examination 
time  and  limits  a patient's  x-ray  exposure  to 
only  one-tenth  to  one-twentieth  of  conven- 
tional CT  exams. 

Currently,  conventional  CT  scans  have  bet- 
ter resolution  than  cine  CT  images,  but  Dr. 
Stanford  indicates  a modification  to  be  made 
this  June  will  enable  the  cine  CT  to  produce 
images  only  5 millimeters  per  slice  — almost 
matching  the  resolution  of  conventional  CT 
scans.  The  slice  width  of  conventional  CT  im- 
ages now  is  2 to  5 millimeters,  compared  to  8 
millimeters  per  slice  for  cine  CT. 

"As  we  become  more  familiar  with  the  cine 
CT  and  assimilate  the  knowledge  gained  by 
this  improving  technology,"  Dr.  Stanford  says, 
"many  new  applications  will  continue  to  be 
developed.  So  far,  we've  only  seen  the  tip  of 
the  iceberg." 
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A New  Perspective 
For  UI  Medical  Students 


FORREST  MEYER 
Iowa  City,  Iowa 


University  of  Iowa  medical  stu- 
dents are  now  gaining  valuable 
clinical  experience  in  countries 
throughout  the  world.  Whether  the 
setting  is  an  African  village  or  Ox- 
ford University,  these  overseas  pro- 
grams will  leave  lasting  im- 
pressions on  the  Iowa  students  who 
experience  them. 


For  some  University  of  Iowa  medical  stu- 
dents, a unique  and  memorable  portion  of 
their  education  takes  place  thousands  of  miles 
from  Iowa  City. 

The  setting  may  be  Oxford,  England,  or 
Glasgow,  Scotland,  or  any  Third  World  coun- 
try. It  may  involve  watching  a child  die  for 
want  of  an  antitoxin,  working  in  urban  ghetto 
clinics,  vaccinating  children  in  an  African  vil- 
lage or  receiving  gifts  from  a village  chief  in 
appreciation  for  a health  education  program. 
Whatever  the  setting,  the  overseas  experi- 
ences of  these  medical  students  leave  indelible 
impressions. 

African  Experience 

Senior  medical  student  Joel  Stenzel  and  his 


Forrest  Mever  is  associate  editor  for  Health  Center  Information  and 
Communication,  University  of  Iowa. 


wife  Cheryl,  a UI  pharmacy  student,  have  long 
had  an  interest  in  mission  or  medical  assist- 
ance work  in  Third  World  countries.  Last  year 
they  spent  2 months  in  the  western  African 
country  of  Benin  exploring  first-hand  whether 
such  work  might  be  a part  of  their  future. 

"After  having  had  this  experience,  we  def- 
initely think  that  it  is,"  Joel  says.  "If  we're  not 
actually  personally  involved,  we'll  certainly  be 
supporting  many  of  the  programs  there." 

The  Stenzels'  overseas  experience  was  spon- 
sored by  a MAF/ Reader's  Digest  International 
Fellowship.  This  program  provides  travel 
grants  for  externships  at  rural  mission  hospi- 
tals and  clinics  in  Third  World  countries.  Fel- 
lowships are  awarded  under  the  auspices  of 
MAP  International,  a worldwide  health  orga- 
nization. Money  for  the  grants  comes  from  the 
estate  of  DeWitt  Wallace,  founder  of  Reader's 
Digest  magazine. 

There  are  many  other  programs  through 
which  UI  medical  students  can  study  abroad. 
The  Barry  Freeman  Fellowships  are  used  fre- 
quently and  offer  stipends  of  up  to  $2,000  per 
student  for  clinical  experience  in  an  under- 
served country.  Funding  comes  from  the  fam- 
ily of  Barry  Freeman,  a UI  medical  student 
from  Des  Moines  who  died  in  1972  during  his 
freshman  year. 

Trip  to  Nicaragua 

Senior  medical  students  Ann  Broderick  and 
Kathy  Konzen-Ohly  went  to  Nicaragua  on 
Barry  Freeman  Fellowships  in  the  summer  of 
1983.  They  went  in  part  to  see  how  community 
participation  in  health  care  was  implemented 
by  the  Sandinista  government. 


164  / Iowa  Medicine 


Part  of  Bembereke,  Benin,  the  village  in  western  Africa  where  senior  medical  student,  Joel  Stenzel  and  his  wife,  Cheryl,  a Ul  pharmacy 
student,  spent  2 months  late  last  year  working  at  the  Hospital  Evangelique.  The  Stenzels  were  sponsored  in  part  by  a MAP/Reader's  Digest 
International  Fellowship. 


"I  was  interested  in  seeing  how  Third  World 
countries  address  the  problem  of  preventive 
medicine  and  how  they  deal  with  widespread 
infectious  disease/'  Broderick  said.  "1  also 
wanted  to  see  how  they  use  auxiliary  health 
workers  to  do  screening  techniques  — blood 
pressure  and  prenatal  checks,  for  example  — 
which  have  been  fairly  effective  in  the  Third 
World." 

Broderick  and  Konzen-Ohly  agree  the  in- 
sights they  gained  went  beyond  their  clinical 
experiences  and  observations.  "Walking  from 
door  to  door  for  4 to  6 hours  a day  gave  us 
time  to  hear  the  unrecorded  history  of  the 
neighborhood.  We  built  friendships  and  saw 
the  lifestyle  of  urban  Managua,"  they  wrote 
in  a report  upon  their  return  from  Nicaragua. 

Written  reports  are  required  of  Barry  Free- 
man Fellows,  and  the  tone  of  these  reports  is 
almost  invariably  enthusiastic  and  grateful. 

Comments  on  Ghana 

Sophomore  medical  student  Patricia  Her- 
rera wrote  of  her  1985  stay  in  Ghana:  "This 
summer  I was  fortunate  enough  to  experience 
the  Ghanaian  way  of  life  and  work  toward  one 
of  the  country's  current  goals:  improvement 
of  health  care  delivery  to  its  people.  . . . We 
aided  in  this  project  (a  health  education  pro- 
gram) by  visiting  the  school  house  every  week 
to  educate  children  on  topics  such  as  malaria 


Patricia  Herrera,  sophomore  medical  student  from  Chicago, 
assesses  the  condition  of  a child  at  a clinic  in  Ghana,  Africa.  Ms. 
Herrera  spent  part  of  the  summer  of  1 985  in  Ghana  on  a Barry 
Freeman  Fellowship.  She  helped  youngsters  learn  about  malaria, 
malnutrition  and  other  health-related  topics. 
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A young  girl  is  immunized  for  measles  and  polio  at  a field  clinic 
in  Benin,  Africa. 


ic's  staff  screened  and  treated  the  affected 
townspeople. 

"These  were  exciting  days  for  us  since  they 
provided  first-hand  experience  with  the  dis- 
eases we  had  studied  in  microbiology/'  they 
wrote.  They  also  logged  some  personal  clinical 
firsts:  "Neither  of  us  had  seen  a delivery  before 
this  time.  Those  we  observed  ranged  from  a 
traumatic  forceps  delivery  to  an  uncompli- 
cated, unexpected  delivery  in  the  hallway." 

One  report  on  a very  different  type  of  over- 
seas experience  began  this  way:  "I  would  like 
to  thank  the  awards  committee  members  once 
again  for  providing  me  with  the  opportunity 
to  study  at  Oxford  University.  It  proved  to  be 
one  of  the  most  enjoyable  and  memorable  ex- 
periences of  my  life."  So  wrote  Brad  Van  Voor- 
his,  the  1984  recipient  of  the  Oxford  Clerkship 
for  junior  medical  students. 

Initiated  by  Lewis  January,  M.D.,  in  1966, 
the  6-  to  8-week  clerkship  is  taken  at  the  Rad- 
cliffe  Infirmary,  United  Oxford  Hospitals,  Ox- 
ford University  in  England.  One  of  the  highest 
honors  awarded  by  the  College  of  Medicine, 
the  clerkship  can  be  in  any  specialty  and  car- 
ries a stipend  of  $2,000. 

Now  at  Oxford 

Senior  Maxine  Weyant,  in  Oxford  now  for 
the  clerkship,  has  a strong  interest  in  inter- 
national public  health.  Although  she  has  seen 
how  health  systems  work  in  Jamaica,  Mexico 


At  a health  fair  that  she  helped  to  organize,  Patricia  Herrera 
explains  a food  display  to  a village  woman. 


A malnourished  infant  at  Hospital  Evangelique  in  Bembereke, 
Benin,  where  senior  medical  student,  Joel  Stenzel  and  his  wife, 
Cheryl,  a Ul  pharmacy  student,  spent  2 months  late  last  year. 


and  nutrition.  We  did  this  by  means  of  songs 
and  skits.  We  also  organized  a health  fair  in 
which  we  taught  oral  rehydration  and  the  im- 
portance of  hygiene.  The  village  chief  was  so 
impressed  by  it  that  he  later  sent  us  2 chick- 
ens!" 

In  1984,  Maria  Ayala  and  Rosemary  Delgado 
went  to  Mexico  as  Barry  Freeman  Fellows.  They 
encountered  an  epidemic  of  brucellosis  and 
watched  with  interest  as  the  rural  health  din- 
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and  Nicaragua,  she  has  never  witnessed  health 
care  in  a country  that  has  technological  ad- 
vancements like  those  in  the  United  States. 

"I  have  always  been  interested  in  learning 
about  Great  Britain's  rather  unique  system  of 
health  care  delivery,"  she  said.  "I  believe  only 
by  direct  observation  and  participation  within 
that  system  can  I understand  how  it  works  and 
how  effectively  it  meets  the  needs  of  its  pop- 
ulation." 

Another  educational  opportunity  in  the 
United  Kingdom  for  UI  medical  students  is  the 
Glasgow  Fellowship  for  juniors  or  seniors  in- 
terested in  obstetrics  and  gynecology.  One  year 
the  recipient  goes  to  the  Royal  Infirmary  in 
Glasgow,  Scotland;  the  following  year's  win- 
ner goes  to  the  Queen  Mother's  Hospital,  Uni- 
versity of  Glasgow.  The  fellowship  provides 
$1,000  to  help  defray  travel  expenses,  while 
lodging  is  arranged  at  little  or  no  cost. 

The  1985  UI  Glasgow  Fellow  was  senior 
Lydia  Jeffries,  who  lived  with  midwives  in  a 
dorm-like  setting  during  most  of  her  stay  at 
the  Royal  Infirmary  in  Glasgow,  Scotland.  Jef- 
fries said  the  experience  afforded  her  an  op- 
portunity to  see  new  and  different  approaches 
to  the  practice  of  obstetrics,  such  as  routine 
use  of  midwives  in  normal  deliveries.  Jeffries 
also  worked  in  clinics  in  some  of  Glasgow's 


poorest  districts. 

"The  fellowship  really  served  the  purpose 
of  getting  me  out  of  the  homogeneous  envi- 
ronment of  Iowa  City,"  she  said.  "Women  we 
classify  as  poor  or  indigent  here  are  entirely 
different  than  those  so  classified  in  a large  city 
like  Glasgow,  which  has  a tremendously  high 
unemployment  rate." 

What  Americans  consider  to  be  medical  ne- 
cessities are  considered  luxuries  in  many  of 
the  countries  visited  by  UI  medical  students. 

Joel  Stenzel  remembered  one  infant  with 
diphtheria  who  died  because  there  was  no  an- 
titoxin available.  "Things  we  take  for  granted 
can  make  such  a big  difference  in  their  lives," 
he  said,  calling  the  incident  the  most  sadden- 
ing and  distressing  of  his  stay  in  Benin. 

Some  of  his  experiences  were  gratifying.  He 
remembers  appreciably  improving  the  condi- 
tion of  children  through  simple  oral  rehydra- 
tion, and  helping  to  vaccinate  200  children  one 
morning  in  a field  clinic. 

"These  were  instances  where  we  did  some- 
thing very  specific  and  concrete  that  we  knew 
would  make  a very  definite  difference  in  the 
lives  of  those  children,"  Stenzel  said. 

Because  of  their  overseas  experiences,  these 
medical  students  are  prepared  to  take  up  their 
careers  with  fresh  and  rich  perspectives  on  life. 


U,  of  L Students  Report  on 
Overseas  Study  Experience 


Maria  Ayala, 
Junior, 

Anaheim,  California 


Ann  Broderick, 
Senior, 

Iowa  City,  Iowa 


Lydia  Jeffries, 
Senior, 

West  Branch,  Iowa 


Joel  Stenzel, 
Senior, 
Burt,  Iowa 


Maxine  Weyant, 
Senior, 

Phoenix,  Arizona 
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Announcing  . . . 


ONCOLOGY  FELLOWSHIP  PROGRAM  — MAY  8-9,  1986 

A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Moiling 
Education  Center,  Immanuel  Medical  Center,  May  8-9, 1 986.  This  program  is  designed  to  enhance  physicians’ 
diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology  diagnosis.  Continuing 
Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of  elegant 
“dining  out”  together  on  Thursday,  May  8.  Participants  are  housed  at  the  beautiful  new  Immanuel  Plaza  Motel 
on  the  Medical  Center  campus. 


First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer; 

Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 
Paul  Bender,  M.D.* 

W.  Benton  Copple,  M.D.* 

Primary  Oncologic  Emergencies 
Anton  F.  Piskac,  M.D. 

James  H.  Wigton,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D.* 

Alan  G.  Thorson,  M.D.* 

Tumor  Markers 

Thomas  A.  Ruma,  M.D. 

The  Black  Spot  — Malignant  Melanoma 
John  F.  Latenser,  M.D. 

Lung  Cancer  Update 
Leonard  Moss,  M.D. 

The  Role  of  the  Family  Physician  in  the  Treatment  of 

Oonpor 

Ronald  C.  Bell,  M.D. 

Tour  of  Radiation  Oncology 

For  more  information  on  this  or  future  Fellow- 
ships, contact  Marion  Kaple,  Moiling  Education 
Center,  Immanuel  Medical  Center,  6901  North 
72nd  Street,  Omaha,  Nebraska  68122,  (402)572- 
2340. 


Second  Day 

Tumor  Conference 
John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 
Gynecologic  Tumor 

Terrence  J.  Kolbeck,  M.D. 

Chronic  Lymphatic  Leukemia 
John  R.  Feagler,  M.D.* 

Joseph  D.  Verdirame,  M.D.* 

Multiple  Myeloma 

John  R.  Feagler,  M.D.* 

Joseph  D.  Verdirame,  M.D.* 

Control  of  Pain  in  the  Cancer  Patient 
David  J.  Harter,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Breast  Cancer  Update 

James  R.  Commers,  M.D. 

Thomas  M.  Conners,  M.D. 

David  J.  Harter,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Prostatic  Carcinoma 

Stewart  E.  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Liver  Pumps  and  Hickman  Catheters 
Thomas  Connors,  M.D. 

Follow-Up  of  Cancer  Patients 
Herbert  A.  Hartman,  Jr.,  M.D. 

* Session  presenter  rotates  for  each  Fellowship  Program. 


New  UI  Cure 
For  Writers'  Cramps 


CHRIS  BENTLEY 
Iowa  City,  Iowa 


Written  communication  is  a chal- 
lenging proposition  for  physicians 
and  everyone.  A new  elective  class 
for  University  of  Iowa  medical  stu- 
dents, faculty  and  staff  is  intended 
to  help  its  participants  improve  their 
writing  skills. 


IMAGINE  A ROOM.  Imagine  its  details  — the 
style  of  furniture  it  contains,  whether  the 
carpet  is  thick  or  threadbare,  how  the  room  is 
lighted.  Record  your  impressions.  Try  to  make 
your  written  description  match  the  room  in 
your  mind. 

This  is  the  first  assignment  facing  medical 
students,  physicians  and  College  of  Medicine 
staff  members  in  new  classes  taught  by  mem- 
bers of  the  University  of  Iowa  Writers'  Work- 
shop. 

The  project  is  the  brainchild  of  Workshop 
Director  Jack  Leggett.  Its  goal  is  to  help  elim- 
inate the  stodgy,  wordy  writing  so  often  found 
in  professional  journals  by  introducing  partic- 
ipants to  clear,  lively  fiction  writing  tech- 
niques. 

"We  hope  by  teaching  fiction  we  will  help 
these  students  improve  their  professional 
prose,"  says  Jane  Miller,  program  coordinator. 

Once  the  participants  have  described  a room 
in  detail,  they  describe  a person  in  the  room. 

Chris  Bentley  is  enrolled  in  the  University  of  Iowa  Writers'  Workshop 
and  is  a graduate  assistant  for  UI  Health  Center  Information  and  Com- 
munication. 


Members  of  a College  of  Medicine  Writing  Workshop  discuss  a 
student's  story. 


Then  they  add  another  person.  Later  they  cre- 
ate a scene  between  the  characters.  Finally, 
they  write  full-fledged  stories. 

ITiese  elective  classes  are  funded  by  a $72,304 
grant  from  the  Exxon  Education  Foundation. 
They  have  been  underway  in  the  UI  Colleges 
of  Medicine,  Business  and  Law  since  January 
1985,  and  in  the  College  of  Engineering  since 
last  fall.  The  College  of  Medicine  classes  are 
open  to  faculty  and  staff  in  addition  to  stu- 
dents. 

"We  thought  the  classes  would  be  fun  and 
useful  for  everyone,  not  only  students,"  ex- 
plains Richard  M.  Caplan,  M.D.,  associate  dean 
for  Continuing  Medical  Education  in  the  Col- 
lege of  Medicine. 

A spokesman  for  the  Exxon  Education  Foun- 
dation, which  will  award  between  1,100  and 
1,200  grants  worth  almost  $30  million  this  year. 
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Lin  Enger  of  the  University  of  Iowa  Writers'  Workshop  mokes 
a point  to  his  students  in  o College  of  Medicine  fiction  writing 
class. 


says  the  classes  represent  an  idea  with  signif- 
icant potential. 

"There  are  programs  in  other  schools  that 
try  to  improve  writing,  but  this  is  a different 
way  to  improve  writing,"  says  Exxon  research 
director  Richard  Johnson.  "This  forces  the  stu- 
dent to  step  out  of  the  kind  of  focused  writing 
that  he  or  she  would  normally  have  to  do." 

Jeffrey  C.  Murray,  M.D.,  assistant  professor 


in  pediatrics,  took  the  class  this  fall.  He  says 
it  improved  his  writing  skills  even  though  he 
is  already  a published  writer  — several  of  his 
articles  have  appeared  in  medical  journals. 
However,  he  says  the  class  made  him  more 
conscious  of  "the  science  of  writing." 

"The  class  made  me  realize  there  is  a lot  of 
work  and  skill  in  writing,"  he  says.  "It's  a 
learned  skill,  not  just  something  some  people 
are  born  with.  To  write,  you  need  to  learn  to 
see  things  as  they  really  are,  and  then  think 
about  how  to  describe  them  accurately.  As  a 
result,  the  class  made  me  see  the  world  in  a 
clearer,  more  precise  way.  I found  it  very 
worthwhile  and  enjoyable." 

Michelle  Herrman,  an  instructor  from  the 
Writers'  Workshop,  believes  physicians  and 
medical  students  may  be  naturals  at  writing 
because  of  their  trained  powers  of  observation. 

"My  students  have  been  very  eager,  very 
ready  to  write,"  she  says.  "They  needed  some 
guidance  with  their  language  and  grammar, 
but  their  ideas  and  perceptions  are  quite  clear. 
In  fact,  my  classes  in  the  College  of  Medicine 
contain  some  of  the  best  students  I've  ever 
taught." 


CLARKSON  MEDICAL 
^LECTURE  SERIES® 


PULMONARY  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  May  9,  1986  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 


Featured  speakers  include;  George  G.  Burton,  M.D. 

Richard  C.  Woellner,  M.D. 

Noe  Zamel,  M.D. 

Topics  include: 

Early  Diagnosis  of  Lung  Disease  - The  Key  Recent  Advances  in  Pulmonary  Medicine 


The  Patient  with  Cough  - The  Diagnostic  Cocktails  and  Controversies  in  Pulmonary 
Dilemma  Medicine 


Agricultural  Lung  Disease 

The  Puzzle  of  the  Dyspneic  Patient 

Systemic  Manifestations  of  Pulmonary 
Disease 

Workshops 


8 C.M.E.  and  8 A.A.F.P.  credits  to  be 
awarded 

Lecture  Series  courtesy  of; 

Bishop  Clarkson  Memorial  Hospital 
Medical/ Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 


For  more  information  call  402-559-3378 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


' { 

■ INDERAL  LA  | 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled. 


Smooth  blood  pressure 
control  and  well  tolerated 


INDERALLA 

(PROPRANOaHCI)  Capsules^ 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  oaae  for  brief  summarv  of  Drescribinn  information 


atenolol  over  24  hours*^ 


80  mg  INDERAL  LA 
50  mg  atenolol 


1 1 

16  20  24 

♦Plasma  concentrations  in  relation  to  the  mean . 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 

Added  blood  pressure 
control  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.^*^  fPf^OPRANOLOL  HCI  [INDERAL®  LAj 

'/HYDROCHLOROTHIAZIDE' 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories, 


Each  capsule  contains  propranolol  HCI  (INDERAL^-  LA). 

80  mg.  120  mg,  or  160  mg,  and  hydrochlorothiazide.  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLORCH'HIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in.  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma. 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests, 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta  blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NCT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo 
glycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-monlh  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  In  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  obsen/ed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis.  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patierl 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use.  ' 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypotension, 
paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type. 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic.  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm 

Hematologic.  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis. 

Central  Nervous  System.  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia. 
Hematologic.  Leukopenia;  agranulocytosis;  thrombocytopenia,  aplastic  anemia. 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm;  weakness,  restlessness, 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Child  Health  Services 


LINDA  LEVEY,  Ph.D., 

SAMUEL  LEVEY,  Ph.D.  and 
N.  A^ARTIN  MacDOWELL,  Ph.D. 
Iowa  City,  Iowa 


Are  needed  health  care  services 
available  to  all  Iowa  children,  re- 
gardless of  economic  status?  Inter- 
esting results  from  a survey  con- 
ducted by  the  II  of  I Center  for 
Health  Services  Research  are  re- 
ported. 


The  unmet  need  for  maternal  and  child 
health  services  was  evaluated  in  a state- 
wide survey  conducted  in  1984  by  the  Uni- 
versity of  Iowa  Center  for  Health  Services 
Research. 

In  this  telephone  survey  of  1,400  Iowa 
households,  mothers  of  children  under  age  6 
were  asked  to  grade  their  children's  health  and 
describe  the  accessibility,  utilization  and  qual- 
ity of  primary  health  services.  They  were  also 
asked  about  access  to  prenatal  health  services. 


Linda  Lev^  is  an  assistant  research  scientist  in  the  Department  of 
Pediatrics  in  The  University  of  Iowa  College  of  Medicine.  Samuel  Levey 
is  head  of  the  UI  graduate  program  in  Ho^ital  and  Health  Administra- 
tion and  acting  director  of  the  UI  Center  for  Health  Services  Research. 
N.  Martin  MacDowell  was  a visiting  professor  in  the  Ui  Hospital  and 
Health  Administration's  graduate  program  at  the  time  of  the  survey. 


• A majority  of  Iowa  parents  rate  their  children's 
health  good  or  excellent. 

• 86%  of  all  Iowa  children  under  age  6 were 
covered  by  some  type  of  insurance  during  1983. 

• About  20%  of  Iowa  children  under  age  6 do 
not  have  regular  yearly  checkups.  A majority  of  this 
group  is  non-poverty  children. 

• Hospital  and  sick-care  benefits  do  not  cover  the 
majority  of  poor  Iowa  children. 

• Many  low  income  wojnen  do  not  seek  first 
trimester  prenatal  care. 

A sample  of  Medicaid  families  with  young 
children  in  the  Aid  to  Dependent  Children 
(ADC)  program  was  included  in  the  survey. 
Health  and  accessibility  to  health  care  were 
particular  concerns  here. 

Interviews  were  completed  among  eligible 
ADC  households  and  a sample  of  all  house- 
holds. In  over  95%  of  the  interviews,  the  re- 
spondent was  the  child's  biological  mother  and 
primary  caregiver. 

The  all-household  sample  was  divided  into 
families  with  1983  incomes  below  federal  pov- 
erty level  (the  poverty  group)  and  families  with 
1983  incomes  above  poverty  level  (the  non- 
poverty group). 


Insurance  As  A Barometer 

Health,  medical,  andlor  hospital  insurance  cov- 
erage are  major  determinants  of  access  to  health 
care.  On  the  positive  side,  we  found  86%  of 
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all  children  under  6 were  covered  by  private 
or  public  insurance  during  1983.  In  contrast, 
almost  7%  of  these  Iowa  children  had  no  cov- 
erage during  1983.  Another  7%  had  coverage 
for  only  part  of  the  year. 

Poverty  group  children  were  less  likely  to 
be  covered.  59%  of  these  children  had  cover- 
age for  the  entire  year,  compared  to  83%  of 
ADC  children  and  92%  of  nonpoverty  chil- 
dren. Predictably,  Medicaid  and  private  in- 
surance coverage  differed  markedly  between 
income  groups.  Significantly,  45%  of  the  pov- 
erty children  were  covered  by  Medicaid  at  some 
time  during  the  year. 

Health  status  in  this  study  was  evaluated  by 
parents,  whose  perceptions  of  their  children's 
health  may  differ  from  that  of  health  profes- 
sionals. 

About  95%  of  all  children  were  judged  to  be 
in  good  or  excellent  health.  About  5%  (or  an 
estimated  14,200  children)  were  said  by  their 
parents  to  be  in  fair  or  poor  health.  Low- 
income  parents  tended  to  rate  the  health  of  their 
children  as  good  rather  than  excellent.  ADC 
parents  more  often  rated  the  health  of  their 
children  as  fair  or  poor. 

Primary  child  health  services  include  both  pre- 
ventive well-child  care  and  acute  care  for  ill- 
ness. For  both  well-child  and  acute  care, 
findings  indicate  over  94%  of  children  in  all 
groups  had  a usual  source  of  care.  Poverty 
children  were  less  likely  to  have  a usual  source 
of  acute  care.  In  the  all-household  sample  about 
20%  did  not  have  a well-child  visit  in  more 
than  a year.  According  to  American  Academy 
of  Pediatrics  standards,  children  under  6 
should  have  at  least  one  visit  a year.  This  study 
found  that  3-  and  4-year-olds  were  least  likely 
to  have  had  a well  visit. 

Surprisingly,  nonpoverty  children  were  less 
likely  than  either  low-income  group  to  have 
had  a yearly  visit  in  1983.  Nonpoverty  house- 
holds were  more  likely  to  have  private  health 
insurance,  which  seldom  covers  well  visits. 
However,  nonpoverty  parents  said  cost  was 
not  an  important  factor  in  why  their  child  had 
not  had  a well  visit. 


Acute  Conditions 

Poverty  group  parents  were  more  likely  to 
report  their  child  had  an  acute  condition  in 
1983  for  which  care  was  desired  but  not  ob- 
tained. Nearly  15%  did  not  receive  desired 


medical  care  for  an  acute  condition  in  1983. 
Cost  was  the  major  factor  for  78%  of  poverty 
children,  compared  to  27%  of  ADC  and  36% 
of  nonpoverty  children. 

Hospital  care  for  illness  or  injury  was  also 
surveyed,  excluding  hospitalizations  at  birth 
and  non-overnight  stays.  ADC  children  were 
more  likely  than  nonpoverty  children  to  have 
been  hospitalized  at  some  time.  The  differ- 
ences between  income  groups  for  overnight 
hospital  stays  in  1983  were  not  statistically  sig- 
nificant (12.8%,  13.2%  and  9.6%  for  ADC,  pov- 
erty and  nonpoverty  groups,  respectively).  No 
child  in  any  group  was  denied  recommended 
surgery  or  hospitalization  in  1983  because  of 
cost,  according  to  the  respondents. 

Although  financial  access  to  primary  care 
service  was  apparently  not  a problem  for  ADC 
children,  the  ADC  and  poverty  groups  gen- 
erally had  similar  care  providers.  Both  groups 
were  more  likely  to  use  public  clinics  than  non- 
poverty children.  However,  ADC  children 
were  less  dependent  upon  public  providers 
than  poverty  children.  Low-income  children 
were  less  likely  than  nonpoverty  children  to 
have  a physician  or  a pediatrician  as  their  usual 
well-care  provider. 

ADC  households  were  more  likely  to  be  ur- 
ban, indicating  they  are  closer  to  a variety  of 
health  care  services,  including  specialists.  The 
fact  ADC  children  were  less  likely  than  non- 
poverty children  to  have  a pediatrician  as  their 
usual  provider  suggests  some  inequity  in  ac- 
cess. ADC  children  should  have  about  the  same 
financial  access  to  pediatricians  as  nonpoverty 
children.  Was  the  choice  of  provider  for  ADC 
children  limited  in  any  way  by  the  fact  that 
their  payment  source  was  Medicaid? 

Examination  By  Physicians 

At  their  most  recent  visits,  ADC  and  poverty 
children  were  less  likely  to  be  examined  by  a 
physician  than  nonpoverty  children.  At  well 
visits,  poverty  children  were  more  likely  than 
ADC  children  to  be  seen  by  a physician.  ADC 
children  were  least  likely  to  have  been  exam- 
ined by  a physician  during  well  visits.  How- 
ever, more  ADC  children  than  poverty  children 
had  a private  source. 

Continuity  is  one  indicator  of  health-care 
quality.  Low-income  children,  regardless  of 

(Please  turn  to  page  174) 
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health  insurance  coverage,  were  less  likely  than 
nonpoverty  children  to  have  the  same  provi- 
der for  well  and  sick  care.  They  were  less  likely 
to  be  immunized  at  the  same  place  as  their 
usual  source  of  well  care.  They  were  also  less 
likely  to  see  the  same  health  professional  at 
each  visit. 

Prenatal  care  was  also  covered  by  the  survey. 
According  to  the  National  Center  for  Health 
Statistics,  “high  quality  prenatal  care  begin- 
ning early  in  pregnancy  holds  the  greatest 
promise  for  reducing  racial  and  socioeconomic 
disparities  in  pregnancy  outcome."  The  Iowa 
survey  found  91.9%  of  mothers  in  the  all- 
household sample  had  first-trimester  care. 
However,  there  were  striking  disparities 
among  income  groups.  81.1%  of  ADC,  81.7% 
of  poverty  mothers  and  94.0%  of  nonpoverty 
mothers  had  first-trimester  care.  For  1982-1983 
pregnancies,  low-income  women  fared  even 
worse.  The  percentage  of  nonpoverty  women 
entering  care  in  their  first  trimester  was  vir- 
tually the  same  (93.6%);  the  corresponding 
percentages  for  ADC  and  poverty  women  were 
76%  and  79.4%. 

Income  Relative  To  Prenatal  Care 

Income  group  differences  in  prenatal  care 
cannot  be  attributed  solely  to  differences  in 
financial  resources.  About  83%  of  both  ADC 
and  nonpoverty  women  had  some  form  of 
public  or  private  insurance,  in  contrast  to  58.4% 
of  poverty  women.  If  ADC  women  had  the 
same  financial  accessibility  to  care  as  nonpov- 
erty women,  why  did  they  enter  prenatal  care 
later? 

A possible  explanation  is  that  low-income 
women,  despite  Medicaid,  enter  care  later  be- 
cause of  physician  inaccessibility.  A recent  re- 
port from  the  Iowa  Commission  on  the  Status 
of  Women  contains  anecdotal  evidence  sup- 
porting physician  inaccessibility.  An  informal 
survey  of  Iowa  obstetricians  suggests  only  24% 
accept  Medicaid  patients  not  referred  by  an- 
other physician.  However,  few  women  re- 
ported difficulty  in  obtaining  prenatal  care. 

The  fact  that  11%  in  the  ADC  group  and 
37.1%  of  the  poverty  group  paid  cash  for  their 
most  recent  pregnancy  suggests  care  was  post- 
poned until  after  the  first  trimester  because  of 
financial  constraints.  Ignorance  of  eligibility  for 


subsidized  care  may  also  have  been  a contrib- 
uting factor. 

Generally  Favorable  Status 

The  survey  shows  most  parents  grade  their 
children's  health  status  as  good  or  excellent. 
This  perception  no  doubt  affects  how  much 
they  use  health  services.  However,  health 
professionals  often  see  the  consequences  of 
parental  failure  to  recognize  children's  health 
problems.  When  planning  health  services, 
policymakers  should  consider  the  concerns  of 
health  professionals  and  parents  and  the  de- 
mand for  services.  This  should  prevent  under- 
utilization of  services  while  providing  an 
adequate  level  of  health  care  services  for  chil- 
dren. 

The  obvious  method  for  assuring  health 
problems  do  not  go  unrecognized  and  un- 
treated is  routine  well-child  care.  A major  sur- 
vey finding  is  1 in  5 young  Iowa  children  had 
not  had  a regular  checkup  in  more  than  a year. 
A possible  remedy  is  to  encourage  private  in- 
surers to  cover  well  visits.  Also,  physicians 
should  emphasize  to  parents  the  importance 
of  yearly  checkups  for  children  under  age  6. 

The  findings  indicate  Medicaid  and  other 
public  programs  for  low-income  children  are 
playing  an  important  role  in  providing  well- 
child  care.  The  hospital  and  sick-care  benefits 
to  Medicaid  children,  however,  do  not  cover 
the  majority  of  poor  children  in  the  state. 

Concerns  about  access  to  primary  health 
services  for  poor  children  also  apply  to  poor 
women,  many  of  whom  enter  prenatal  care 
later  than  health  professionals  recommend.  In 
Iowa,  subsidized  prenatal  care  for  poverty 
women  is  not  uniformly  available.  The  avail- 
ability of  such  care  depends  on  physician 
availability  and  accessibility,  availability  of  Ti- 
tle V and  local  maternal  health  clinics,  county 
eligibility  requirements  for  “state  papers"  (the 
Indigent  Patient  Care  program  that  funds  de- 
liveries at  the  University  of  Iowa  Hospitals  and 
Clinics  to  high-risk,  indigent  women)  and 
Medicaid  eligibility. 

Medicaid  paid  for  prenatal,  delivery  and 
postnatal  care  for  4,858  women  in  1983  — about 
56%  of  estimated  births  to  poverty  women  and 
10%  of  all  births.  Low-income  women,  who 
are  at  greater  risk  of  unfavorable  birth  out- 
comes, need  to  know  early  in  their  pregnan- 
cies about  eligibility  for  financial  aid. 
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• Strategic  Planning 

• Cost  Containment 


CLINICAL  APPLICATIONS 

• Management  of  Diabetes 

• Technology  in  Rehabilitation 

• Sleep  Disorders 

• Allergy  fif  Clinical  Immunology 

• Oncology 
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'C'  ’V  ¥ ¥>  ¥ Theeducational  program  isonly  onecomponentofWorldMed'86.  Participants  attending  the 

^ ^ educational  program  will  be  admitted  to  an  extensive  exhibit  floor  including  diagnostic  equip- 

ment and  products;  monitoring  equipment  and  products;  supplies;  therapeutic  equipment  and  products;  pharmaceuticals; 
health  care  providers;  associations;  and  related  services.  These  exhibits  will  extend  and  complement  the  educational  pro- 
gram. noon  until  2:00  each  day  will  be  set  aside  to  visit  exhibits. 


AMA,  AAFP  Accredited 


For  registration  call:  (612)  373-8012  (before  March  31) 

(612)  626-5525  (after  March  31) 

or  write:  Registrar 

Continuing  Medical  Education 
University  of  Minnesota 
Box  202,  420  Delaware  St.  S.E. 
Minneapolis,  MM  (USA)  55455 


Appreciation  to  Physician 
Preceptors 


The  University  oe  Iowa  College  of  Med- 
icine extends  sincere  appreciation  to  the 
Iowa  physicians  who  serve  in  the  Family  Prac- 
tice Preceptorship  Program.  Following  is  a list 
of  all  physicians  who  serve  as  preceptors  for 
third-  and  fourth-year  medical  students.  Also 


listed  are  physicians  who  served  as  preceptors 
to  students  in  the  Physician  Assistant  Program 
during  1984-85.  The  preceptorships  are  an  im- 
portant element  in  the  College's  outreach  ef- 
fort, as  students  observe  first-hand  a medical 
practice  away  from  the  academic  setting. 


PRECEPTORSHIP  IN  FAMILY  PRACTICE  — 
Approved  Preceptors  — January  7,  1 986 


Algona Jay  Mixdorf,  Kenton  Moss 

Anamosa Geoffrey  Miller 

Ankeny Rodney  Carlson 

Atlantic Kenneth  Burkhart,  Thomas  Payne,  Jerry  Wille 

Belle  Plaine Clarence  Douglas 

Belmond Albert  Kollasch 

Boone John  Murphy,  V^ayne  Rouse 

Burlington Gordon  Baustian,  Patrick  Schneider 

Carroll Homer  Skinner 

Cedar  Falls Robert  Bremner,  Philip  Rohrbaugh,  James  Young 

Cedar  Rapids Joan  Ryder  Benz,  Kenneth  Cearlock,  Donald  Hil- 

liard, James  Stiles,  Robert  Swaney,  Mark  Tyler 

Center  Point Kenneth  Andersen 

Centerville James  McConville 

Cherokee Gene  Michel 

Clarinda William  Richardson 

Clinton Michael  Dehner,  George  York 

Conrad Dohn  Kruschwitz 

Corydon Douglas  Hoch 

Council  Bluffs Alan  Fisher 

Creston Larry  Goetz,  Peter  Marcellus 

Davenport Marvin  Ohsann,  Bannie  Steffens-Premo 

Decorah Drew  Pellett,  Max  Quaas 

Denison Donald  Soil 

Des  Moines Kelly  Bast,  James  Bell,  Roy  Overton,  W.  Nick  Pal- 

mer, Charles  Peterson,  Ronald  Shirk,  David  Swies- 
kowski 

Dyersvillle Anthony  Sweeney 

Eagle  Grove Dale  Harding 

Elkader David  Cranston,  Kenneth  Zichal 

Emmetsburg Gerald  Wieneke 


Estherville Robert  Hranac 

Fairfield James  Dunlevy,  Gene  Egli 

Forest  City David  Clark,  Robert  Haakenson 

Fort  Dodge Gary  LeValley,  Michael  Stitt 

Fort  Madison Glen  Gabrielson 

Greene John  Ebensberger 

Grinnell Robert  Carney 

Guttenberg Robert  Merrick 

Hamburg Frederic  Ashler 

Harlan David  Stilley 

Humboldt Laine  Dvorak 

Indianola Donald  Flory 

Iowa  City Victor  Edwards 

Iowa  Falls Francis  Pisney 

Jewell Timothy  Lowry 

Kalona Dwight  Sattler 

Kingsley Charles  Hamm 

Lake  City James  Comstock,  John  Ely 

Lamoni Norman  Nelson 

Le  Mars Daryl  Doorenbos,  James  Powell 

Leon Larry  Richard 

Manchester Mary  Ann  Lorenz,  Paul  Searles,  Larry  Severidt, 

John  Tyrrell 

Manilla John  Hennessey 

Maquoketa Clifford  Rask 

Marshalltown David  Thomas,  Milton  Van  Gundy 

Mason  City James  Coddington,  Samuel  Hunt,  Jon  Yankey 

Mt.  Ayr Duane  Mitchell 

Mt.  Vernon Kim  Brandt 

Muscatine Forrest  Dean,  Mark  Odell,  Patrick  Tranmer 

Newton Marvin  Moles 

Northwood David  Hanson 

Oelwein Robert  Jaggard 

Ogden Enfred  Linder 

Orange  City Roy  Hassebroek 

Oskaloosa Allan  Peterson,  Sidney  Smith 

Red  Oak William  Artherholt 

Rockford Russell  Barrett 

Sac  City Rodney  Miller,  David  Youberg 
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Sheldon Ronald  Zoutendam 

Sioux  Center Richard  Jongewaard 

Sioux  City Gerald  McGowan,  John  Redwine,  John  Roberts 

Solon Bruce  Van  Houweling 

Spencer George  Fieselmann,  John  Kelly,  Steven  Wolfe 

Spirit  Lake Donald  Radawig 

Storm  Lake Timothy  Daniels 

Story  City Charles  Semler 

Vinton Sherman  Anthony 


PHYSICIAN  ASSISTANT  PROGRAM 
PRECEPTORS  — 1984-1985 


Ames Jack  T.  Swanson 

Burlington E.  Torage  Shivapour 

Centerville James  B.  McConville 

Davenport Amir  Arbisser,  Carmelita  Cendana-Esquig,  Gordon 

Cherwitz,  Eugene  Johnson,  Linda  Ozaki,  Robert 
Schultes 

Denver Kenneth  D.  McMains 

Des  Moines Michael  Abrams,  Byron  B.  Augspurger,  Oscar  Bar- 


illas, Gertrude  Doughten,  Lester  R.  Dragstedt,  John 
F.  Fieselmann,  J.  R.  Gambill,  John  Hess,  Carl 
Northwall,  Timothy  Olson,  Carl  Peterson,  Greg 
Rohs,  Rizwan  Shah 

Dubuque Allen  Harves,  Robert  T.  Melgaard,  Peter  R.  Whitis 

Hampton David  Dennis 


Wapello Terence  McCormally 

Waterloo Ronald  Flory,  Karl  Jauch,  Kent  Opheim,  Wouter 

Verduyn 

Waukon Richard  Perry,  Bill  Withers 

Webster  City Subhash  Sahai 

West  Union Larry  Boeke,  Susan  Urbatsch 

Wilton John  Allhiser 

Winfield Billy  Nordyke 

Winterset Thomas  Bergstrom 

Iowa  City Gerald  DiBona,  Don  Brown,  Charles  Clark,  David 

A.  Culp,  Albert  Cram,  Peter  R.  Jochimsen,  Douglas 
Laube,  Henry  A.  Nasrallah,  Thomas  Parsons,  Bev- 
erly Ringenberg,  William  Talman 
Marshalltown Carl  Lester,  D.  Reading 

Mason  City MarkC.  Johnson,  Sophocles  Marty,  Timathy  Thom- 

sen 

Mt.  Pleasant James  McDaniels 

Muscatine Forrest  Dean,  G.  P.  Kealey,  Steve  S.  Krogh,  David 

Kundel,  Dean  McGinty,  David  Naden,  Mark  Odell, 
Patrick  Tranmer 

Ottumwa Jay  Heitsman 

Sheldon Ronald  L.  Zoutendam 

Sioux  City Michael  Jennings,  Ray  Sturdevant 

Vinton S.  L.  Anthony 

Wapello Terence  McCormally,  Katherine  Cole 

Waterloo Siddiq  M.  Arab,  Roland  Bailey,  Karl  Jauch,  Dale 

Phelps,  Robert  Singer 

West  Union Larry  Boeke 

Wilton John  N.  Allhiser 

Winterset Thomas  Bergstrom 
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HeRpecm-o: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  ciaimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 
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BROADLA\XT\S  MEDICAL  CENTER 


NINTH  ANNUAL  SPRING  CONFERENCE 

Topics  in  Famiiy  Medicine 


May  2-3,  1986 
Registration:  $66 

Best  Western  Starlite  Village 
929  3rd  St.,  Des  Moines,  Iowa  50309 
(Just  east  of  Veterans  Auditorium) 

PROGRAM 

Friday,  May  2 

Rizwan  Shah,  M.D.  and 
Matthew  Petersen,  M.D. 
Broadlawns  Medical  Center 
Des  Moines,  Iowa 

“Parenting  Dysfunction  and  Non-Organic 
Failure  to  Thrive" 

Herschel  Stoller,  M.D. 

Center  of  Dermatology,  P.C. 
Omaha,  Nebraska 

“Common  Dermatoses”,  and 
“Cutaneous  Manifestations  of  Systemic 
Disease  and  Life-Threatening  Dermatoses" 

J.  Michael  Donohue,  M.D. 

Iowa  Lakes  Orthopedics,  P C. 
Spirit  Lake,  Iowa 

“Examination,  Diagnosis  and  Treatment  of 
Acute  Shoulder  and  Wrist  Injuries",  and 
“Examination,  Diagnosis  and  Treatment  of 
Acute  Knee  and  Ankle  Injuries” 

Peter  Konig,  M.D.,  Ph.D. 
University  of  Missouri 
Columbia,  Missouri 

“Pharmacologic  Management  of  Chronic  Asthma” 

Roger  Canfield,  M.D.,  Ph.D. 
University  of  Nebraska 
Omaha,  Nebraska 

“Local  Anesthetics  and  Selected  Blocks" 

John  Kasik,  M.D.,  Ph.D. 

U.  of  lowa/VA  Med.  Center 
Iowa  City,  Iowa 

“T.B.  and  the  Elderly" 

Saturday,  May  3 

Richard  Greenberg,  M.D. 
St.  Louis  University 
St.  Louis,  Missouri 

“Antibiotics  Old  and  New:  What  Do  1 Do?",  and 
“Urinary  Tract  Infections:  When  to 
Mini-Dose" 

Robert  Kane,  M.D. 
University  of  Minnesota 
Minneapolis,  Minnesota 

“Assessing  the  Elderly",  and 

“The  Physician’s  Role  in  the  Long  Term 

Care  Facility" 

For  complete  program  and  registration 
information,  contact: 

Bob  NeppI 

Broadlawns  Medical  Center 
18tb  & Hickman  Road 
Des  Moines,  Iowa  50314 
515/282-2449 
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Aftera  nitrate, 
add  ISOPnM 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


isoPTirf 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  election  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  In  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  Is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0,5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
E.xecutive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsS^ 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication 


Marion  E.  Alberts,  M.D. 


COMMEIMTIIMG 

EDITORIALLY 


OUR  UNIVERSITY  ISSUE 

The  process  of  education  is  without  end.  It 
is  an  exercise  on  which  humankind  de- 
pends for  survival.  Passing  what  we  know  to 
our  successors  is  an  absolute  and  shared  re- 
sponsibility. As  physicians,  we  are  obligated 
to  be  both  learners  and  teachers  throughout 
our  professional  careers. 

Against  this  philosophical  backdrop,  we  ap- 
plaud those  professional  colleagues  who  serve 
within  the  formal  academic  environment  at  The 
University  of  Iowa  College  of  Medicine.  For 
many  years  we  have  designated  iowa  medicine 
in  April  as  the  University  Issue. 


CHARACTER 


The  four  cornerstones  of  character  on  which  the 
structure  of  this  nation  was  built  are  mitiative, 
imagination,  individuality  and  independence.  — 
Captain  Edward  V.  Rickenbacker 


OUR  COUNTRY  faced  yet  another  tragedy  on 
January  28.  Its  aftermath  is  proving  once 
again  that  Americans  have  character.  The  loss 
of  the  7 astronauts  has  provided  a stern  test. 
These  brave  individuals  demonstrated  the  4 
cornerstones  of  character  expressed  by  Rick- 
enbacker. The  experiences  of  that  World  War 
II  ace  qualify  him  to  speak  about  character  and 
conviction. 

Medicine,  too,  has  faced  some  tests  in  recent 
years  which  have  required  character.  New  sur- 
gical approaches  have  brought  us  to  life  pro- 
longing frontiers  unheard  of  a decade  or  two 
ago.  Kidney  transplants,  liver  transplants  and 


On  the  pages  of  this  issue  you  will  find  a 
panorama  of  commentary  reflecting  the 
breadth  and  depth  of  activity  and  progress  in 
Iowa  City.  You  will  be  reminded  by  Dean  Eck- 
stein's remarks  of  the  strong  commitment  to 
research  — and  to  the  potential  it  holds  for 
good. 

The  positive  nature  of  relations  between  the 
College  of  Medicine  and  the  Iowa  Medical  So- 
ciety is  testimony  to  the  able  leadership  pres- 
ent within  these  major  organizations  — now 
and  earlier.  We  acknowledge  the  fruits  of  the 
past;  we  urge  a recommitment  to  the  future  of 
medical  education  — with  all  of  its  varied  and 
major  thrusts.  — M.E.A. 


heart  transplants,  as  well  as  artificial  organs, 
are  the  product  of  man's  unique  capacity  to 
press  forward.  The  same  pertains  to  new  dis- 
coveries in  the  pharmaceutical  field.  Only  in 
a society  where  independence  is  fostered  can 
such  great  advances  be  made.  The  physician- 
researcher  with  imagination  and  initiative  uses 
scientific  knowledge  to  find  answers  and  to 
discover  new  ways  of  caring  for  the  sick  and 
disabled.  True,  much  monetary  support  comes 
from  governmental  sources,  yet  it  also  comes 
independently  from  private  industry.  How 
different  that  is  from  other  countries  where 
scientific  and  societal  advances  are  a function 
of  governmental  instigation  and  control. 

There  are,  however,  some  dark  clouds  on 
the  horizon.  We  are  being  called  upon  more 
and  more  to  demonstrate  the  cornerstones  of 
character.  Doing  so  can  only  make  the  medical 
profession  a more  viable  and  honorable  en- 
deavor. We  hear  so  much  of  incompetent  phy- 
sicians, of  bad  apples  in  the  barrel,  and  of 
physicians  curtailing  or  even  discontinuing 
their  practices  because  of  "malpractice"  con- 
( Please  turn  to  page  187) 
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PRESCRIPTION 

FOR 

DOCTORS 

REST  AND  RELAX 
IN 

WILDERNESS  LUXURY 

FISHING  AND  TENNIS 
FISHING  AND  MINI-GOLF 
FISHING  AND  SWIMMING 
FISHING  AND  DINING 
FISHING  AND  FITNESS  TRAIL 
FISHING  AND  WINDSURFING 
FISHING  AND  SAILBOATING 
FISHING  AND  BICYCLING 
FISHING  AND  CANOEING 

FUN  FOR  EVERYONE!  I I 

A WORLD  CLASS  FISHING  RESORT 
5 STAR  GRADED  BY  TOURISM  ONTARIO 


*lneiieut  Aaci^,  Atd. 


BOX  270  P 

SIOUX  NARROWS,  ONT,  POX  1N0 
807-226-5616 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages; 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  property  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


cerns.  Our  professional  life  has  become  more 
complex  because  of  the  great  influence  of  "third 
parties"  involved  in  the  business  of  medicine. 
I refer  not  only  to  the  fiscal  aspects  of  medicine 
but  to  the  "advice"  and  mandates  emanating 
from  outside  agencies  (private  and  govern- 
mental) which  have  become  involved  in  the 
provision  of  health  care. 

The  various  forms  of  prepaid  medical  care 
constitute  a maze  of  confusion  for  patients  as 
well  as  involved  physicians  and  hospitals.  To 
associate  with  this  or  that  program  — albeit  a 
PPO,  an  HMO,  or  whatever  — this  is  the  kind 


"Perhaps  we  need  to  declare  a mor- 
atorium on  new  knowledge  so  we 
can  assess  and  assimilate  what  has 
accumulated. " 


of  decision  we  have  not  faced  since  the  advent 
of  Blue  Shield  when  becoming  a participating 
physician  was  a crucial  issue. 

What  went  wrong  January  28?  What  is  wrong 
with  society?  I submit  that  if  anything  is  wrong 
it  revolves  around  the  complexity  of  present 
day  life.  Most  all  aspects  of  life  and  our  social 
being  are  so  complex  that  computers  and  data 
banks  have  had  to  be  developed  to  retain  all 
the  data.  The  stockpile  of  knowledge  and  in- 
formation is  so  vast  the  human  brain  no  longer 
can  assimilate  it.  Where  is  all  this  getting  us? 
Perhaps  we  need  to  declare  a moratorium  on 
new  knowledge  so  we  can  assess  and  assim- 
ilate what  has  accumulated.  Perhaps  we  should 
slow  down,  take  life  as  it  comes,  and  enjoy 
each  day  more  fully. 

Recently,  I read  a commentary  on  our 
penchant  to  save  time.  We  cherish  microwave 
ovens,  digital  readouts,  and  the  fast  acceler- 
ation of  our  automobiles.  Each  second  seems 
to  "count";  but,  for  what?  What  are  we  going 
to  do  with  all  the  "saved"  seconds? 

Spring  is  in  the  offing.  Wouldn't  it  be  won- 
derful if  one  nice  warm  day  soon  we  could  set 
aside  all  those  saved  seconds  and  everybody 
take  a "day  off."  We  could  just  do  nothing  but 
reflect  on  the  great  things  we  have;  how  for- 
tunate that  we  Americans  do  have  character 
exemplified  by  initiative,  imagination,  individu- 
ality and  independence.  The  wonders  of  nature 
in  our  own  backyard  are  too  valuable  to  be 
ignored  or  overlooked.  — M.E.A. 
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In  ten  years  your  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


AMERICAN 

MEDICAL 

INTERNATIONAL'S 

PHYSICIAN 

PLACEMENT 

SERVICE 


w/?merican  lA^ledical  International  has  in- 
stituted a corporate  service  to  assist  Physi- 
cians interested  in  solo  or  group  practice 
opportunities  servicing  AMI  hospitals.  Cur- 
rent opportunities  are  available  for  physi- 
cians who  are  Board  Certified  or  Eligible. 
Some  specific  areas  of  interest  are: 


Family  Practice 

Neurology 

Ophthalmology 

Orthopedics 

Gastroenterology 

ENT 

Oncology 
General  Surgery 


Neurosurgery 
Orthopedic 
Surgery 
Industrial 
Medicine 
Cardiology 
Rheumatology 
OB  GYN 


Physicians  interested  in  pursuing  opportuni- 
ties with  AMI  should  contact  this  service  by 
calling  or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
(213)  858-6927 
National  (800)  533-7013 
California  (800)  325-4881 


Recent  Highlights 

U.  OF  1.  COLLEGE 

OF  MEDICINE 

1 1 1 

THE  FINAL  PHASE  OF  A MAJOR  CLINI- 
CAL STUDY  OF  DIABETES  is  underway  at 
the  U1  College  of  Medicine  and  20  other  medical 
centers  in  the  United  States  and  Canada.  The  Di- 
abetes Control  and  Complications  Trial  (DCCT)  is 
designed  to  determine  if  serious  complications  of 
diabetes  can  be  averted  by  sustaining  near-normal 
blood  sugar  levels  in  persons  with  insulin-depend- 
ent diabetes.  The  earlier  phase  of  the  DCCT  com- 
pleted last  fall  determined  that  it  is  feasible  and  safe 
for  persons  with  diabetes  to  sustain  near-normal 
blood  sugar  levels  all  the  time.  Ul  researchers  are 
seeking  volunteers  with  insulin-dependent  diabetes 
to  participate  in  the  study.  Interested  persons  can 
call  (319)  356-4879  for  more  information. 


MOST  LESBIAN  AND  BISEXUAL  WOMEN 
SURVEYED  in  a Ul  study  said  they  would  be 
more  likely  to  tell  their  doctors  about  their  sexual 
orientation  if  it  didn't  go  on  their  medical  records. 
2,382  lesbian  and  bisexual  women  from  across  the 
nation  were  surveyed.  About  a third  said  they  be- 
lieved that  disclosing  their  sexual  orientation  would 
"hinder"  the  quality  of  gynecological  care  they  re- 
ceived. Ul  researchers  have  concluded  gynecological 
care  for  lesbian  and  bisexual  women  might  improve 
"if  physicians  would  communicate  greater  aware- 
ness of  sexual  orientation  in  a non-prejudicial  man- 
ner and  ensure  confidentiality."  The  survey  results 
were  published  in  the  September  issue  of  the  Amer- 
ican Journal  of  Public  Health. 


ASSOCIATE  DEAN  CAROL  ASCHENBRE- 
NER,  Pathology,  has  been  appointed  to  a 3-year 
term  on  the  Liaison  Committee  on  Medical  Edu- 
cation (LCME)  cosponsored  by  the  Association  of 
American  Medical  Colleges  and  the  American  Med- 
ical Association  Council  on  Medical  Education.  The 
LCME  is  the  officially  recognized  accrediting  body 
for  medical  education  programs  leading  to  the  M.D. 


degree.  Its  primary  responsibility  is  to  attest  to  the 
educational  quality  of  accredited  programs,  thereby 
serving  the  interests  of  the  general  public  and  the 
students  enrolled. 


ROBERT  WALLACE,  Preventive  Medicine  and 
Environmental  Health,  has  been  appointed  head  of 
the  Ul  Department  of  Preventive  Medicine  and  En- 
vironmental Health.  He  has  been  acting  head  of  the 
department  since  July  1985.  Wallace's  research  in- 
terests include  the  epidemiology  of  aging,  predictors 
of  breast  cancer,  preventive  medicine,  communica- 
ble disease  control  and  the  epidemiology  of  lipopro- 
tein abnormalities  and  cardiovascular  risk  factors. 


AT-A-GLANCE  . . . Siroos  Shirazi,  Surgery, 
has  been  appointed  chief  of  Surgery  at  the  Veterans 
Administration  (VA)  Hospital  in  Iowa  City.  He  has 
been  associated  with  the  ill  and  VA  Hospital  since 
1972.  ...  3 Ul  Internal  Medicine  researchers  have 
new  appoint77ients:  David  Skorton  has  been  ap- 
pointed director  of  the  Ul  Department  of  Internal 
Medicme  division  of  General  hiternal  Medicine; 
Robert  Clark  has  been  appointed  associate  chair- 
man for  Academic  Programs  in  the  Internal  Med- 
icine department;  and  Gordon  Ginder  has  been 
appointed  associate  director  of  the  Ul  Department 
of  hiternal  Medicine  division  of  Hematology-On- 
cology. . . . Ul  orthopaedic  researchers  William 
Blair  and  Thomas  Brown  are  recipients  of  the 
Kappa  Delta  Award,  the  highest  scientific  award 
given  by  the  American  Academy  of  Orthopaedic 
Surgeons  for  outstanding  orthopaedic  research  of  the 
year.  The  winning  research  paper  is  entitled  "Pulsed 
Ultrasound  Doppler  Velocimetry  in  the  Assessment 
of  Microvascular  Hemodynamics." 


This  report  has  been  compiled  by  The  University  of 
Iowa  Health  Neivs  Service. 
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DOCTOR, 

Do  You  Nood 
A Lifo  Insuranco 
Chock'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
Ws  part  of  our  service! 


We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We're  at  The  Prouty  Company. 


The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 


University  of  Iowa  Hospitals  & Clinics 

DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

OTITIS  MEDIA  IN  CHILDREN: 
OVERVIEW  OF  THERAPEUTIC  AND 
PROPHYLACTIC  REGIMENS 


Acute  suppurative  otitis  media  (ASOM)  is 
. the  second  most  common  diagnosis  of 
pediatric  illness  made  by  practicing  physi- 
cians. ASOM  is  so  common  that  by  the  age  of 
3,  two-thirds  of  all  children  have  had  at  least 
1 episode,  and  one-third  have  had  3 or  more 
episodes.  It  is  the  most  common  reason  for  the 
prescription  of  antibiotics  in  the  pediatric  pa- 
tient and  accounts,  directly  and  indirectly,  for 
over  2 billion  health  care  dollars  spent  an- 
nually in  the  United  States.  The  diagnosis  of 
ASOM  is  based  on  the  objective  criteria  of 
bulging  contour  of  the  tympanic  membrane, 
diffusion  of  ossicular  landmarks,  change  in 
color  from  pearly  gray  to  dull  red  or  yellow, 
and  the  finding  of  diminished  mobility  on 
pneumatic  otoscopy.  Clinically,  the  child  may 
present  with  irritability,  pulling  at  the  ears, 
draining  ears,  hearing  loss,  night  waking,  or 
poor  feeding.  Fever  is  over  38.2  C in  31%  and 
under  38.2  C in  69%  of  children  with  ASOM. 
The  symptoms  of  pain,  tugging  at  the  ear,  or 
irritability  may  not  be  present  in  up  to  20%  of 
children  with  ASOM  The  pathogenesis  of 
ASOM  is  complex;  eustachian  tube  dysfunc- 
tion is  felt  to  be  one  factor  that  allows  accu- 
mulation of  middle  ear  fluid,  which  becomes 
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secondarily  infected  by  nasopharyngeal  bac- 
teria.^ 

Bacteriology 

The  bacteriology  of  ASOM  has  been  studied 
by  tympanocentesis  performed  during  acute 
episodes.  Sixty  to  75%  of  acute  episodes  of 
suppurative  otitis  media  will  yield  pure  cul- 
tures of  bacteria  from  middle  ear  fluid  ob- 
tained by  tympanocentesis.^'^  The  bacteria 
most  commonly  isolated  in  ASOM  are  listed 
in  Table  1.^ 


TABLE  1 


S.  pneumoniae 

mean:  33% 

range: 

26-53% 

H.  influenzae 

mean:  21  % 

range: 

14-31% 

Strep,  Group  A 

mean:  8% 

range: 

0.3-24% 

S.  oureus 

mean:  2% 

range: 

0-3% 

6.  catarrhalis 

mean:  3% 

range: 

0-8% 

Gram-enterics 

mean:  1 % 

range: 

0-4% 

None,  or  nonpathogens 

mean:  31  % 

range: 

2-47% 

Anaerobes,  which  had  been  considered  as 
nonpathogenic  in  previous  studies,  are  iso- 
lated in  15%  of  cases  and  may  play  a patho- 
genic role. 

Rationale  for  Treatment 

Antimicrobial  therapy  has  been  the  main- 
stay of  the  treatment  of  acute  suppurative  oti- 
tis media;  however,  each  case  must  be  carefully 
evaluated  to  be  certain  of  the  otoscopic  diag- 
nosis and  to  avoid  overuse  of  antimicrobials. 
Even  when  the  effusion  is  demonstrated  to  be 
of  acute  (less  than  3 weeks)  origin,  and  even 
though  60  to  75%  of  patients  with  ASOM  have 

(Please  turn  to  page  186) 
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bacterial  pathogens  isolated,  many  investiga- 
tors still  feel  that  antimicrobial  intervention 
does  not  significantly  alter  the  natural  course 
of  the  disease.  One  study  did  not  show  dif- 
ferences in  clinical  course  for  the  following  4 
treatment  groups:  symptomatic  therapy, 
symptomatic  therapy  plus  myringotomy, 
amoxicillin  alone,  and  amoxicillin  plus  myrin- 
gotomy.^ A second  recent  study  by  the  same 
authors^  found  that  treatment  with  analgesics 
alone  was  associated  with  complete  recovery 
from  ASOM  in  90%  of  490  children  in  the 
Netherlands.  Only  3%  of  these  children  had 
progressive  symptoms  of  otitis  leading  to  al- 
ternative therapy.  However,  these  studies  and 
others  have  serious  weaknesses  in  experimen- 
tal design  or  sample  size.  Even  when  random 
treatment  assignment  and  double-blind  de- 
sign are  employed,  outcome  criteria  may  not 
depend  on  bacterial  presence  or  may  not  be 
sensitive  enough  to  detect  real  differences  be- 
tween treatment  groups. 

The  pharmacotherapy  of  acute  suppurative 
otitis  media  is  based  on  the  sensitivity  patterns 
of  the  most  commonly  isolated  bacteria.  Al- 
though spontaneous  resolutions  occurred  in 
the  preantimicrobial  era  and  do  occur  today, 
suppurative  sequelae,  such  as  mastoiditis,  have 
been  reduced  dramatically  following  the  ini- 
tiation of  antimicrobial  therapy  of  ASOM.  Fac- 
tors supporting  the  continued  use  of 
antimicrobials  for  the  treatment  of  ASOM  are 
(1)  the  reduction  in  morbidity  and  mortality  of 
suppurative  sequelae;  (2)  clinical  response 
usually  within  24  to  48  hours  of  initiation  of 
therapy;  (3)  superior  outcomes  in  patients 
treated  with  antibiotics  compared  to  those  not 
receiving  antibiotics  in  some  but  not  all  pro- 
spective studies;  and  (4)  the  knowledge  that 
in  60  to  75%  of  ASOM,  bacterial  pathogens 
can  be  found  in  the  middle  ear. 

In  vitro  and  in  vivo  testing  of  antimicrobial 
therapy  shows  correlation  with  clinical  re- 
sponse. In  clinical  practice,  the  most  com- 
monly used  criteria  are  the  resolution  of  the 
signs  and  symptoms  of  the  disease,  return  to- 
ward normal  appearance  and  mobility  of  the 
tympanic  membrane,  and  the  rates  of  relapse 
and  recurrence. 


The  choice  of  antimicrobial  agent  depends 
on  the  efficacy  for  common  pathogens  in 
ASOM,  as  listed  in  Table  2.'*-^ 


TABLE  2 


antimicrobial 

S.  pneumoniae 

H.  influenzae 
B-lacfamase 

- + 

S.  pyogenes 

Penicillin  G 

+ 

+ /- 

- 

+ 

Penicillin  V 

+ 

- 

- 

+ 

Ampicillin 

+ 

+ 

- 

+ 

Amoxicillin 

-1- 

+ 

- 

+ 

CloxQcillin 

-h 

- 

- 

-1- 

Cephalexin 

-h 

- 

- 

+ 

Cefaclor 

-1- 

-h 

-h 

+ 

Erythromycin 

-t- 

+ /- 

+ !- 

+ 

Clindamycin 

+ 

- 

- 

+ 

Sulfonamides 

+ /- 

+ 

+ 

- 

Trim-sulfa 

+ 

+ 

-H 

- 

Treatment  Regimens:  Two  Approaches 

There  are  several  approaches  to  the  treat- 
ment of  ASOM.  Until  further  controlled  clin- 
ical trials  have  been  conducted,  there  will 
continue  to  be  a controversy  about  the  optimal 
management. 

An  initial  conservative  approach  is  recom- 
mended by  certain  authors.  Analgesic  treat- 
ment only  based  on  the  criteria  of  ASOM  is 
recommended  in  a patient  over  one  year  of 
age,  with  no  complications  such  as  perforation 
of  the  tympanic  membrane  and  no  other  in- 
dication for  antimicrobial  therapy.  If  there  is 
progression  of  the  signs  and  symptoms  of 
ASOM  after  2 to  3 days,  then  proceed  to  the 
alternative  traditional  approach  outlined  be- 
low. Often  the  child  is  observed  at  home  for 
this  initial  2-  to  3-day  period  and  is  brought  in 
by  parents  when  signs  and  symptoms  have 
persisted  and  become  progressive. 

An  alternative  traditiottal  approach  is  based  on 
the  objective  criteria  of  ASOM  on  physical  exam 
and  the  sensitivity  patterns  of  the  most  com- 
monly isolated  bacteria. 

Amoxicillin  15  mg/kg  every  8 hours  for  10 
days  is  the  preferred  therapy  for  ASOM. 
Amoxicillin  produces  less  diarrhea  than  am- 
picillin  (15%  vs.  29%)  and  may  be  given  with- 
out regard  to  meals.  Amoxicillin  also  has  the 
advantage  of  excellent  bioavailability,  which 
increases  the  length  of  time  effective  drug  lev- 
els are  detectable  in  the  plasma.  Both  amoxi- 

(Please  turn  to  page  188) 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  ttie  packafie  literature  for  prescribing 
information 

indicalKMS  and  Usage:  Ceclor'  (cefaclor.  Ldlyi  is  mdicaied  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Snepiococcus pneumoniae iDiDiococcuspneumoniaei.  Haemoph- 
ilus infiuemae  and  5 pyogenes  (group  A beta-hemolyfic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication.  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Waraiags  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
cross-allergenicity  of  THE  PENICILLINS  AND  THE 
cephalosporins,  and  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  C^lor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  lorm  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  imcludirtg  macrolides  semisynthetic 
penicillins,  and  cephalosporins),  therefore  it  is  imponant  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  lile-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a loim  produced  by  ClostnPium  pifticile  is  one 
primary  cause  of  aniibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  mod^aie  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C Pifficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precauiions  - it  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  shoulci  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g . pressor  amines,  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  supenntection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  in  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  That  usually  recommended 
As  a result  of  administration  of  Ceclor.  a talse-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  presaibed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  8 - Reproduction 
studies  have  been  peHormed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
Of  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Molhers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  foltowmo  administration  of  sinole  50Omg  doses 
Average  levels  were  0 18  0 20. 0 21 . and  0 lo  mcg/ml  at  two 
three,  tour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is' administered  to  a 
nursing  woman 

Us^  in  Cfiiipren  ~ Safety  and  effectiveness  of  this  product  for 
use  m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactraos  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gasirointeslinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensilivily  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbilitorm  eruptions  (l  in  lOOi 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-hke  reactions 
leryihema  multilorme  or  the  abiM  skm  manifestatons  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hyp^sensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adutts  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ot  the  syndrome 

Cases  ot  anaphylaxis  have  been  reported  half  ot  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  |1  m 50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patientsi 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepahc  - Slight  elevations  in  SCOT  SGPT.  or  alkaline 
phosphatase  values  (1  in  40i 

Hematopoietic  - Transient  fluctuations  m leukocyte  count 
predominantly  l^phocyiosis  occurring  in  infants  and  young 
children  (1  in  4oi 

Renal  - Slight  elevations  m BUN  or  serum  creatinine  dess  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 m 200) 

I061782RI 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  m patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillm-aliergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  mformaiion 
©1984.  ELI  LILLY  AND  COMPANY 
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cillin  and  ampicillin  have  comparable  efficacy 
in  sterilizing  middle  ear  effusion  in  3 to  5 days. 
Adverse  drug  reactions  other  than  diarrhea  in- 
clude cutaneous  reactions  in  5 to  10%  of  chil- 
dren. IgE-mediated  urticaria  and  nonallergic 
maculopapular  rashes  account  for  the  majority 
of  cutaneous  reactions;  the  latter  does  not  ne- 
cessitate stopping  the  antibiotic.  In  areas  where 
B-lactamase-producing  H.  influenzae  or  B.  ca- 
tarrhalis  are  prevalent,  another  antibiotic  such 
as  erythromycin  and  sulfonamide,  trimetho- 
prim-sulfamethoxazole, or  cefaclor  must  be 
chosen.® 

Erythromycin  and  sulfonamide  are  available 
in  a combination  form  and  this  preparation  has 
been  found  to  be  useful  in  cases  of  persistent 
otitis  media  due  to  amoxicillin-resistant  H.  in- 
fluenzae. It  is  also  recommended  for  patients 
shown  to  be  sensitive  to  penicillin.  The  eryth- 
romycin dose  is  10  mg/kg/dose  given  every  6 
hours,  or  15  mg/kg/dose  given  every  8 hours. 
The  side  effects  of  abdominal  pain,  cramping, 
and  diarrhea  are  probably  reduced  by  taking 
the  medicine  with  a meal.^ 

Trimethoprim-sulfamethoxazole  may  be 
chosen  to  treat  persistent  otitis  not  responding 
to  amoxicillin.  The  dose  is  4 mg/kg  trimetho- 
prim-20 mg/kg  sulfamethoxazole  per  dose 
given  every  12  hours.  Side  effects  include  hy- 
persensitivity reactions  such  as  skin  rashes  and 
reversible  thrombocytopenia  and  neutro- 
penia, both  of  which  return  to  normal  after 
cessation  of  therapy.  There  is  a potential  for 
interference  with  folate  metabolism  but  unless 
the  patient  is  on  a prolonged  course  of  tri- 
methoprim-sulfamethoxazole, high  doses,  or 
has  a preexisting  folate  deficiency,  this  inter- 
ference with  folate  metabolism  is  reversed 
when  the  drug  is  stopped. 

Cefaclor  is  the  only  orally  administered 
cephalosporin  with  a broad  spectrum  active 
against  virtually  all  aerobic  bacteria  that  cause 
acute  otitis  media.”  The  dose  is  15  to  20  mg/ 
kg/dose  given  every  8 hours.  This  represents 
an  increase  over  the  usual  dose  to  allow  for 
greater  penetration  into  middle  ear  fluid;  how- 
ever, Ginsburg  et  al  showed  adequate  concen- 
trations in  middle  ear  fluid  following  15  mg/ 
kg/dose  or  45  mg/kg/day  dosing.”  The  main 


disadvantage  other  than  cost  for  this  second- 
generation  cephalosporin  is  that  it  can  occa- 
sionally cause  a hypersensitivity  or  serum  sick- 
ness reaction  consisting  of  erythema  multi- 
forme, which  resolves  upon  discontinuation 
of  the  drug. 


TABLE  3 


Drug 

Mgikgidose 

Dosing 

Frequency 

Cost* 

Amoxicillin 

15 

q 8 hours 

$2.81  to  $6.57 

Eryth-sulfa 

10E/30S 

q 6 hours 

$8.13 

TMP-SMZ 

4T/20S 

q 1 2 hours 

$1.92  to  $3.63 

Cefaclor 

15 

q 8 hours 

$13.82** 

* Cost  to  the  phormocist  for  ten  days  therapy  for  a 10  kg  child  according  to  the 
listing  in  Americon  Druggist  Blue  Book  1985-1986.  A range  is  provided  when 
more  than  one  product  is  available.  The  cost  to  the  potient  will  be  higher. 

**  Cefaclor  is  availoble  only  in  75  ml  and  150  ml  bottles.  The  cost  listed  is  for  90 
ml  from  a 150  ml  bottle.  When  more  than  75  ml  are  needed  for  a prescription, 
it  may  be  necessary  for  the  patient  to  purchase  the  entire  1 50  ml  bottle,  depending 
on  the  policies  of  the  individual  pharmacy.  The  cost  to  the  pharmacist  would  be 
$23.04  in  this  case. 

Table  3 gives  a summary  of  the  drugs  com- 
monly used  for  the  treatment  of  ASOM  along 
with  the  doses  recommended.  By  convention, 
therapy  is  usually  10  to  14  days  in  duration 
although  shorter  treatment  courses  have  been 
studied. 

Treatment  Follow-up 

Optimal  management  of  ASOM  includes 
reevaluation  of  each  patient  at  the  end  of  ther- 
apy. Pneumatic  otoscopy  allows  assessment  of 
the  tympanic  membrane's  return  to  normal 
pearly  gray  color,  translucence,  visibility  of 
bony  landmarks,  and  return  of  mediolateral 
mobility.  This  is  performed  at  10  to  14  days 
after  initiation  of  therapy,  earlier  if  there  is  no 
resolution  of  symptoms  in  48  to  72  hours.  Pres- 
ence of  middle  ear  fluid  is  common  and  is  seen 
in  70%  of  children  at  the  end  of  2 weeks,  and 
in  40%  at  the  end  of  1 month.”  Persistent  mid- 
dle ear  fluid  at  the  end  of  a 10-day  course  of 
antibiotics  is  not  preventable  by  compliance 
with  the  antimicrobial  regimen;  the  disap- 
pearance of  this  middle  ear  fluid  cannot  be 
hastened  by  the  administration  of  additional 
medications  such  as  antihistamines  and/or  de- 
congestants.” Within  2 weeks  of  cessation  of 
antimicrobial  therapy,  middle  ear  effusion  will 
either  resolve  or  become  infected”  in  a large 
number  of  patients.  Since  the  possibility  of  in- 
fection is  significantly  higher  in  children  under 
the  age  of  2 years,  a 2-week  treatment  with 
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prophylactic  doses  is  recommended  for  that 
age  group. 

Prophylaxis 

The  prevention  of  ASOM  would  have  a big 
impact  on  its  cost,  morbidity,  and  suppurative 
sequelae. To  date,  several  therapies  have  at- 
tempted to  keep  middle  ear  effusions  from 
persisting  and/or  becoming  infected. 

1.  Antihistamine-decongestant  therapy  does 
not  prevent  recurrence  of  ASOM  or  hasten  the 
resolution  of  middle  ear  effusion. 

2.  Daily  administration  of  sulfisoxazole  in  a 
dose  of  50  mg/kg/dose  (up  to  500  mg)  once 
daily  has  been  shown  to  significantly  decrease 
the  frequency  of  recurrent  ASOM.  Prophylaxis 
is  recommended  for  children  with  3 or  more 
episodes  of  ASOM  in  6 months,  or  4 or  more 
episodes  of  ASOM  per  year.  Amoxicillin,  20 
mg/kg/dose,  given  once  per  day  may  also  be 
used.  Children  should  be  seen  once  per  month 
for  pneumatic  otoscopy,  and  if  an  acute  epi- 
sode occurs,  a different  antibiotic  should  be 
used^^  at  therapeutic  doses  for  10  to  14  days 
followed  by  resumption  of  prophylaxis.  Pro- 
phylaxis usually  is  carried  out  from  6 months 
to  a year  and  is  needed  most  over  the  winter 
and  spring.  It  is  discontinued  when  the  middle 
ear  effusion  has  resolved,  or  the  child  is  no 
longer  at  high  risk  for  recurrence  of  ASOM. 

3.  Immunotherapy  with  the  pneumococcal 
14-valent  vaccine  has  been  shown  to  reduce 
the  incidence  of  ASOM  in  children  over  6 
months  of  age  but  further  studies  are  needed 
before  this  can  become  a general  recommen- 
dation.'® Since  the  majority  of  H.  influenzae- 
causing  otitis  media  is  untypeable,  the  He- 
mophilus  influenzae  type  b polysaccharide  cap- 
sule vaccine  would  not  be  expected  to  have  a 
significant  impact  in  reducing  otitis  due  to  He- 
mophilus influenzae. 

Summary 

In  summary,  acute  suppurative  otitis  media 
is  a very  common  pediatric  illness;  rational  use 
of  antimicrobial  therapy  is  the  mainstay  of 
therapy.  In  children  with  3 or  more  episodes 
per  6 months,  or  4 or  more  episodes  per  year, 
prophylaxis  should  be  considered.  — Roopa 
S.  Hashimoto,  M.D.,  Fellow,  Ambulatory  Di- 
vision, and  Jerold  C.  Woodhead,  M.D.,  As- 
sistant Professor,  Ambulatory  Division,  Department 
of  Pediatrics. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEOICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meetyour 
specific  needs  or  stock  imprints  available. 
Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®^. 

IPERMA  We' re  Iowa's 

wjk  Only  Perma  Stamp 

Manufacturer! 

MAKES  BETTER  IMPRESSIONS 

DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.’“ 
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Information  of  Interest 

STATE  DEPT.  OF 
PUBLIC  HEALTH 


EXAMINATIONS  FOR 
EMPLOYEES/RESIDENTS  IN 
HEALTH  CARE  FACILITIES 


There  will  be  a rule  change  covering  the 
physical  examinations  for  employees  and 
residents  of  hospitals  and  health  care  facilities. 
Effective  sometime  in  May,  1986,  these  em- 
ployees will  be  required  to  have  a health  ex- 
amination when  employed  and  every  4 years 
thereafter;  this  eliminates  the  current  annual 
requirement. 

This  health  examination  may  be  conducted 
by  a physician,  a registered  nurse,  or  a phy- 
sician's assistant.  The  exam  should  include 
whatever  the  facility  decides  meets  its  liability 
requirements.  The  only  requirement  of  the 
health  examination  is  that  it  identify  the  health 
status  and  tuberculosis  status  of  the  employee. 
Complete  physical  examinations  by  a physi- 
cian are  no  longer  required  by  the  State  De- 
partment of  Health.  If  a health  care  facility 
desires  to  require  complete  physical  exami- 
nations, this  is  its  prerogative.  In  addition,  the 
requirement  that  a hospital  employee  have  a 
physical  examination  upon  employment  and 
periodically  thereafter  has  been  changed  to  an 
examination  upon  employment  and  every  4 
years  thereafter. 

In  hospitals  and  health  care  facilities  the  pa- 
tients/residents are  still  required  to  have  phys- 
ical examinations  upon  admission  by  a 
physician.  In  health  care  facilities,  rules  still 
exist  to  identify  what  the  physical  examination 
and  medical  history  of  the  resident  shall  por- 


This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


tray.  A new  requirement  is  the  identification 
of  the  tuberculosis  status  of  the  resident  every 
3 years;  this  requirement  is  being  challenged 
by  the  industry  and  may  be  stricken  from  the 
rule. 

LOS  In  Extended  Care  Facilities 

The  average  length  of  stay  for  residents  in 
Iowa  health  care  facilities  is  slightly  under  2 
years.  The  latest  federal  study  of  the  average 
length  of  stay  in  nursing  homes  throughout 
the  country  is  18  to  19  months.  The  latest  sta- 
tistics of  the  Iowa  Foundation  for  Medical  Care 
indicate  362  days  is  the  average  length  of  stay 
for  all  Medicaid  residents  admitted  since  1980. 

The  ISDH  recommendation  for  tuberculosis 
control  in  nursing  homes  is  as  follows: 

I.  Employees 

A.  Mantoux  Tuberculin  Skin  Test  with  5 tu- 
berculin units  of  P.P.D.  on  initial  employment. 

B.  Chest  x-ray  on  positive  reactors  to  rule  out 
active  disease  if  not  previously  done  and  docu- 
mented. Evaluate  the  employee  for  active  tubercu- 
losis if  chest  x-ray  is  positive. 

C.  Repeat  a skin  test  at  least  every  4 years  on 
negative  reactors  or  when  tuberculosis  exposure  oc- 
curs. Positive  reactors  identified  by  physicians  do 
not  need  a repeat  skin  test  or  chest  x-ray  unless 
signs  or  symptoms  of  tuberculosis  are  present. 

II.  Residents 

A.  Mantoux  Tuberculin  Skin  Test  with  5 Tub- 
erculin Units  of  P.P.D.  on  admission. 

B.  Chest  x-ray  on  positive  reactors  to  rule  out 
active  disease  if  not  previously  done  and  docu- 
mented. Evaluate  the  resident  for  active  tuberculosis 
if  chest  x-ray  is  positive. 

C.  Repeat  a skin  test  at  least  every  three  years 
on  negative  reactors  or  when  tuberculosis  exposure 
occurs.  Positive  reactors  identified  by  physicians  do 

(Please  turn  to  page  192) 
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STATE  DEPARTMENT  OF 
PUBLIC  HEALTH 

(Continued  from  page  191) 


not  need  a repeat  skin  test  or  chest  X-ray  unless 
signs  or  symptoms  of  tuberculosis  are  present. 

This  change  in  the  rules  is  to  allow  hospitals 
and  health  care  facilities  to  set  their  own  re- 
quirements for  employees  and  residents.  The 
ISDH  has  only  established  time  limits  for  con- 
tinued surveillance. 

According  to  Laverne  Wintermeyer,  M.D., 
Division  of  Disease  Prevention,  Iowa  Health 
Department,  the  elderly  population  is  consid- 
ered a reservoir  for  tuberculosis  and  the  resi- 
dents in  the  nursing  homes  should  be 
protected.  The  publication  entitled  Chest  Vol- 
ume 87,  No.  2,  February,  1985,  which  is  part 
of  the  National  Consensus  Conference  on  Tu- 
berculosis, states  for  nursing  homes: 

"Development  of  tuberculosis  from  latent  infec- 
tion with  subsequent  spread  of  infection  to  contacts 
poses  a significant  threat  to  residents  of  nursing 
homes,  their  employees,  and  frequent  visitors." 


BLACK  HILLS 
SEMINAR 

The  Ninth  Annual  Black  Hills  Seminar 
on  Advances  in  Clinical  Pediatrics  — 
June  18,  19  and  20,  1986,  at  Sylvan 
Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pedi- 
atrics and  Adolescent  Medicine,  Uni- 
versity of  South  Dakota  School  of 
Medicine.  Guest  faculty  include:  Drs. 
James  Corrigan,  Jerome  Klein,  George 
Little  and  Lynn  Taussig.  For  complete 
conference  information,  contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 


The  article  goes  on  to  say:  "As  part  of  the 
employee  or  admission  procedure,  each  new  resident 
and  employee  should  be  tuberculin  tested.  Any  res- 
ident or  employee  found  to  have  a positive  tuberculin 
reaction  should  be  evaluated  clinically,  because  op- 
portunities exist  for  transmission  of  tuberculosis 
when  large  numbers  of  people  share  an  enclosed 
environment  for  extended  periods  in  an  institutional 
setting,  i.e.,  nursing  homes  and  long  term  care 
facilities." 

From  1975  through  1984  there  were  901  tu- 


"The  control  of  tuberculosis  by 
agencies  of  government  at  the  state 
level  is  mandated  by  law." 


berculosis  cases  reported  to  the  Iowa  State 
Health  Department.  The  rate  of  tuberculosis 
per  100,000  population  in  Iowa  was  2.3  in  1984. 
In  1983,  Iowa  ranked  47th  in  reported  tuber- 
culosis cases  and  in  1984,  Iowa  ranked  46th. 
Two-thirds  of  the  reported  tuberculosis  cases 
were  from  the  55  and  older  age  group.  The 
medical  section  (The  American  Thoracic  So- 
ciety) of  the  American  Lung  Association  has 
stated  in  an  article  on  Controlled  Tuberculosis: 
"The  tuberculin  skin  test  is  the  preferred  initial 
method  of  screening.  Tuberculosis  transmis- 
sion is  a greater  risk  in  institutions  where  per- 
sons remain  for  long  periods  of  time. 
Opportunities  for  exposure  increase  because 
neither  potential  sources  or  susceptible  con- 
tacts are  likely  to  be  quickly  removed  from  the 
environment." 

The  control  of  tuberculosis  by  agencies  of 
government  at  the  state  level  is  mandated  by 
law.  Health  Departments  have  legal  respon- 
sibilities to  provide  effective  surveillance  of  tu- 
berculosis to  ensure  that  containment  actions 
are  carried  out,  and  to  assess  program  per- 
formance. Continuous  evaluation  is  necessary 
to  determine  if  a screening  program  is  efficient 
and  effective  in  reducing  disease  and  infection 
rates. 

We  have  established  the  minimum  require- 
ments necessary  to  meet  the  Centers  for  Dis- 
ease Control  (CDC)  guidelines  established  for 
surveillance  of  employees  and  residents  in 
health  care  facilities.  If  a facility  or  a physician 
wishes  to  provide  more  stringent  require- 
ments than  the  minimum,  this  is  their  prerog- 
ative. 
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February  1986  Morbidity  Report 


Disease 

Feb. 

1986 

Total 

1986 

to 

Date 

1985 

to 

date 

Most  Feb.  Cases 
Reported  From 
These  Counties 

Aids 

1 

2 

1 

Amebiasis 

5 

1 1 

6 

Scattered 

Brucellosis 

0 

0 

0 

Chickenpox 

1288 

2545 

1851 

Scattered 

Campylobacter 

10 

25 

19 

Scattered 

Cytomegalovirus 

2 

6 

0 

Johnson,  Polk 

Eatons  Agent 
Infection 

1 

1 

5 

Wapello 

Encephalitis,  viral 

1 

1 

5 

Johnson 

Erythema  Infectiosum 

0 

0 

0 

Gastroenteritis  (GIV) 

4441 

6807 

4273 

Scattered 

Giardiasis 

24 

64 

42 

Scattered 

Hepatitis,  A 

3 

9 

3 

Polk 

Hepatitis,  B 

7 

12 

17 

Scattered 

Hepatitis,  Non  A-B 

2 

2 

3 

Black  Hawk,  Scott 

Hepatitis 

type  unspecified 

0 

0 

3 

Herpes  Simplex 

106 

221 

150 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

1 

3 

0 

Hamilton 

Infectious 

mononucleosis 

51 

85 

33 

Scattered 

Influenza, 

lab  confirmed 

114 

131 

64 

Scattered 

Influenza-like 
illness  (URI) 

46564 

53512 

12500 

Scattered 

Legionellosis 

0 

3 

1 

Malaria 

1 

1 

0 

Johnson 

Meningitis 

aseptic 

2 

3 

6 

Scott,  Woodbury 

bacterial 

5 

14 

30 

Adams,  Linn,  Polk, 

meningococcal 

0 

4 

3 

Pottawattamie,  Scott 

Mumps 

1 

5 

2 

Polk 

Pertussis 

0 

2 

1 

Rabies  in  animals 

13 

24 

34 

Scattered 

Reye  Syndrome 

0 

0 

1 

Rheumatic  Fever 

1 

1 

0 

Winnebago 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

10 

28 

13 

Scattered 

Shigellosis 

2 

3 

2 

Black  Hawk,  Louisa 

Toxic  Shock 
Syndrome 

0 

3 

3 

Tuberculosis 
total  ill 

7 

9 

14 

Scattered 

bact.  pos. 

7 

9 

12 

Scattered 

Typhoid  Fever 

0 

1 

0 

Venereal  diseases: 
Gonorrhea 

272 

666 

770 

Scattered 

Chlamydia 

76 

426 

NA 

Scattered 

Syphilis 

1 

4 

8 

Pottawattamie 

Other  Non-Reporfable  Diseases;  Guillian  Barre  Syn.  — 1,  Butler; 
Ureaplasma  Urealyticum  — 2,  Black  Hawk,  12,  Johnson,  1,  Muscatine. 


Your  Investment  Advisor 
Should  Take  Your 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 


Statesman  Investment 
Advisors,  Inc. 

515-284-7648 


Suite  840  Des  Moines  Bldg. 
Des  Moines,  Iowa  50309 
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Not  everyone  over  60  needs  our 
special  services,  but  we  still  feel 
they  deserve  them 


We  don’t  have  stereotyped  ideas  about 
older  people  all  being  needy  or  in  frail 
health.  We  know  that  many  of  our  custom- 
ers who  are  over  sixty  are  in  great  shape 
both  physically  and  financially.  Still,  we 
offer  everyone  over  sixty  a 10%  discount, 
and  we’ll  help  with  Medicare  and  Medicaid 
forms  whenever  anyone  needs  us  to.  It’s 
our  way  of  thanking  our  older  customers, 
because  many  of  them  have  been  our  best 
customers  for  a long  time. 

For  over  80  years.  Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our  cus- 
tomers as  their  health  care  needs  change. 


• An  Extensive  Inventory  of  Generic  Drugs 

• Braille  Prescription  Labeling  Available 

• Free  Health  Care  Pamphlets 

• Patient  Guide  to  Prescription  Drugs 

Every  Peoples  has  an  unlisted  phone 
that’s  reserved  only  for  doctors  and 
answered  only  by  pharmacists.  Please 
call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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Economy 


orrin  800 


ABLETS 


ibuprofen 


^1986  The  Upjohn  Company 


J-8138  January  1986 


Upjohit 


A Century 
of  Caring 

1886-1986 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  You  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  at  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically  serum  K'*'  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'''  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  refention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamferene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
A tew  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidfe'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide'.  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-ot-use  bottles  of  100. 

BRS-DZ:L39 


Potassium-  Sparing 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
"tour  assurance  of 
SK&F  quality. 


a product  of 
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News  About  Colleagues 

ABOUT 

IOWA  PHYSICIANS 

Dr.  James  Caterine  has  been  named  president 
of  the  medical  staff  at  Mercy  Hospital  Medical 
Center  in  Des  Moines.  Other  officers  include 
Dr.  John  Gay,  president-elect;  and  Dr.  Jeffrey 
Stahl,  secretary-treasurer.  . . . Dr.  Nino  R. 
Lentini  has  joined  Orthopedic  Associates  in 
Sioux  City.  Dr.  Lentini  received  the  M.D.  de- 
gree at  Howard  University  Medical  School  in 
Washington,  D.C.  and  served  his  orthopedic 
residency  at  Nassau  County  Medical  Center  in 
East  Meadow,  New  York.  Before  locating  in 
Sioux  City,  Dr.  Lentini  practiced  in  New  Cas- 
tle, Indiana.  ...  At  a special  dedication  cer- 
emony, Marian  Health  Center's  Renal  Dialysis 
Unit  in  Sioux  City  was  designated  the  Dr. 


George  G.  Spellman  Dialysis  Unit.  Dr.  Spell- 
man was  the  first  physician  in  northwest  Iowa 
to  utilize  the  kidney  dialysis  treatment.  Under 
his  leadership,  kidney  dialysis  in  the  Sioux- 
land  area  has  been  expanded  to  include  peri- 
toneal dialysis  and  home  hemodialysis.  . . . 
Dr.  Roland  B.  Bedell,  David  D.  Howard  and 
Theodore  P.  Roman,  Sioux  City,  Dr.  Mark  E. 
Stelzer,  Orange  City,  and  Dr.  Timothy  A. 
Thomson,  Mason  City,  have  been  named  fel- 
lows of  the  American  College  of  Surgeons.  . . . 
Dr.  Chris  W.  Schmidt  has  joined  the  Atlantic 
Medical  Center.  Dr.  Schmidt  received  the  M.D. 
degree  at  the  U.  of  1.  College  of  Medicine; 
served  a year  of  family  practice  residency  in 


"After  the  sale  . . . it's  the  SERVICE 
that  counts."  value  for  your  medical  supply  dol- 
lar IS  MORE  THAN  SIMPLY  PRICE.  AT  HAWKEYE  MEDICAL 
SUPPLY  WE  OFFER: 

• TOLL  FREE  NUMBER  WITH  A KNOWLEDGEABLE  STAFF 
TO  ASSIST  YOU  . . . 

• OUR  OWN  EXPERT  REPAIR  DEPARTMENT  . . . 

• LOANER  INSTRUMENTS  AT  NO  CHARGE  FOR  MOST 
MAJOR  REPAIRS  . . . 
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HAWKEYE  MEDICAL  SUPPLY,  INC. 
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BRANCH  OFFICE:  5737  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 
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the  St.  Joseph  Medical  Center  in  Wichita,  Kan- 
sas; and  completed  his  ophthalmology  resi- 
dency at  Letterman  Army  Medical  Center  in 
San  Francisco,  California.  Prior  to  locating  in 
Atlantic,  Dr.  Schmidt  was  in  private  practice 
in  Grand  Island,  Nebraska. 


Dr.  Allan  J.  Wilke,  Cedar  Rapids,  has  been 
named  a fellow  of  the  American  Academy  of 
Family  Physicians.  . . . Dr.  John  S.  Carlson 
has  joined  the  Fort  Dodge  Medical  Center.  Dr. 
Carlson  received  the  M.D.  degree  and  served 
his  pediatric  residency  at  the  University  of 
Chicago.  Prior  to  locating  in  Fort  Dodge,  Dr. 
Carlson  was  in  private  practice  in  Kansas  City, 
Missouri.  . . . Dr.  Thomas  E.  Brown  joined 
the  Mater  Clinic  in  Knoxville  in  January,  Dr. 
Brown  received  the  M.D.  degree  at  the  Uni- 
versity of  Wisconsin;  interned  and  served  his 
surgery  residency  at  Cornell  Medical  Center 
in  New  York  City.  Prior  to  locating  in  Knox- 
ville, Dr.  Brown  maintained  a surgery  practice 
at  the  Oaklawn  Hospital  in  Marshall,  Michi- 
gan. . . . Dr.  Dennis  J.  Walter,  Des  Moines, 
chairman,  IMS  Board  of  Trustees,  has  been 
named  medical  director  and  director  of  edu- 
cation for  Broadlawns  Medical  Center.  Dr. 
Walter  has  been  serving  as  associate  director 
and  faculty  member  of  Broadlawns  Family 
Practice  Residency  Program.  . . . Dr.  Paul  A. 
Berger,  Jr.,  Sioux  City,  has  been  named  a dip- 
lomate  of  the  American  Board  of  Emergency 
Surgery.  Dr.  Berger  is  president  of  the  Iowa 
Chapter,  American  College  of  Emergency 
Physicians.  . . . Dr.  Edeliro  Escobar,  Port 
Madison,  has  been  named  chief  of  the  medical 
staff  at  Fort  Madison  Community  Hospital. 
Currently  president  of  the  Lee  County  Medical 
Society,  Dr.  Escobar  is  a fellow  of  the  Ameri- 
can College  of  Surgeons  and  the  American  So- 
ciety of  Abdominal  Surgeons. 


Dr.  George  D.  Aurand,  Clinton,  has  been  re- 
elected president  of  the  Clinton  County  Med- 
ical Society.  Also  re-elected  were  Dr.  John 
Dixon,  vice  president  and  Dr.  James  Lehman, 
secretary-treasurer.  . . . Dr.  Homer  J.  Gilfil- 
lan,  longtime  Bloomfield  physician,  has  re- 
tired. Dr.  Gilfillan  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine;  served  his 
internship  and  ophthalmology  residency  at 
Henry  Lord  Hospital  in  Detroit,  Michigan.  He 
began  medical  practice  in  Bloomfield  in  1946. 


. . . A recent  article  in  the  news-leader  in 
Springfield,  Missouri,  recognized  Dr.  Verne 
L.  Schlaser,  former  Des  Moines  physician,  for 
his  contributions  to  the  Springfield  commu- 
nity. Dr.  Schlaser  began  medical  practice  in 
Des  Moines  in  1938,  retiring  in  1979.  He  is  a 
past  president  of  the  Iowa  Academy  of  Family 
Physicians  and  the  Iowa  Medical  Society.  . . . 
The  following  Des  Moines  physicians  have 
been  named  officers  of  the  Iowa  Methodist 
Medical  Center  staff  for  1986  — Dr.  Dale  J. 
Andringa,  president;  Dr.  Norman  L.  Bone, 
president-elect;  Dr.  Joseph  D.  Hall,  past  pres- 
ident and  Dr.  William  G.  Bartlett,  secretary- 
treasurer. 


DEATHS 

Dr.  Arthur  C.  Richmond,  82,  longtime  Fort 
Madison  physician,  died  November  23,  1985. 
Dr.  Richmond  received  the  M.D.  degree  at  the 
University  of  Colorado  College  of  Medicine; 
interned  at  the  U.  of  I.  College  of  Medicine 
and  served  his  otolaryngology  residency  at 
Strong  Memorial  Hospital  in  Rochester,  New 
York.  He  began  medical  practice  in  Fort  Mad- 
ison in  1934.  Dr.  Richmond  was  a life  member 
of  the  Iowa  Medical  Society. 

Dr.  Anthony  S.  Owca,  67,  Centerville,  died 
January  26  at  Iowa  Methodist  Medical  Center 
in  Des  Moines.  Dr.  Owca  received  the  M.D. 
degree  at  Creighton  University  in  Omaha,  Ne- 
braska. He  began  medical  practice  in  Center- 
ville in  1949. 

Dr.  S.  D.  Porter,  82,  longtime  Grinnell  phy- 
sician, died  January  30  at  the  Mayflower  Home 
in  Grinnell.  Dr.  Porter  received  the  M.D.  de- 
gree at  Creighton  University  College  of  Med- 
icine in  Omaha,  Nebraska;  interned  at  St. 
Catherine's  in  Omaha  and  served  his  surgery 
residency  at  the  University  of  Pennsylvania  in 
Philadelphia.  He  began  his  practice  of  medi- 
cine in  Grinnell  in  1930,  retiring  in  1982.  Dr. 
Porter  was  a member  of  the  International  Col- 
lege of  Surgeons  and  life  member  of  the  Iowa 
Medical  Society. 

Dr.  Cornelius  B.  Murphy,  79,  Alton,  died  Feb- 
ruary 21  at  a hospital  in  Orange  City.  Dr.  Mur- 
phy received  the  M.D.  degree  at  the  University 
of  Minnesota  School  of  Medicine  and  served 
his  internal  medicine  residency  at  Minneapolis 
General  Hospital.  He  began  medical  practice 
in  Alton  in  1936,  retiring  in  1972. 


196  / Iowa  Medicine 


Please  copy  and  distribute  to  each  doctor’s  mail  box  in  your  hospital. 

BUSINESS  IN  MEDICINE 

Political-Economic,  Medical-Legal  and  Negotiating  Seminars 
May  16-19, ’86  - Chicago  Nov.  6-9,’86  - San  Diego 

For:  • Physicians  • Residents  • Managers 
Chicago  Keynote:  William  Rial,  M.D.,  Past  President  (1982-83),  A.M.A. 


OBJECTIVES: 

• Understand  current  politcal  effects  on  medical  practice 

• Improve  quality  assurance  and  risk  management 

• Develop  cost-effective  patient  and  practice  management 


METHODS: 

• Pre-seminar  basic  background  papers 

• Seminar  with  lectures,  panels,  and  workshops 

• Post-seminar  published  proceedings  and  tapes 


“Excellent  weekend  meeting 

"...  well  designed  educational  course."* 

FRIDAY,  MAY  16 
Registration  Reception 
SATURDAY,  MAY  17 

Government  in  Medicine  8:30  - 12:00 
HEALTH  CARE  IN  THE  1990'S 
FEE  FREEZE  AND  ASSIGNMENT 
HOSPITAL  AND  PHYSICIAN  DRG’S 
GRAMM-RUDMANN  EFFECTS 

Business  in  Medicine  1:00  - 4:30 
UNDERSTANDING  THE  BLUES 
IPA’s,  PPO’s  and  HMO’s 
HOSPITAL-MEDICINE  INC.’s 
JOINT  VENTURES 

Concurrent  Workshops  4:45  - 6:00 
LEGISLATIVE  UPDATE 
REGULATORY  UPDATE 
EVOLVING  PRACTICE  PATTERNS 

Negotiating  Technique  7:30  - 9:00 

SUNDAY,  MAY  18 

Medical-Legal  Issues  8:30  - 12:00 
MALPRACTICE 
STAFF  ORGANIZATION 
SOCIETIES  AND  UNIONS 
TRUSTS  AND  ANTITRUST 

Afternoon  Workshops  1:00  - 5:00 
COST-EFFECTIVE  PREVENTION 
PHYSICIAN  CONTRACTS 
TORT  REFORM 
PEER  REVIEW  FUTURE 

Negotiating  Critique  7:30  - 9:00 

MONDAY,  MAY  19 

Concurrent  Workshops  8:30  - 12:00 
PROFESSIONAL  LIABILITY 
NEGOTIATING  PARTICIPATION 

Concurrent  Workshops  1:00  - 4:30 
IPA/HMO  ORGANIZING/ MANAGING 
NEGOTIATING  WITH  HOSPITALS 


"The faculty  was  well  versed. ..material 
presented  was  mostly  new"* 

Peter  Bouxsein,  J.D. 

Counsel,  Subcommittee  on  Health  and  Environ- 
ment, U.S.  House  of  Representatives 

Alfred  Clementi,  M,D. 

Chairman  of  Board,  111.  State  Medical  .Society 
Director,  111.  State  Medical  Insurance  Services 

Jerry  Clousson,  J,D.,  L.L.M. 

President,  Physician  Support  Services,  Inc. 
Former  Director,  A.M.A.  Dept,  of  Negotiation 

George  Collentine,  M.D, 

Medical  Director,  Compucare  of  Wisconsin 
Assoc.  Clinical  Professor  of  Surgery,  M.C.O  W, 

Richard  J.  Daley,  J.D. 

Partner.  Pierce  Daley  Baffes  & O’Sullivan 

Jim  Dechene,  J.D.,  Ph.D. 

Associate,  Srdley  & Austin,  Chicago 

Thomas  Dehn,  M.D. 

Pres.,  American  Medical  Peer  Review  Assoc. 

Barbara  Gagle 

Regional  Administrator,  Chicago 
Health  Care  Financing  Administration 

Robert  A.  Go 

Partner,  Touche  Ross  & Co.,  Detroit 
National  Health  Care  Industry  Director 

Richard  King,  J.D. 

Assoc.  Exec.  Director  and  General  Counsel 
Indiana  State  Medical  Association 

Edward  Lichter,  M.D. 

Chairman,  Prev.  Medicine  and  Community 
Health,  U.  of  Illinois  College  of  Med.  at  Chicago 

Philip  G.  Lindner 

Partner,  Arthur  Anderson  & Co.,  Chicago 

Paul  S.  Mannweiler,  J.D. 

Majority  Whip,  Indiana  House  of  Representatives 
Author,  1985  Malpractic  Ammendments 

William  Rial,  M.D. 

Exec.  Director,  Health  Benefits  Management 
Blue  Cross  and  Blue  Shield  Association 
Past  President  (1982-83),  A.M.A. 

Terry  Tottenham,  M.D. 

Partner,  Fulbnght  & Jaworski,  Houston 
Chairman,  Med.  and  Law  Committee,  A.B.A. 

Walter  Wood,  M.D. 

Chairman,  Community  and  Family  Medicine 
Loyola  University  of  Chicago 

Quentin  Young,  M.D. 

Pres..  Health  and  Med.  Policy  Research  Group 
Clin.  Prof.,  P.  Med.  & Comm.  Health,  U.  of  111. 

William  B.  Zeiler,  M.D. 

Pres.,  Clinical  Pathology  Facility,  Pittsburgh 
Vice  Pres.,  College  of  American  Pathologists 


"The  conference  facility  was  comfortable"* 

LOCATION:  The  Arlington  Park  Hilton,  Euclid 
Ave.  and  Rohlwing  Rd.,  Arlington  Heights,  Illinois, 
offers  group  discount  rates,  free  guest  parking  and 
complimentary  transportation  from  the  American 
Airlines  baggage  claim  area  at  O’Hare. 

C.M.E.  CREDIT:  Loyola  University  of  Chicago 
designates  this  program  for  23  hours  in  Category  1 
of  the  A.M.A. -Physician’s  Recognition  Award. 

"...an  excellent  buy  for  the  money."* 

FEES:  Registration  $90  or  $60/ day  (see  below) 
includes  background  papers  and  lecture  notes  but 
not  lodging,  meals,  proceedings  or  tapes. 


INFORMATION:  (812)  299-5658 

''...every  practitioner  should  attend”* 

* Comments  by  previous  participants 


Cut  and  Mail  Today  to 

BUSINESS  IN  MEDICINE 
1094  Dawn  Lane,  Terre  Haute,  IN  47802 

Name  

Street 

City 

State,  Zip 

Specialty 


Affiliation  _ 
Phone  ( )- 


( )- 


(home) 

(office) 

Fees:  □ Physician 

□ Resident 

□ Manager 

□ Fellow 

□ 

May  16-18:  $180 

$120 

□ 

May  19  $ 90 

$ 60 

□ 

Check  to  Business  in  Medicine 

Arlington  Park  Hilton  Reservation: 

□ Single  ($57.00)  □ Double  ($77.00) 

with 


(if  no  name,  a room  mate  will  be  assigned  if 
possible  or  single  room  rate  will  be  charged) 

D Male  D Female  D Non-Smoker 

arriving  May , ’86;  departing  May , ’86 

□ No  room  needed  (add  $8/ day  to  fees) 


CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


MEDICAL  BILLING  — We  offer  professional  practice  management 
services  for  a profitable  practice  through  our  computerized  Service  Bu- 
reau Operation.  Accounts  receivable,  accounts  payable,  bookkeeping, 
payroll,  or  inventory  control.  Progressive,  Iowa-based  physician  owned 
with  data  capture  and  electronic  claims  capabilities.  Contact  Dwight 
Hughes,  Professional  Management  Systems,  Waterloo,  Iowa  50701.  319/ 
232-6000. 


FOR  SALE  — General  practice  in  rural  Iowa  community  of  1,000.  Ex- 
cellent clinic  facility  (1,800  sq.  ft.  with  X-ray,  lab,  pharmacy)  included 
or  may  be  leased.  60  ICE  beds  part  of  practice.  Annual  gross  $150,000. 
Very  reasonable.  For  additional  information,  write  No.  1568,  IOWA 
MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — BC/BE  — To  join  a 10- 
physician,  multi-specialty  group  in  eastern  Iowa,  within  a 30-mile  drive 
of  the  University  of  Iowa.  Well  equipped  80-bed  JCAH  hospital  adja- 
cent. First  year  salary  guaranteed.  Liberal  fringe  benefits.  A diverse 
and  stable  economy  in  a 40,000  population  service  area  with  an  excellent 
school  system.  Contact  Mark  Odell,  M.D.,  Muscatine  Health  Center, 
P.C.,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761.  319/264-3220. 


FOR  PURCHASE  — Established  medical  practice  of  36  years  includes 
well-equipped  building  adequate  for  several  physicians.  Located  in 
northwest  Des  Moines.  Available  after  October  1,  1986.  For  further 
information,  write  No.  1569,  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — In  northwest  Iowa 
community  of  80,000  with  2 well-equipped  hospitals  and  tertiary  care 
facilities.  For  further  information,  write  No.  1570,  IOWA  MEDICINE, 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


WANTED  IMMEDIATELY  — Used  treadmill  and  monitor.  Must  be  in 
excellent  condition.  Please  send  appropriate  information  to  RESIDENT, 
620  44th  Street,  Des  Moines,  Iowa  50312. 


WANTED  — ED  PHYSICIANS  — Full  and  part-time  physicians  to  staff 
the  Emergency  Department  at  Mercy  Hospital  Medical  Center.  Please 
contact  Dr.  Kenneth  P.  Schultheis  at  515/247-4445  or  write:  Dr.  Kenneth 
P.  Schultheis,  Emergency  Physicians  Services,  P.C.,  Mercy  Hospital 
Medical  Center,  Sixth  and  University,  Des  Moines,  Iowa  50314. 


WANTED  — Medical  paraphernalia  of  historical  interest.  Contact  D.  E. 
Dorrenbos,  M.D.,  194  6th  Avenue,  N.E.,  Le  Mars,  Iowa  51031.  Phone 
712/546-8113. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


FAMILY  PRACTICE  FACULTY  PHYSICIAN  — IOWA  — Full-time  fac- 
ulty position  in  Family  Practice  Residency  Training  Program.  Well- 
established  program,  having  30  residents  in  county  hospital  setting, 
affiliated  with  the  University  of  Iowa  College  of  Medicine.  Responsible 
for  supervision  and  instruction  of  residents  and  students  in  ambulatory 
care.  Must  have  M.D.  degree  or  equivalent,  be  ABFP  eligible  or  cer- 
tified, and  have  a current  license  to  practice  medicine  in  Iowa.  Private 
practice  and  clinical  teaching  experience  desirable.  Competitive  salary. 
University  faculty  appointment  possible.  Contact  Loran  F.  Parker,  M.D., 
Director  of  Family  Practice,  Broadlawns  Medical  Center,  1800  Hickman 
Road,  Des  Moines,  Iowa  50314  (515/282-2275).  An  equal  employment 
opportunity/affirmative  action  employer. 


ORTHOPEDIC  SURGEON  NEEDED  — Excellent  practice  opportunity 
available  for  orthopedic  surgeon  in  association  with  2 board  certified 
general  surgeons  in  northwest  Iowa.  Modern,  expanding  hospital  fa- 
cilities in  growth-oriented  communities.  Excellent  financial  and  benefit 
package.  Contact  J.  Dwight  Gray,  Administrator,  Floyd  Valley  Hos- 
pital, Le  Mars,  Iowa  51031.  Call  712/546-7871. 


GENERAL  SURGEON  BC/BE  — With  vascular  experience  in  the  Mid- 
west. Established  busy  practice.  200-bed  hospital.  For  further  infor- 
mation write  No.  1565,  IOWA  MEDICINE,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 


1986  CME  CRUISE/CONFERENCES  — On  selected  medical  topics.  Car- 
ibbean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-12  days  year- 
round.  Approved  for  20-24  CME  Category  I credits  (AMA/PRA)  & AAFP 
prescribed  credits.  Distinguished  professors.  FLY  ROUNDTRIP  FREE 
ON  CARIBBEAN,  MEXICAN,  MEDITERRANEAN,  ALASKAN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Prescheduled  in  compliance  with  present  IRS  requirements.  For  infor- 
mation, contact  International  Conferences,  189  Lodge  Avenue,  Hun- 
tington Station,  New  York  11746,  516/549-0869. 


LOCUM  TENENS  NEEDED  — MARCH  10-22,  1986  — Must  attend  2 
weeks  active  duty  Army.  Solo  practice,  OB  and  hospital  practice  op- 
tional. Located  in  N.E.  Iowa  on  the  Mississippi.  Call  or  write  for  details: 
Dale  Wicklund,  M.D.,  Box  680,  50  N.  4th  Street,  Lansing,  Iowa  52151 
319/538-4135  or  319/538-4932  (Home). 


FOR  SALE  — 6-TIER  "CENTRAC"  HLING  SYSTEM  — Movable,  round 
tiers  provide  easy  access  to  all  personnel.  In  EXCELLENT  condition, 
will  sell  at  reasonable  price.  Call  or  write:  Marshalltown  Family  Phy- 
sicians, 112  East  Linn,  Marshalltown,  Iowa  50158  (Attention:  Diane 
Dvorak,  Office  Manager)  515/752-5469. 


WANTED  — 1 OR  2 PHYSICIANS  — For  active  family  practice.  30- 
bed  hospital,  good  coverage,  excellent  recreational,  cultural  and  Big  8 
sports  activities.  Contact:  Robert  H.  Heise,  M.D.,  527  Grand  Avenue, 
Story  City,  Iowa  50248.  515/733-4545. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


INTERNIST  OR  FAMILY  PRACTITIONER  WANTED  — To  join  small 
multispecialty  clinic  in  southeast  Iowa.  Community  of  6,500;  drawing 
area  20,000;  50-bed  hospital.  Reply  to  Donald  K.  Miller,  M.D.,  Wash- 
ington Medical  Clinic,  Washington,  Iowa  52353.  319/653-6601. 


INTERNIST  WANTED  — To  associate  with  5 family  physicians,  and 
one  surgeon.  Rural  central  Wisconsin  resort  community.  Well-equipped 
40-bed  hospital  with  new  ICU.  Total  referral  source  14  physicians.  Con- 
tact J.  R.  Salan,  M.D.,  710  Riverside  Drive,  Waupaca,  Wisconsin  54981. 
715/258-1154. 
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GENERAL  INTERNIST  WANTED  — Medical  Associates  Clinic,  22- 
physician  multispecialty  group  practice  in  eastern  Iowa,  has  an  opening 
for  a general  internist.  Board  certified  or  eligible.  Competitive  salary 
and  comprehensive  benefits.  Excellent  school  system.  Ideal  family  liv- 
ing. Call  collect  319/243-2511  or  send  curriculum  vitae  with  names  of 
references  to  Roger  Greenwald,  Administrator,  Springdale  Drive  & 13th 
Avenue  North,  Clinton,  Iowa  52732. 


WANTED  — E.  R.  PHYSICIANS  — STAT,  P.C.,  a professional  cor- 
poration providing  St.  Joseph  Mercy  Hospital  Emergency  Department 
physician  services,  looking  for  qualified  part-time  or  full-time  physi- 
cians to  staff  the  emergency  department.  Please  direct  inquiries  to  Lam- 
bert C.  Orton,  M.D.,  STAT,  P.C.,  84  Beaumont  Drive,  Mason  City, 
Iowa  50401.  515/424-STAT  (7828). 


BOARD-CERTIFIED  INTERNIST  — With  current  ACLS/ATLS,  avail- 
able for  office,  clinic,  urgent  care,  in-hospital  coverage  on  weekends 
and  weekdays  after  4 p.m.  Contact  Dr.  Dee  at  319/334-6663  or  write: 
NO.  1564,  IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 


FAMILY  PRACTICE  — For  sale  in  southeast  Iowa.  Physician  retiring, 
may  be  purchased  for  a small  fee.  Includes  medical  equipment.  For 
further  information  write  No.  1566,  IOWA  MEDICINE,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


PSYCHIATRIST  WANTED  — To  establish  practice  in  southeast  Iowa. 
Excellent  facilities  available.  For  further  information  write  No.  1567, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 
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EXECUTIVE  DIRECTOR 

IOWA  BOARD  OF  MEDICAL 
EXAMINERS 

The  Iowa  State  Boarci  of  Medical  Exam- 
iners is  accepting  applications  for  the  po- 
sition of  Executive  Director.  The  Executive 
Director  is  responsible  for  the  adminis- 
tration of  all  activities  and  programs  of 
the  Board,  including  the  supervision  of  a 
staff  of  13  employees,  including  5 Health 
Professions  Investigators,  in  the  admin- 
istration and  enforcement  of  laws  and 
rules  and  regulations  as  they  pertain  to 
the  practice  of  Medicine  and  Surgery,  Os- 
teopathic Medicine  and  Surgery,  Physi- 
cians Assistants,  Emergency  Medical 
Technicians,  and  Paramedics.  Antici- 
pated employment  date  is  July  1,  1986. 

Requirements  for  position  include  proven 
executive  ability,  experience  in  manage- 
ment, general  knowledge  of  state  gov- 
ernment operation,  excellent  communica- 
tion skills  and  high  level  of  integrity.  Le- 
gal background  is  desirable. 

Compensation  includes  salary  range  of 
$35,588.80  to  $44,900.40  annually,  pay- 
able bi-weekly,  and  full  benefit  package, 
including  retirement  program. 

Qualified  candidates  should  send  resume 
by  April  20,  1986  to: 


Hormoz  Rassekh,  M.D., 

Board  Chairman 

IOWA  STATE  BOARD  OF 
MEDICAL  EXAMINERS 

1209  East  Court  Avenue 
Des  Moines,  lA  50319 

Applications  are  a matter  of  public  rec- 
ord. 

EQUAL  OPPORTUNITY/ 

AFFIRMATIVE  ACTION  EMPLOYER. 


April  1986  / 199 


Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515  421-5677 

PEDIATRIC  ALLERGISTS.  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515  244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

04-3  1QTH 

DES  MOINES  50311 
515  288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

GYNECOLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515  244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


R08ERT  J.  8ARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319  366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515  244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE.  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
31 STOA-TBAI 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES.  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515  225-8452 

CHEST.  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU.  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS.  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  UUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515  283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RO.,  N.E. 

CEDAR  RAPIDS  50402 
319  366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319  557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
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NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  0.  WOLFE,  M.O.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.O.,  RUSSELL  R.  WIDNER,  M.O., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  OAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  # 3 
WEST  OES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  0.  WHINERY,  M.D., 

STEPHEN  H.  WOLKEN,  M.O. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.O. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  0.0. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
51 5/21*1  5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  OURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1 1 50  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  UBORATORIES 

D.  W.  POWERS,  M.O.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50309 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 

SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 

719  BADGEROW  BLDG. 

622  4TH  STREET 
SIOUX  CITY  51101 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANOEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.O. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RD. 

WATERLOO  50702 

PRACTICE  LIMITED  TO  UROLOGY 


April  1986  / 201 


A Monthly  Commentary 

IN  THE 

vIPy 

PUBLIC  INTEREST 

Ethiopia:  The  Need 
Goes  On 


SEVERAL  MEMBERS  of  the  lowa  medical  com- 
munity have  made  significant  contribu- 
tions to  victims  of  the  continuing  famine  in 
Ethiopia. 

Stephen  Gleason,  D.O.,  Des  Moines,  coor- 
dinated the  25-member  IOWA  CARES  com- 
mittee appointed  by  Governor  Branstad.  IOWA 
CARES  raised  some  $700,000  for  food  and 
medical  supplies.  William  Rosenfeld,  M.D., 
Mason  City,  headed  a famine  relief  medical 
team  that  served  3 months  in  Gowaha. 

More  recently,  Ian  Smith,  M.D.,  Iowa  City, 
visited  Ethiopia  to  evaluate  possible  faculty  ex- 
changes between  The  University  of  Iowa  and 
the  University  of  Addis  Ababa.  He  also  as- 
sessed the  effectiveness  of  last  year's  IOWA 
CARES  gifts  and  future  needs. 

Despite  extensive  humanitarian  efforts, 
starvation  seems  certain  to  recur  this  year  for 
at  least  5.5  million  Ethiopians. 

More  than  a dozen  "feeding  stations"  were 
set  up  in  the  Shoa  region  north  of  Addis  Ababa, 
utilizing  food  and  nutrition  aids  such  as  the 
vitamins  and  I.V.  solutions  sent  by  the  IOWA 
CARES  program.  At  least  two-thirds  of  those 
fed  at  these  stations  (from  100  to  500  families 
per  day)  are  children.  Many  of  the  adults  were 
also  treated  for  cerebral  malaria,  endometritis, 
shigellosis  and  other  medical  emtergencies. 

Dr.  Smith,  professor  of  internal  medicine  and 
director  of  the  geriatrics  program  in  the  Iowa 
College  of  Medicine,  reported  to  Governor 
Branstad  he  had  made  rounds  in  2 hospitals 
where  the  disease  distribution  was  11%  rheu- 
matic heart  disease  (usually  with  congestive 
cardiac  failure),  10%  diabetes,  7%  cirrhosis 


(rarely  alcoholic,  usually  post  hepatitic),  5% 
typhoid  fever  and  3%  tuberculosis. 

"Within  the  limitations  of  the  physical  plant 
and  available  apparatus,  the  teaching  seemed 
very  good  and  the  standard  for  medical  care 
seemed  high"  at  the  major  hospital  he  visited. 
Dr.  Smith  reported. 

Food  production  is  the  top  priority  issue. 
Agricultural  production  has  been  falling  at  the 
rate  of  5%  per  year  as  the  population  grows 
at  a 3%  rate.  Dr.  Smith  and  others  see  several 
great  needs  in  addition  to  famine  relief  again 
this  year:  money,  food,  medications,  medical 
supplies  (catheters,  biopsy  needles,  rubber 
gloves  and  X-ray  film)  and  people  trained  in 
agriculture,  medicine  and  teaching  skills. 

Iowa  physicians,  nurses  and  therapists  will- 
ing to  provide  "hands-on"  assistance  may  do 
so  in  a number  of  ways.  These  range  from 
helping  maintain  the  feeding  and  medical  care 
stations  to  serving  as  external  examiners  for 
medical  students'  final  exams.  For  those  who 
cannot  make  time  commitments,  involving 
even  short  periods,  opportunity  to  assist  is  no 
further  away  than  the  nearest  IOWA  CARES 
fund-raiser. 

While  consulting  in  the  UI  Department  of 
Internal  Medicine  this  year,  an  Ethiopian  phy- 
sician, Eyassu  Habte-Gabr,  M.D.,  is  helping 
orient  physicians  and  serving  as  co-chair  of  the 
IOWA  CARES  medical  group.  He  is  assisted 
by  Dr.  Smith  and  Jay  Cayner,  director  of  social 
services  in  University  Hospitals. 

For  a helping  profession  such  as  medicine, 
service  with  IOWA  CARES  is  natural,  con- 
sistent with  personal  and  professional  goals 
and  truly  In  the  public  interest. 


April  1986 


Iowa  Medicine 


202  / Iowa  Medicine 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


, . onset  of  action  is 
rapid. , . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 


The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANr 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules  2 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2  691- 
697  Jul-Aug  1971.  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363.  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col Ther  32:T8\-T88.  Dec  1982  5.  Frost  JD  Jr,  DeLucctii  MR 
J Am  Geriotr  Sac  27  54]-548,  Dec  1979  6.  Dement  WC, 
etal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD,  J Clin  Psychopharmacol  3AA0-]80,  Apr  1983 
8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
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brand  of 

flurazepam  HCI/Roche  (w 


Before  prescribing,  please  consult  complete  product 
information,  a summary  af  which  follows: 

Indicofions:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precoutions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  producf  informaflon 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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Help 
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. . . IMS 
Health 
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Insurance 
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Life 
Insurance 
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Computer 
Consultation 
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Disability 
Insurance 
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Lining  Up  Your  Needs! 

— See  Benefits  Summary 


Generics  make  the  price 
easier  to  swallow 


When  you  prescribe  a generic  drug 
rather  than  a brand  name  drug,  it’s  probably 
because  you’ve  decided  that  your  patient 
will  benefit  from  the  difference  in  prices. 
And  at  Peoples,  we  make  sure  that  the  price 
difference  is  the  only  difference,  because 
the  generic  drugs  we  offer  your  patients  are 
equivalent  in  quality  to  brand  name  drugs. 

We  were  one  of  the  first  chains  in 
America  to  initiate  a comprehensive  generic 
drug  program,  and  we  believe  we  stock  the 
largest  supply  of  both  brand  name  and 
generic  drugs.  Why?  Because  we  know  that 
for  some  patients,  a healthy  savings  is  strong 
medicine,  too. 


For  over  80  years.  Peoples  Drug  Stores 
has  served  patients  reliably  and  profession- 
ally. Today,  all  the  services  we  offer  reflect 
our  continuing  commitment  to  help  our  cus- 
tomers as  their  health  care  needs  change. 

Every  Peoples  has  an  unlisted  phone 
that's  resen’ed  only  for  doctors  and 
answered  only  by  pharmacists.  Please  call 
your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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Lining  Up  Your  Needs! 

— Se0  Bonafttt  Summary 


IOWA  MEDICINE  is  owned  and  published  monthly  by  the  IOWA  MEDICAL  SOCIETY.  It  contains  material  of  scientific 
and  socioeconomic  interest  mainly  to  Iowa  physicians.  The  IOWA  MEDICAL  SOCIETY  has  3,000  member  physi- 
cians in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 
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have  significant  benefits.  Some  are  intangible 
and  some  are  very  real.  Representation  is  a key 
benefit,  representation  with  government,  with 
other  health  care  providers,  with  third  parties, 
with  business  and  industry,  with  the  public  in 
general.  Of  additional  consequence  are  those 
tangible  benefits  such  as  liability  insurance, 
disability  insurance,  health  insurance,  life  in- 
surance, practice  management  support,  etc.  See 
the  benefits  summary  for  a review  of  the  var- 
ious IMS  programs. 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
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‘‘LASERS  IN  MEDICINE” 
JUNE  11,  1986 


GUEST  FACULTY 

STANLEY  BENJAMIN,  M.O. 

CHIEF  OF  GASTROENTEROLOGY 
GEORGETOWN  UNIVERSITY 
WASHINGTON,  D.C. 

BARRY  LESHIN,  M.D. 

DEPARTMENT  OF  DERMATOLOGY 
UNIVERSITY  OF  IOWA  CLINICS  AND  HOSPITALS 
IOWA  CITY,  IOWA 

LEO  TWIGGS,  M.D. 

DEPARTMENT  OF  OBSTETRICS/GYNECOLOGY 
UNIVERSITY  OF  MINNESOTA  HOSPITALS 
MINNEAPOLIS,  MINNESOTA 

WILLIAM  STWALLEY,  PH.D. 
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DIRECTOR  OF  IOWA  LASER  FACILITY 
UNIVERSITY  OF  IOWA 
IOWA  CITY,  IOWA 


TOPICS: 

“LASERS  IN  ENDOSCOPY” 

“LASERS  IN  DERMATOLOGY” 

“LASERS  IN  OBSTETRICS/GYNECOLOGY” 

“THE  PHYSICS  AND  MEDICAL  APPLICATION  OF 
LASERS” 

“LASERS  IN  GENERAL  SURGERY” 


JOHN  PEMBERTON,  M.D. 

DEPARTMENT  OF  SURGERY 
MAYO  FOUNDATION 
ROCHESTER,  MINNESOTA 


A.M.A.  Approved  for  4 hours  Catetory  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association 

Nursing  CEU’s;  0.4  (4  contact  hours) 

Other  CME  accreditations  are  pending. 


Physician  Fee $35.00 

Physician's  Assistant  Fee  $10.00 

Nursing  Fee  $10.00 

Paramedical  Fee  $10.00 

Complimentary Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  (FORMERLY  CHARLIE’S  SHOW- 
PLACE)  AT  FIFTH  STREET  AND  UNIVERSITY  IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE  AD- 
JACENT TO  THE  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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PRESIDENT'S 

PRIVILEGE 


OUR  Iowa  Medical  Society  leadership 
ranks  are  changing  as  provided  in  the 
governing  language.  These  thoughts  are  pre- 
pared in  my  last  days  as  IMS  president.  By  the 
time  they  are  read.  Dean  Caraway  will  have 
succeeded  me  in  office.  I extend  good  wishes 
and  ongoing  support  to  Dr.  Caraway.  I urge 
you  to  do  the  same. 

A retiring  president  often  mentions  the 
speed  with  which  his  term  in  office  has  passed. 
Boy,  it  sure  has! 

It  seems  only  a “cup  of  coffee"  ago  we 
formed  our  Medical  Liability  Task  Force.  These 
13  TF  physicians  did  a superb  job  of  identi- 
fying and  drafting  our  1985/86  goals  for  med- 
ical tort  reform  in  Iowa.  Our  public  hearings 
in  Cedar  Rapids,  West  Des  Moines  and  Sioux 
City  last  July  were  attended  by  close  to  200 
persons.  They  honed  our  perceptions  of  med- 
ical liability. 

The  Task  Force  action  blueprint  came  to  the 
IMS  Executive  Council  in  September.  It  was 
called  an  historic  document,  and  indeed  it  was. 
A series  of  10  legislative  briefings  followed  in 
October. 

In  October  (the  13th,  to  be  exact)  more  his- 
tory was  made.  A special  session  of  the  IMS 
House  of  Delegates  was  held.  The  Delegates 
were  asked:  Just  how  active  and  aggressive 


will  Iowa  Medicine  be  in  addressing  our  med- 
ical liability  circumstances?  Very,  said  the  Del- 
egates. Full  support  was  given  by  more  than 
120  physicians  to  a plan  which  included  a spe- 
cial dues  assessment  of  $125. 

Much  good  use  has  been  and  is  being  made 
of  these  funds.  They  have  supported  the  com- 
pilation of  facts  and  public  opinion  on  Iowa 
liability  conditions.  This  information  has  been 
used  advantageously  during  the  1986  legisla- 
tive session. 

As  this  is  prepared,  biUs  have  passed  the 
Iowa  Senate  and  the  Iowa  House.  They  await 
merger.  The  result  will  benefit  Iowa.  Impor- 
tantly, however,  the  consideration  wiU  con- 
tinue as  a special  state  commission  is  created 
to  report  further  on  the  subject  before  1986  is 
over. 

Indeed,  it  has  been  a busy  year.  It  has  been 
a pleasure  to  serve  as  president  of  the  Iowa 
Medical  Society.  I extend  best  wishes  to  you 
and  your  family. 

Emmett  B.  Mathiasen,  M.D. 

President 
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Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
IVs  part  of  our  service! 

We'll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We're  at  The  Prouty  Company. 

The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 


IOWA  MEDICAL  SOCIETY 
INSURANCE  SERVICES 

FOR  MEMBER  PHYSICIANS 


On  the  following  pages  is  a summary  of  the  insurance  coverages  which 
are  available  from  the  Iowa  Medical  Society.  All  member  physicians 
are  invited  and  encouraged  to  review  this  outline  to  see  if  and  where 
any  of  these  coverages  may  fill  a void  in  or  supplement  an  existing 
individual  insurance  program.  This  suggestion  is  directed  particularly 
to  those  physicians  who  are  new  to  membership  in  the  Society. 

The  Committee  on  Member  Services  of  the  Iowa  Medical  Society  is 
responsible  for  the  periodic  evaluation  of  these  programs  to  determine 
their  value  and  receptivity.  It  is  the  further  duty  of  the  Committee  to 
consider  and  recommend  appropriate  new  coverages. 

Any  questions  or  comments  regarding  these  programs  may  be  directed 
to  the  administrator  as  shown  or  to  the  Headquarters  of  the  Iowa  Medical 
Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265  (Tele- 
phone — 515-223-1401;  In-WATS  — 1-800-422-3070). 


INSURANCE  PLANS  FOR 


1.  PROFESSIONAL  LIABILITY  — COVERAGE:  Medical  malpractice  insurance  protection  up  to  $5  million.  New 
coverage  is  available  in  claims-made  form.  Competitive  rates  are  provided.  SPECIAL  FEATURES:  This  is  a joint 
program  involving  the  Iowa  Medical  Society  (through  the  Iowa  Physicians  Mutual  Insurance  Trust)  and  AMACO, 
a wholly-owned  subsidiary  of  the  American  Medical  Association.  There  will  be  extensive  Iowa  physician  involve- 
ment in  application  acceptance,  claims  adjudication  and  risk  management.  ADMINISTRATOR:  IMS  SERVICES, 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  INSURANCE  COMPANY:  American  Medical  Assurance 
Company  (AMACO),  Chicago,  Illinois  and  Iowa  Physicians  Mutual  Insurance  Trust  (IPMIT).  ELIGIBILITY  & HOW 
TO  APPLY:  All  IMS  members  may  apply.  Applicants  must  meet  underwriting  criteria.  Contact  IMS  headquarters 
for  application  information. 

2.  HOSPITAL/MEDICAL  — COVERAGE:  Three  options  available  — full  benefit  — $100  deductible  — $500 
deductible.  Benefits  available  to  physicians,  their  families  and  employees.  Excellent  benefits  to  cover  both 
hospital  and  medical  services.  SPECIAL  FEATURES:  365-day  Blue  Cross.  365-Day  Blue  Shield  UCR  — Major 
Medical.  365-day  nervous/mental,  drug  addiction,  TB  and  alcoholism.  Optional  dental  benefits  available.  Special 
open  enrollment  each  January  and  February.  ADMINISTRATOR:  The  Prouty  Company,  309  Court  Avenue,  Suite 
510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  Blue  Cross/Blue  Shield,  Des  Moines,  Iowa.  ELIGIBILITY 
AND  HOW  TO  APPLY:  All  members,  their  families  and  employees.  Apply  to  The  Prouty  Company,  1-515/246- 
1712,  or  Iowa  toll-free,  1-800/532-1105. 

3.  INCOME  PROTECTION  ACCIDENT  & SICKNESS  DISABILITY  (Crown  Life)  — COVERAGE:  New  maximum 
benefits  available  up  to  $12,000  per  month.  Rates  again  reduced  in  1986.  Definition  of  disability  is  "your 
specialty"  for  full  term  of  contract.  Other  optional  benefits  available  including  "income  replacement,”  residual 
disability  (first  in  the  industry),  cost  of  living  adjustment  rider,  lifetime  sickness  benefits  and  future  increase 
option.  SPECIAL  FEATURES:  Policy  is  guaranteed  renewable/non-cancellable,  meaning  right  of  renewal  and  rates 
are  guaranteed  to  age  65.  Policy  is  conditionally  renewable  between  ages  65  and  72  for  a physician  who 
continues  practice.  Waiting  periods  of  30,  60,  90,  180  or  365  days  are  available.  ADMINISTRATORS:  The  Prouty 
Company,  309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  Crown  Life,  Toronto, 
Canada.  ELIGIBILITY  AND  HOW  TO  APPLY:  All  IMS  members  in  active  practice  who  are  age  60  and  under.  Apply 
to  The  Prouty  Company,  1-515/246-1712,  or  Iowa  toll-free,  1-800/532-1105. 

4.  INCOME  PROTECTION  ACCIDENT  AND  SICKNESS  DISABILITY  (Continental  Insurance)  - COVERAGE: 

New  maximum  benefits  available  up  to  $6,000  monthly.  Benefit  durations  are  up  to  lifetime  for  accident  and 
to  age  65  for  sickness.  Reduced  rates  for  younger  members.  New  improved  definition  of  disability  providing 
"your  specialty”  coverage  for  full  term  of  contract.  Reduced  rates  for  members  under  age  40.  SPECIAL  FEATURES: 
Benefits  begin  the  first  day  of  disability  for  accident  and  the  eighth  day  for  sickness  or  first  day  of  hospital 
confinement  for  sickness.  Optional  plans  available  with  benefits  beginning  the  31st  day,  61st  day,  91st  day, 
or  181st  day  of  disability.  Claims  paid  directly  from  administrator’s  office.  Special  renewal  features  and  con- 
version options  are  automatically  included.  New  improved  residual  disability  rider  is  available.  ADMINISTRATOR: 
The  Prouty  Company,  309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  Com- 
mercial Insurance  Company,  Newark,  New  Jersey.  ELIGIBILITY  & HOW  TO  APPLY:  New  members  eligible  for  base 
amount  of  coverage  regardless  of  medical  history  if  application  is  made  within  90  days  of  membership.  All 
insurable  members  eligible  any  time  prior  to  age  55.  The  coverage  continues  to  age  70  for  active  members. 
Special  conversion  policy  available  after  age  70.  Apply  to  The  Prouty  Company,  1-515/246-1712,  or  Iowa  toll- 
free,  1-800/532-1105. 

5.  GROUP  LONG-TERM  DISABILITY  — COVERAGE:  Benefits  ranging  from  $5,000  monthly  to  $25,000  monthly 
for  physicians  and/or  their  employees.  SPECIAL  FEATURES:  Benefits  are  available  on  a "guaranteed  issue”  basis 
in  offices  with  5 or  more  physicians  or  10  or  more  employees.  Optional  benefits  available  which  include  residual 
disability  and  a "pension  accrual”  benefit.  ADMINISTRATOR:  The  Prouty  Company,  309  Court  Ave.,  Suite  510, 
Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  CNA  (Chicago,  Illinois),  Unionmutual,  Portland,  Maine.  ELI- 
GIBILITY & HOW  TO  APPLY:  Any  office  where  there  are  2 or  more  physicians  or  10  or  more  employees.  Applicants 
must  be  age  65  or  under.  Apply  to  The  Prouty  Company,  1-515/246-1712,  or  Iowa  toll-free,  1-800/532-1105. 
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6.  OFFICE  OVERHEAD  EXPENSE  DISABILITY  — COVERAGE:  Available  from  $500  monthly  to  a new  maximum 
of  $6,000  monthly  as  a reimbursement  for  office  expenses  (rent,  employees’  salaries,  utilities,  professional 
liability  premiums,  etc.).  SPECIAL  FEATURES:  Benefits  begin  after  a waiting  period  of  15  days  or  30  days  with 
benefits  payable  up  to  24  months.  Premiums  are  tax  deductible.  Special  renewal  features  and  conversion  option 
automatically  included.  ADMINISTRATOR:  The  Prouty  Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa 
50309.  INSURANCE  COMPANY:  Commercial  Insurance  Company,  Newark,  New  Jersey.  ELIGIBILITY  AND  HOW  TO 
APPLY:  Applicant  must  be  in  active  practice,  under  age  60,  and  a member  of  the  IMS.  Apply  to  The  Prouty 
Company,  1-515/246-1712,  or  Iowa  toll-free,  1-800/532-1105. 

7.  JUMBO  TERM  LIFE  INSURANCE  — COVERAGE:  Designed  to  provide  jumbo  term  life  insurance.  Minimum 
amount  available  — $50,000  with  no  maximum  limit.  Policy  is  guaranteed  renewable/non-cancellable  — rates 
and  renewability  are  guaranteed.  Special  premium  discount  for  “non-smokers.”  Coverage  available  to  spouse 
and  there  is  a 5-year  rate  "set  back”  for  female  applicants.  SPECIAL  FEATURES:  Benefits  do  not  reduce  with 
age.  Policy  is  renewable  through  age  75  and  full  conversion  available  without  evidence  of  insurability  is  available 
for  those  under  age  65.  High  non-medical  limits  allow  member  physicians  to  purchase  general  amounts  of  term 
insurance  without  medical  exams.  Waiver  of  premium  is  automatically  included.  ADMINISTRATOR:  The  Prouty 
Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  North  American  Company 
for  Life  and  Health  Insurance,  Chicago,  Illinois.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  age  65  may 
apply.  Coverage  is  also  available  to  spouses.  Minimum  amount  — $50,000  — no  maximum  amount.  Apply  to 
The  Prouty  Company,  1-515/246-1712,  or  Iowa  toll-free,  1-800/532-1105. 

8.  TERM  LIFE  INSURANCE  — COVERAGE:  Provides  up  to  $100,000  in  low  cost  term  life  insurance  in  increments 
of  $25,000.  Policy  is  fully  convertible  after  it  has  been  in  force  one  year.  Benefits  begin  reducing  20%  every 
5 years  beginning  at  age  50.  Plan  is  renewable  to  age  70.  SPECIAL  FEATURES:  Waiver  of  premium  and  full 
conversion  privilege  are  available  after  one  year.  A new  member  under  age  65  may  apply  for  one  unit  of  coverage 
with  guaranteed  issue  if  application  is  made  within  90  days  of  membership.  ADMINISTRATOR:  The  Prouty 
Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  American  Mutual  Life, 
Des  Moines,  Iowa.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  the  age  65  may  apply.  New  members  may 
apply  for  one  year  of  coverage  if  under  age  65  with  guaranteed  issue  if  done  within  90  days  of  membership. 
Apply  to  The  Prouty  Company,  1-515/246-1712,  or  Iowa  toll-free,  1-800/532-1105. 

9.  UNIVERSAL  LIFE  — COVERAGE:  Allows  the  physician  to  “buy  term  and  invest  the  difference”  under  one 
contract.  Favorable  tax  treatment  of  investment  fund  (currently  tax  deferred).  Premiums  and  face  amount  may 
be  adjusted  upward  and  downward  depending  upon  the  physician’s  circumstances.  SPECIAL  FEATURES:  Modified 
underwriting  allows  a previously  substandard  or  rated  risk  the  possibility  of  standard  life  insurance  (high  non- 
medical limits  — no  exam  required).  Coverage  is  available  for  spouse  and  children.  ADMINISTRATOR:  The  Prouty 
Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  Hawkeye  National  Life 
Insurance  Co. — Des  Moines,  Iowa.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  age  85,  spouse  and/or 
family  member,  employee  of  member,  employee’s  spouse  and/or  family  member  may  apply.  Amount  of  coverage 
provided  at  insured’s  option  with  minimum  amount  of  $25,000.  Apply  to  The  Prouty  Company,  1-515/246- 
1712,  or  Iowa  toll-free,  1-800/532-1105. 

10.  GROUP  PERSONAL  AUTOMOBILE  INSURANCE  — COVERAGE:  Available  to  physicians,  their  families,  and 
their  employees.  Wide  range  of  deductibles  and  coverages  available.  SPECIAL  FEATURES:  Premium  discount  due 
to  IMS  endorsement.  “Guaranteed  Issue”  provision  for  all  physicians  with  valid  drivers  license.  ADMINISTRATOR: 
The  Prouty  Company,  309  Court  Ave.,  Suite  510;  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  BLC 
Insurance  Company  (Bankers  Life),  Des  Moines,  Iowa.  ELIGIBILITY  & HOW  TO  APPLY:  All  members  of  IMS  and 
their  employees  may  apply  who  have  valid  drivers  license.  Apply  to  The  Prouty  Company,  1-515/246-1712,  or 
Iowa  toll-free,  1-800/532-1105. 


11.  HIGH  LIMITS  OF  ACCIDENTAL  DEATH  & DISMEMBERMENT  — COVERAGE:  Accidental  death,  dismem- 
berment and  loss  of  sight  covered.  Special  permanent  and  total  disability  feature  available.  Amounts  available 
from  $25,000  to  a new  limit  of  $250,000.  Spouse  and  family  coverage  also  available.  Rates  reduced  for 
members  and  family  members  in  1986.  SPECIAL  FEATURES:  24-hour,  world  wide  coverage,  aviation  coverage 
as  a passenger.  365-day  coverage.  Renewable  to  age  70.  No  medical  underwriting.  ADMINISTRATOR:  The  Prouty 
Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa  50309.  INSURANCE  COMPANY:  Insurance  Company 
of  North  America,  Philadelphia,  Pennsylvania.  ELIGIBILITY  & HOW  TO  APPLY:  Any  member  under  age  65,  spouse 
and/or  family.  Apply  to  The  Prouty  Company,  1-515/246-1712  or  Iowa  toll-free,  1-800/532-1105. 

12.  WORKERS’  COMPENSATION:  — COVERAGE:  Provides  Workers’  Compensation  coverage  as  required  by  law. 
Approved  rates  in  effect.  Program  meets  employer’s  obligations  for  occupational  injuries.  SPECIAL  FEATURES: 
Has  a savings  plan  which  returns  money  to  insureds  based  on  experience.  Record  of  dividend  return  is  good. 
ADMINISTRATOR:  Casualty  Reciprocal  Exchange,  Dodson  Insurance  Group,  P.O.  Box  559,  Kansas  City,  Missouri. 
INSURANCE  COMPANY:  Casualty  Reciprocal  Exchange,  Dodson  Insurance  Group,  Kansas  City,  Missouri.  ELIGI- 
BILITY & HOW  TO  APPLY:  Any  member  may  apply.  Apply  to  Mr.  Ken  Coulter,  Iowa  representative,  205  8th  Avenue 
South,  Clear  Lake,  Iowa  50428;  telephone  — 515/357-6739. 

13.  RETIREMENT  PLANS  SERVICE  — COVERAGE:  Complete  Pension,  Profit-Sharing  and  Keogh  administrative 
services.  SPECIAL  FEATURES:  Plan  design,  annual  administration,  employee  communications,  government  re- 
ports. ADMINISTRATOR:  The  Prouty  Company,  309  Court  Ave.,  Suite  510,  Des  Moines,  Iowa  50309.  Apply  to 
The  Prouty  Company,  1-515/246-1712  or  Iowa  toll-free,  1-800/532-1105. 


OTHER  SPECIAL  BENEFITS 


Other  special  member  benefit  programs  are  sponsored  by  the  Iowa  Medical  Society  and  are  available  to  interested 
member  physicians.  In  addition  to  the  insurance  coverages  set  forth  in  the  preceding  list,  the  Iowa  Medical  Society 
has  these  further  benefit  programs  available: 

COMPUTER  CONSULTATION  WITH  AUTO  RENTAL  DISCOUNTS 

ENDORSED  HARDWARE/SOFTWARE  GOLD  MASTERCARD  PROGRAM 

DEBT  COLLECTION  SERVICE  FINANCIAL  PLANNING  CONSULTATION 

TRAVEL  PROGRAMS 

Please  contact  IMS  Headquarters  if  you  wish  additional  information  on  the  programs  described  above. 


Dean  M.  Harms,  M.D. 

QUESTIONS 
AND  ANSWERS 


Every  year,  56%  of  all  new  blind- 
ness occurs  in  people  over  65.  Over 
half  of  it  is  preventable.  Dean  M. 
Harms,  M.D.,  an  Ames  ophthalmol- 
ogist, discusses  the  newly-imple- 
mented National  Eye  Care  Project 
and  how  it  will  benefit  elderly  lo- 
wans  who  cannot  afford  to  seek 
ophthalmologic  care.  E>r.  Harms  is 
president  of  the  Iowa  Academy  of 
Ophthalmology. 


What  is  the  National  Eye  Care  Project? 

It  is  an  effort  to  provide  eye  care  to  low 
income  elderly  who  have  no  other  source  of 
care  or  who  have  lost  contact  with  an  ophthal- 
mologist. The  project  is  sponsored  by  the 
American  Academy  of  Ophthalmology  and  the 
Iowa  Academy  of  Ophthalmology.  It  is  funded 
by  contributions  from  physicians  and  a grant 
from  the  Foundation  of  the  American  Acad- 
emy of  Ophthalmology.  Ophthalmologists  in- 
volved in  the  project  will  provide  eye  care  to 
the  disadvantaged  elderly  at  no  expense  to  the 
patient. 

How  will  the  project  work? 

Anyone  may  call  the  Helpline  number  (1- 
800-222-EYES)  to  receive  a packet  of  informa- 
tion. People  who  qualify  for  the  program  will 
be  assigned  to  a volunteer  ophthalmologist  in 
their  area.  The  patient-ophthalmologist  match 
will  be  made  by  a computer  on  a rotating  basis. 
To  qualify  for  the  project,  a patient  must  be 
an  American  citizen  age  65  or  older  who  is 
unable  to  afford  eye  care.  They  cannot  have 
seen  an  ophthalmologist  for  3 years. 


How  many  Iowa  ophthalmologists  are  partic- 
ipating? 

There  are  90  active  practicing  ophthalmol- 
ogists in  Iowa  and  70  have  volunteered  to  par- 
ticipate. 

What  efforts  have  been  made  to  let  lowans 
know  about  the  project? 

Governor  Terry  Branstad  officially  kicked  off 
the  project  at  a March  31  press  conference.  He 
cited  it  as  “an  example  of  volunteerism  which 
adds  to  Iowa's  greatness  as  a state."  The  Iowa 
Commission  on  the  Aging  is  supporting  the 
project  and  has  assisted  in  disseminating  in- 
formation to  elderly  lowans. 

What  services  will  patients  receive? 

Qualifying  patients  will  receive  an  exami- 
nation and  surgical  and  medical  eye  care  at  no 
out-of-pocket  expense.  Volunteer  ophthal- 
mologists will  accept  Medicare  or  insurance 
payments  as  payment  in  full.  If  no  insurance 
is  available,  no  charge  will  be  made  to  the  pa- 
tient. The  program  does  not  cover  eye  glasses 
or  hospital  expenses.  However,  it  is  hoped 
hospitals  will  assist  with  the  program  by  ac- 
commodating especially  needy  patients. 

How  many  lowans  do  you  estimate  will  qual- 
ify for  the  project? 

There  are  approximately  394,000  lowans  over 
age  65.  We  estimate  5%  or  20,000  may  qualify 
for  the  project.  We  expect  to  receive  about  3,000 
calls  in  the  first  year  of  the  program. 

What  eye  problems  are  common  among  the 
elderly? 

It  is  estimated  that  each  year,  56%  of  all  new 
blindness  occurs  in  people  over  age  65.  Half 

(Please  turn  to  page  224) 
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Allergic  Mechanisms 
In  Bronchial  Asthma 


HAL  B.  RICHERSON,  M.D. 
Iowa  City 


Bronchial  asthma  is  a syndrome  associ- 
ated with  reversible  airways  obstruction 
and  underlying  bronchial  hyperresponsive- 
ness to  nonspecific  stimuli.  Clinical  findings 
include  dyspnea,  wheezing,  cough,  excessive 
mucus  production  and  eosinophilia  of  blood 
and  secretions.  Recent  studies  have  empha- 
sized inflammatory  components  during  late 
phase  responses  to  inhaled  antigens. 

Successful  symptomatic  therapy  of  bron- 
chial asthma  with  an  array  of  pharmacologic 
agents  may  distract  the  physician  from  ex- 
ploring the  possibility  of  an  allergic  etiology. 
Traditional  classification  distinguishes  extrin- 

The  author  is  director  of  the  AUergy-Immunology  Division  in  the  De- 
partment of  Internal  Medicine,  University  of  Iowa  College  of  Medicine. 


sic  (allergic)  asthma  from  intrinsic  (idiopathic) 
asthma.  In  patients  with  allergic  asthma  the 
identification  of  responsible  allergens  may  lead 
to  important  preventive  measures,  such  as  en- 
vironmental control,  and  to  potentially  useful 
therapeutic  maneuvers,  such  as  allergen  im- 
munotherapy. 

An  allergy  evaluation  in  bronchial  asthma 
patients  is  an  important  adjunct  to  the  workup. 
It  includes  an  environmental,  seasonal  and  oc- 
cupational history,  and  application  and  inter- 
pretation of  skin  tests  to  inhalant  allergens. 
Documentation  of  an  allergic  mechanism  can 
lead  to  improved,  more  specific  therapy. 

The  Asthma  and  Allergic  Diseases  Center  at  the 
University  of  Iowa  is  funded  by  the  National 
Institute  of  Allergy  and  Infectious  Disease  and 
involves  a group  of  collaborative  investigators 
interested  in  allergic  mechanisms  and  patho- 
genesis of  bronchial  asthma.  Our  research  fo- 
cus stems  from  a recognition  that  inhaled 
allergen  by  patients  with  allergic  bronchial 
asthma  results  in  both  early  and  late  phase 
asthmatic  responses.  Such  responses  may  be 
associated  with  hyperresponsive  airways  and 
chronic  inflammation  indistinguishable  from 
chronic  asthma  seen  clinically.^ 

Our  goal  is  to  clarify  humoral  and  cellular 
mechanisms  responsible  for  the  asthmatic 
state.  Techniques  of  study  include  the  use  of 
bronchoprovocation  with  responsible  aller- 
gens and  nonspecific  agents  such  as  metha- 
choline;  bronchoalveolar  lavage;  and  eval- 
uation of  biochemical  mediators,  cellular  fluxes. 


Significant  research  aimed  at  im- 
proved treatment  modalities  for 
bronchial  asthma  is  active  in  the 
Asthma  and  Allergic  Diseases  Cen- 
ter at  the  University  of  Iowa.  This 
article  describes  a clinical  inves- 
tigation of  allergic  mechanisms  and 
pathogenesis  of  bronchial  asthma. 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
SCIENTIFIC  PRESENTATION  FOR  THE  MONTH  OF  MAY  1986 
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and  permeability  changes  associated  with 
asthmatic  responses. 

Clinical  Studies 

Several  years  ago,  we  began  to  investigate 
late-phase  asthmatic  responses  (LAR).  Alter- 
naria-induced  responses  were  studied  in  sea- 
sonal allergic  asthmatics  because  of  their 
prevalence  and  importance  in  the  Midwest. 
More  than  90%  of  allergen  challenges  with  Al- 
ternaria  resulted  in  LAR.  A few  patients  had 
LAR  only.  Bronchial  challenges  using  pollen 
allergens  (grass,  ragweed)  produced  LAR  in 
approximately  one-half  of  allergic  challenged 
patients. 

In  a group  of  14  subjects  challenged  with 
allergen  once  a week  for  6 weeks,  2 developed 
new  LAR.  Those  experiencing  repeated  LAR 
began  to  develop  a new  onset  of  symptoms 
ranging  from  nighttime  cough  to  exercise 
asthma.  In  some,  chronic  asthma  developed. 
These  symptoms  resolved  after  the  cessation 
of  challenges.  The  occurrence  of  these  symp- 
toms was  correlatedwith  LAR  and  the  level  of 
serum  allergen-specific  IgE  antibody.^ 

Smaller  airways  may  be  preferentially  af- 
fected by  inflammation  during  an  LAR  that 
has  resulted  in  cellular  exudate,  parenchymal 
inflammation,  edema  and  excess  mucus.  Sev- 
enteen nonsmoking,  mildly  symptomatic  al- 
lergic asthmatic  volunteers  were  measured  in 
pulmonary  function  tests  (FEVi).  The  effects 
of  gas  density  on  flow  rates  using  helium-ox- 
ygen (HE-O2)  flow-volume  loops  were  meas- 
ured at  3 points  (early,  6 hour  and  24  hour) 
after  challenge.  There  was  a strong  trend  for 
the  LAR  severity  to  directly  correlate  with  the 
degree  of  peripheral  airways  obstruction.^ 

Local  inflammatory  changes  in  asthmatic 
airways  were  studied  using  bronchoalveolar 
lavage  (BAL)  following  bronchoprovocation 
with  allergen.^  Mildly  symptomatic  allergic 
asthmatic  patients  were  challenged  with  aero- 
solized allergen  “out  of  season."  It  was  as- 
sumed, as  has  been  shown  for  other  diseases, 
the  contents  of  the  BAL  would  reflect  ongoing 
cellular  fluxes  and  other  inflammatory  accom- 
paniments. 

Volunteers  included  3 groups  of  subjects: 
allergic  asthmatics,  allergic  rhinitics  and  nor- 
mals. In  addition  to  BAL  performed  “out  of 
season"  at  baseline,  2-4  hr  or  24  hr  following 
aerosol  challenge,  antigen  was  also  instilled 


Hal  B.  Richerson,  M.D. 


locally  into  segmental  airways  through  a 
wedged  fiberoptic  bronchoscope.  This  was  fol- 
lowed immediately  by  lavage  of  that  segment 
and  a control  segment,  repeated  48  or  96  hrs. 
later. 

The  results  of  inhalation  challenge  suggested 
airway  inflammation  secondary  to  allergen 
challenge  involved  neutrophils  and  eosino- 
phils during  the  early  phase  and  eosinophils 
during  the  late  phase.  Based  on  electron  mi- 
croscopic evidence,  macrophages  and  plate- 
lets may  have  been  participants.  The  presence 
of  increased  T helper  cells  in  BAL  during  the 
season  and  IgE-secreting  cells  following  chal- 
lenge may  have  pathogenetic  importance  for 
asthma. 

The  initial  airway  response  to  local  instillation 
of  antigen  was  local  blanching  followed  by  dil- 
atation of  superficial  vessels,  edema  and  par- 
tial closure  of  the  subsegmental  bronchus. 
These  observations  suggest  allergic  asthmatic 
airways  are  very  sensitive  to  allergen  and  re- 
spond with  both  bronchial  narrowing  and  per- 
sistent inflammation.  Changes  in  cell  number 
obtained  by  BAL  were  characterized  by  an  in- 
crease in  total  cells  with  access  to  the  alveolar 
space,  especially  neutrophils,  eosinophils  and 
macrophages.  Increased  numbers  of  T helper 
cells  and  young  macrophages  were  also  found. 

In  studies  of  allergen  immunotherapy,  we 
concluded  that  immunotherapy  may  prefer- 
entially reduce  the  severity  of  the  LAR  in  adult 
patients  and  may  concurrently  reduce  the  se- 
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verity  of  bronchial  airway  hyperresponsive- 
ness. 

Discussion 

Our  studies  are  among  those  providing  in- 
creasing evidence  to  correlate  the  late  asth- 
matic response  (LAR)  with  increased  airways 
hyperresponsiveness,  chronic  or  recurrent 
asthmatic  symptoms  and  circulating  allergen- 
specific  IgE  antibody.  The  peak  LAR  seems  to 
preferentially  affect  small  airways.  Immuno- 
therapy (injection  therapy  with  allergen;  al- 
lergy “shots")  may  preferentially  modify  the 
late  response  and  thereby  reduce  nonspecific 
bronchial  hyperresponsiveness  in  a manner 
similar  to  protection  afforded  by  allergen 
avoidance.® 

Accumulating  information  indicates  the  LAR 
in  human  airways  is  an  inflammatory  response 
involving  mast  cells,  neutrophils,  eosinophils, 
platelets,  alveolar  macrophages  and  effector  T 
lymphocytes.  The  precise  location,  actions,  and 
interactions  of  these  cellular  components  and 
accompanying  mediators  are  not  known.  The 
use  of  bronchoalveolar  lavage  following  in- 
halational  or  local  challenge  with  allergen  pro- 
vides a tool  to  help  determine  phenomena 
associated  with  asthmatic  responses,  their  role 

Letter  to  the  Editor 

MOURNS  DEMISE  OF  ICSS 

We  join  with  Dr.  Jim  Bishop  in  mourning 
the  demise  of  the  Iowa  Clinical  Surgical  Soci- 
ety. Iowa  surgeons  benefited  from  member- 
ship and  participation  in  this  organization,  and 
it  was  always  respected  and  admired  by  its 
internist  colleagues. 

The  corresponding  organization  for  intern- 
ists, The  Iowa  Clinical  Medical  Society,  has 
metamorphosed  to  become  the  Iowa  compo- 
nent of  the  American  Society  of  Internal  Med- 
icine. We  have  retained  the  word  “clinical"  to 
designate  our  organization  as  a historical  ref- 
erence to  the  parent  Iowa  Society. 

The  American  Society  of  Internal  Medicine 
addresses  itself  to  social  and  economic  issues 
as  areas  of  primary  concern  leaving  the  aca- 


in  clinical  asthma  and  possible  strategies  for 
improved  treatment  modalities.  A better  un- 
derstanding of  allergic  and  immunologic  de- 
fensive mechanism  should  lead  to  better 
specific  immunotherapeutic  maneuvers. 

Many  investigators  have  participated  in  the 
University  of  Iowa  Asthma  and  Allergic  Dis- 
eases Center  in  addition  to  the  program  di- 
rector. These  include  W.  James  Metzger,  M.D., 
Gary  W.  Hunninghake,  M.D.,  John  E.  Butler, 
Ph.D.,  and  John  Weiler,  M.D.,  principal  in- 
vestigators of  individual  projects. 

Collaborating  investigators  are  Thomas  B. 
Casale,  M.D.,  Donald  Zavala,  M.D.,  Robert  B. 
Pick,  Jr.,  M.D.,  Zuhair  K.  Balias,  M.D.,  Pope 
Moseley,  M.D.,  Robert  C.  Lakin,  M.D.,  Ken- 
neth M.  Nugent,  M.D.,  Robert  A.  Clark,  M.D., 
and  Stephen  I.  Wasserman,  M.D. 
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demic,  research,  and  educational  activities  to 
the  American  College  of  Physicians. 

We  internists  are  grateful  for  the  existence 
of  an  organization  that  deals  with  the  bewil- 
dering array  of  pre-paid  plans,  diagnosis  re- 
lated groups,  peer  review,  quality  assurance, 
pre-discharge  review,  pre-admission  certifi- 
cation, capitation,  etc.,  etc. 

The  regional  meetings  in  various  commu- 
nities held  by  both  the  Iowa  Clinical  and  Sur- 
gical Societies  are  remembered  with  fond 
memories.  They  were  informative  and  pro- 
vided a wonderful  opportunity  for  exchange 
of  views  and  sharing  of  experiences. 

Perhaps  we  can  work  with  our  colleagues 
in  surgery  to  resurrect  some  sort  of  regional 
educational  programs  hosted  by  local  com- 
munities throughout  the  state.  — John  S. 
Chapman,  M.D.,  Immediate  Past  President,  Iowa 
Clinical  Society  of  Internal  Medicine. 
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RED  INDIAN  LODGE  FROM  THE  AIR 


Your  hosts 

Herb  and  Mary  Ann  Hoffman 


LAKE  OF  THE  WOODS 
SIOUX  NARROWS,  ONTARIO 
CALL  NOW  FOR  RESERVATIOI 
807-226-5616 


Red 

Indian 

Lod^e 

5 STAR 

WORLD  CLASS 
FISHING  RESORT 


EUREKA!! 


A GREAT  SUMMER  VACATION 

FUN  FOR  EVERYONE 


FISHING  iL  RELAXING 

FISHING  k TENNIS 

FISHING  k MINI-GOLF 

FISHING  k SWIMMING 
FISHING  k DINING 

FISHING  k FITNESS  TRAIL 

FISHING  k WINDSURFING 
FISHING  k SAILING 

FISHING  k BICYCLING 

FISHING  k CANOEING 

ALL  AT  THIS  5 STAR  WORLD  CLASS  FISHING  RESORT!  CALL  FOR  RESERVATIONS  NOW! 


1986  RATES  QUOTED  IN  U,S.  FUNDS 


Desi^  your  own  personalized  outdoor  vacation  with  the  many  extras  offered  by  Red  Indian  Lodge 


AMERICAN  PLAN  (Includes  cabin  &c  all  meals) 

Daily  rate:  Adult 

Children  12  years  and  under 

Children  6 years  and  under  (2  years  and  under  no  charge) 


PER  PERSON 
S53.00 
*26.50 
*13.25 


SUMMER  PLAN  (Includes  cabin  &i  dinner— effective  July  1,  mimimum  2 nights) 

Daily  rate:  Adult  *42.00 

Children  12  years  and  under  *21.00 

Children  6 years  and  under  (2  years  and  under  no  charge)  *10.50 


* ALL  INCLUSIVE  FISHING  PACKAGE  * 


EACH  FULL  DAY  INCLUDES: 


Lodging— three  meals— personal  guide— 16  ft.  Lund  boat— 35  h.p.  motor 
4 h.p.  trolling  motor— gas— live  bait— filleting  k freezing  fish. 

Only  extras— license  and  sales  tax. 

1 day  3 day  4 day 


total  total 

2 guests  per  boat  (per  person)  *137.00  $411.00 

3 guests  per  boat  (per  person)  *118.00  *354.00 


total 

*548.00 

*472.00 


Extra  night  (cabin,  dinner  ic  breakfast)  over  the  package  (per  person)  $47.00. 


5 day 
total 
*675.00 
*580.00 


OTHER  RATES 

16’  Lund  boat  k 20  h.p.  motor  (includes  cushions,  net  k minnow  bucket)  (per  day)  *35.00 

Non-resident  fishing  license:  4 day  *7.50 

21  day  *15.00 

Season  *22.50 

Guides:  Available  only  with  all  inclusive  fishing  package. 


RECREATIONAL  FACILITIES  k NON-FISHING  EQUIPMENT  NO  CHARGE! 

RESERVATIONS  Telephone  reservations  are  recommended.  A deposit  of  *100.00  per  person  is 
required  to  confirm  your  reservation.  Deposits  are  refunded  with  30  days  notice. 

(All  rates  are  subject  to  Ontario  sales  tax All  rates  subject  to  change.) 


Printed  in  Canada 


Handicapped  Riders 
Sit  'Tall  In  The  Saddle' 


Dr.  Mark  E.  Wheeler,  Sioux  City  or- 
thopedic surgeon,  is  the  recipient  of 
the  1985  Physician  of  the  Year 
Award  presented  by  the  Governor's 
Committee  on  Employment  of  the 
Handicapped.  Dr.  Wheeler  was 
cited  for  his  work  with  handicapped 
children  and  adults  in  the  Sioux  City 
area.  He  and  his  wife.  Sue,  conduct 
horseriding  classes  for  the  physical- 
ly or  mentally  handicapped,  blind 
or  visually  impaired  or  those  with 
learning  disabilities. 


There  are  a lot  of  people  who  think  Mark 
Wheeler,  M.D.,  is  “right  on"  in  his  efforts 
to  help  handicapped  children  and  adults. 

Dr.  Wheeler  is  a Sioux  City  orthopedic  sur- 
geon. He  is  also  recipient  of  the  1986  Physi- 
cian's Award  from  the  Governor's  Committee 
on  Employment  of  the  Handicapped.  The 
award  was  presented  April  11  at  the  commit- 
tee's annual  banquet. 

Numerous  letters  from  co-workers  and  par- 
ents of  handicapped  children  praised  Dr. 
Wheeler  for  his  involvement  in  Special  Troop- 
ers Adaptive  Riding  School  (STARS).  The 
STARS  program  is  headquartered  at  the 
Wheeler  farm  north  of  Sioux  City.  It  provides 
horseback  riding  classes  for  the  handicapped. 

“Mark  Wheeler  has  recognized  that  individ- 
uals with  physical  limitations  need  to  develop 
confidence  in  themselves  before  they  can  be- 
come involved  in  society  and  employment," 


reads  one  letter  nominating  Dr.  Wheeler  for 
the  1986  Physician's  Award. 

Dr.  Wheeler  and  his  wife.  Sue,  assumed  re- 
sponsibility for  the  STARS  program  in  1984 
when  a 4-H  group  decided  to  disband  it  be- 
cause of  the  expense.  Through  vigorous  fund 
raising  efforts,  the  Wheelers  re-established 
STARS  at  their  own  farm.  Sue  Wheeler  directs 
the  program. 

In  addition  to  maintaining  his  medical  prac- 
tice, Dr.  Wheeler  donates  several  evenings  a 
week  to  working  with  handicapped  students 
enrolled  in  STARS.  Two  physical  therapists 
and  other  volunteers  also  assist  at  the  school. 

After  starting  with  a small  enrollment  of  13 
students,  the  STARS  program  has  flourished. 
Dr.  Wheeler  is  on  the  11-member  STARS  board 
of  directors,  which  is  responsible  for  raising 
the  $12,000  needed  this  year.  He  is  also  a mem- 
ber of  the  board  of  directors  for  the  Siouxland 
Easter  Seal  Society. 

Letters  of  nomination  sent  to  the  Governor's 
Committee  on  Employment  of  the  Handi- 
capped praise  the  STARS  program  and  Dr. 
Wheeler  for  his  devotion  to  it. 

“Dr.  Wheeler's  countless  hours  of  devotion 
to  STARS  have  provided  innumerable  benefits 
for  disabled  children  and  adults  involved  in 
the  program.  From  evaluating  each  rider,  to 
side-walking,  to  smiling  with  pride  at  the  stu- 
dents' accomplishments.  Dr.  Wheeler's  partic- 
ipation is  more  than  evident,"  reads  a letter 
from  the  mother  of  a boy  enrolled  in  STARS. 

Another  parent  summed  up  Dr.  Wheeler's 
efforts  this  way:  "His  smiles  and  words  of  en- 
couragement have  helped  many  handicapped 
students  dare  to  step  out  and  reach  for  goals 
that  may  otherwise  never  have  been  reached." 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  CXX)D  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide. 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It's  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^ 
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New  UI  Medical  Psychiatry  Unit 
Serves  Special  Patients 


In  1986  The  University  of  Iowa  Hos- 
pitals and  Clinics  opened  a 12-hed 
combined  Medical  Psychiatry  Unit. 
One  of  only  a few  in  the  country,  the 
unit  provides  care  for  patients  with 
concurrent  psychiatric  and  medical 
illnesses.  An  overview  of  the  spec- 
ialized staff  and  service  available 
is  presented  here. 


PATIENTS  WITH  Concurrent  psychiatric  and 
medical  illnesses  often  require  simultane- 
ous care  for  each  condition.  The  majority  of 
these  patients  can  be  treated  through  consul- 
tation. 

However,  in  some  patients  the  combination 
of  psychiatric  and  medical  symptoms  impedes 
satisfactory  treatment  in  a separate  psychiatric 
or  medical  setting. 

For  these  patients.  The  University  of  Iowa 
Hospitals  and  Clinics  opened  a 12-bed  com- 
bined Medical  Psychiatiy  Unit  in  April  1986. 
One  of  only  a few  in  the  nation,  the  unit  pro- 
vides care  for  patients  with  a combination  of 
serious  medical  and  psychiatric  diseases  in  a 
protected  environment.  It  also  provides  full 
general  medical  services. 

“Patients  with  a wide  variety  of  medical  and 
psychiatric  conditions  need  to  be  cared  for  on 
the  Medical  Psychiatry  Unit,"  explains  Roger 
Kathol,  M.D.,  director  of  the  unit  and  assistant 
professor  of  psychiatry  and  internal  medicine. 
Patients  with  medical  illnesses  such  as  can- 


cer, chronic  renal  failure,  thyroid  disease,  sys- 
temic lupus  erythematosis,  chronic  obstructive 
lung  disease  and  recurrent  asthma  will  benefit 
from  care  in  the  Medical  Psychiatry  Unit  if  they 
concurrently  experience  depression,  delirium, 
or  other  incapacitating  psychiatric  conditions. 

Other  concurrent  conditions  which  would 
require  care  in  a combined  medical  psychiatry 
unit  are: 

— affective  symptoms  or  psychosis  associated  with 
drug  ingestion  or  withdrawal  when  the  physical 
condition  is  medically  unstable, 


COAAMITMENT  TO  CARE  — The  idea  for  the  combined  Medical 
Psychiatry  Unit  grew  from  a commitment  to  core  tor  the  whole 
patient,  soys  Dr.  Roger  Kathol  (pictured),  unit  director  and  board- 
certified  in  both  internal  medicine  and  psychiatry. 
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— dilutional  hyponatremia  associated  with  psy- 
chogenic water  drinking,  factitious  disorders,  or 
CNS  dysfunction  manifesting  with  psychiatric 
symptoms,  and 

— active  primary  psychiatric  disease  with  con- 
current medical  illness. 

The  gamut  of  concurrent  conditions  is  wide. 
Commonly,  however,  the  patients  require  ac- 
tive intervention  for  both  medical  and  psy- 
chiatric conditions.  These  patients  are 
thoroughly  evaluated  and  appropriately 
treated  for  each  condition. 

Specialized  Staff  and  Environment 

To  operate  the  Medical  Psychiatry  Unit  ef- 
fectively and  safely,  special  consideration  has 
been  given  to  staff  and  environment.  Special- 
ized training  in  both  internal  medicine  and 
psychiatry  has  been  provided  for  nurses  and 
support  staff  of  the  new  unit. 

Two  staff  physicians  have  completed  resi- 
dencies in  both  internal  medicine  and  psy- 


chiatry (Dr.  Kathol  and  David  Lewis,  M.D., 
assistant  professor  of  internal  medicine  and 
psychiatry).  They  provide  most  of  the  care  to 
patients  on  the  unit.  When  they  are  not  at- 
tending the  unit,  physicians  from  the  depart- 
ments of  Internal  Medicine  and  Psychiatry 
share  responsibilities  for  patient  care. 

To  provide  the  appropriate  environment  for 
the  care  of  medical  psychiatry  patients.  Uni- 
versity Hospitals  has  renovated  an  area  in  the 
General  Hospital  (4  Southeast).  The  unit  is  de- 
signed and  equipped  to  provide  the  full  range 
of  medical  services  in  a secure  yet  pleasant 
environment  for  those  with  emotional  dis- 
turbances. 

Information 

For  more  information  about  the  Medical 
Psychiatry  Unit,  contact  Roger  Kathol,  M.D., 
Medical  Psychiatry  Unit,  University  of  Iowa 
Hospitals  and  Clinics,  Iowa  City,  Iowa  52242. 
319/353-3180 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 


David  E.  Black,  CFP  Rex  Voegtiin,  CFP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 


COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  ESC  SECURITIES  CORPORATION 
A REGISTERED  BROKER  DEALER  • MEMBER  NASD  • MEMBER  SIPC 
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Easy  To  Tate 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  industries,  Inc. 
Carolina,  Puerto  Rico  00630 


Nerve-saving  Prostate  Operation 
Preserves  Sexual  Function 


For  most  patients,  prostate  cancer 
surgery  results  in  the  loss  of  sexual 
function.  However,  a new  surgical 
technique  now  utilized  at  The  Uni- 
versity of  Iowa  Hospitals  and  Clin- 
ics saves  the  nerves  to  the  penis  and 
preserves  sexual  function.  This  sur- 
real technique  is  performed  by  the 
head  of  the  UI  Department  of  Urol- 
ogy- 


SURGICAL  REMOVAL  of  the  prostate  is  cur- 
rently the  best  treatment  for  localized 
prostate  cancer,  but  until  recently  the  opera- 
tion caused  impotence  in  over  95%  of  patients. 

Now  a new  surgical  technique  saves  the 
nerves  to  the  penis  and  preserves  sexual  func- 
tion (ability  to  attain  an  erection  sufficient  for 
intercourse)  in  60  to  80%  of  patients. 

The  University  of  Iowa  Hospitals  and  Clinics 
is  one  of  the  few  medical  centers  in  the  nation 
performing  this  nerve-saving  operation.  One 
of  the  pioneers  of  this  technique  is  Richard  D. 
Williams,  M.D.,  professor  and  head.  Depart- 
ment of  Urology.  Dr.  Williams  was  also  one 
of  the  first  to  successfully  apply  this  technique 
to  bladder  cancer. 


NEW  SURGICAL  TECHNIQUE  — As  treatment  for  localized  pros- 
tate cancer,  Richard  D.  Williams,  M.D.,  UI  Department  of  Urology, 
removes  the  prostate  but  saves  nerves  to  the  penis.  The  technique 
preserves  sexual  function  in  60  to  80%  of  patients.  Dr.  Williams 
also  applies  this  technique  in  patients  with  bladder  cancer. 
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Figure  1 — The  prostate  is  covered  by  fibrous  tissue  containing 
nerves  to  the  penis.  Before  surgical  removal  of  the  prostate,  this 
fibrous  sheath  is  separated  from  the  prostate,  saving  the  nerves. 
The  old  surgical  technique  inadvertently  removed  the  tissue  con- 
taining the  nerves,  resulting  in  loss  of  sexual  function. 


carefully  detaching  the  fibrous  sheath  that  sur- 
rounds the  prostate  and  contains  the  nerves 
to  the  penis. 

Recovery 

Patients  usually  return  home  6 to  7 days 
after  the  operation.  In  the  months  following 
the  operation,  encouragement  from  the  sur- 
geon is  psychologically  necessary  to  reassure 
patients  sexual  function  will  return  in  most 
cases. 

Patients  usually  regain  sexual  function 
within  3 to  8 months  following  surgery.  This 
is  regarded  as  the  ability  to  attain  an  erection 
sufficient  for  intercourse. 

Early  Detection 

Dr.  Williams  emphasizes  an  annual  digital 
rectal  examination  after  age  50  is  the  best 
method  for  early  detection  of  prostate  cancer 
which  is  the  second  most  common  cancer  and 
the  third  leading  cause  of  cancer  death  in 
American  men. 


Surgical  Approach 

The  new  surgical  technique  is  recom- 
mended only  for  the  10-15%  of  patients  whose 
prostate  or  bladder  cancer  has  not  spread  to 
other  tissues  and  whose  tumor  nodule  is  not 
excessively  large.  For  these  patients,  the  nerve- 
saving operation  is  as  effective  as  the  surgical 
procedure  that  does  not  save  the  nerves  to  the 
penis. 

The  incision  for  the  nerve-saving  operation 
is  made  just  above  the  pubic  bone  in  the  lower 
abdomen.  To  reach  the  prostate,  the  surgeon 
creates  a path  between  the  pubic  bone  and 
bladder.  Fibrous  tissue  is  separated  from  the 
prostate,  and  nerves  to  the  penis  are  carefully 
pushed  aside.  The  prostate  and  a small  part 
of  the  urethra  are  surgically  removed.  The  dis- 
tal portion  of  the  urethra  is  connected  to  the 
bladder  to  preserve  urination.  (Figure  1) 

The  most  important  factors  in  performing 
the  nerve-saving  operation  are:  1)  controlling 
blood  loss  to  maintain  a clear  view  of  the  sur- 
gical area,  2)  using  the  retropubic  surgical  ap- 
proach (lower  abdominal  area  behind  the  pubic 
bone)  rather  than  the  perineal  approach  (the 
area  between  the  scrotum  and  anus),  and  3) 
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PRESCRIPTION 

FOR 

DOCTORS 

REST  AND  RELAX 
IN 

WILDERNESS  LUXURY 

FISHING  AND  TENNIS 
FISHING  AND  MINI-GOLF 
FISHING  AND  SWIMMING 
FISHING  AND  DINING 
FISHING  AND  FITNESS  TRAIL 
FISHING  AND  WINDSURFING 
FISHING  AND  SAILBOATING 
FISHING  AND  BICYCLING 
FISHING  AND  CANOEING 

FUN  FOR  EVERYONE!  I ! 

A WORLD  CLASS  FISHING  RESORT 
5 STAR  GRADED  BY  TOURISM  ONTARIO 


IRed  Atd. 

BOX  270  P 

SIOUX  NARROWS,  ONT,  POX  1N0 


807-226-5616 
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Malignant  Peritoneal  Mesothelioma: 
A Difficult  Diagnosis 


FERNANDO  J.  RIVERA,  M.D. 
Council  Bluffs,  Iowa 


Only  20%  of  all  malignant  meso- 
theliomas originate  from  the  peri- 
toneal cavity,  making  this  condition 
difficult  to  diagnose.  This  case  re- 
port will  help  physicians  increase 
their  awareness  of  malignant  peri- 
toneal mesothelioma  ana  its  possi- 
ble link  to  asbestos  exposure. 


A PATIENT  who  developed  recurrent  ascites 
was  later  found  to  have  malignant  per- 
itoneal mesothelioma.  In  this  case,  the  diffi- 
culty of  pre-operative  diagnosis  using  CT  scan, 
histology  of  ascitic  fluid  and  conventional  x- 
rays  (upper  gastro-intestinal  x-ray,  barium 
enema,  chest  x-ray)  is  demonstrated. 

Malignant  mesothelioma  affecting  the  peri- 
toneum is  rare.  Only  20%  of  all  malignant  mes- 
otheliomas originate  from  the  peritoneal 
cavity.^ 

This  report  concerns  a patient  with  a history 
of  weight  loss  and  ascites  several  weeks  before 
a malignant  peritoneal  mesothelioma  was  di- 
agnosed in  the  operating  room. 

Case  Report 

A 70-year-old  white  male,  a retired  railroad 
employee,  was  first  seen  in  the  office  on  No- 


Fernando  J.  Rivera,  M.D.  is  in  the  private  practice  of  general  surgery  in 
Council  Bluffs. 


vember  7,  1981  with  complaints  of  slight  ab- 
dominal distension.  Further  evaluation  of 
apparent  ascites  was  advised  but  the  patient 
was  asymptomatic  and  not  amenable  to  this 
advice.  A month  later  he  returned  with  more 
abdominal  distension  and  evidence  of  easy  fat- 
igability, weight  loss,  dyspnea  and  frequency 
of  urination.  He  was  hospitalized  on  the  same 
day. 

The  physical  examination  revealed  cachexia, 
marked  abdominal  distension  and  prominent 
abdominal  wall  veins.  Laboratory  findings 
showed  normal  chemistry  except  for  low  cal- 
cium and  albumin,  a normal  CBC  and  a neg- 
ative urinalysis.  The  liver  profile  was  normal 
except  for  LDH  isoenzymes  which  showed 
either  hepatic  or  skeletal  muscle  damage  pat- 
tern. The  EKG  was  normal.  A chest  x-ray  was 
normal.  The  upper  gastro-intestinal  tract  x-rays 
showed  a hiatal  hernia  with  reflux.  A liver  scan 
was  negative.  A barium  enema  showed  a few 
diverticula.  A CT  scan  of  abdomen  was  un- 
remarkable. An  intravenous  pyelogram 
showed  moderate  residual  urine,  with  poor 
voiding. 

An  abdominal  paracentesis  was  performed 
24  hours  after  admission.  A total  of  7400  cc 
straw  colored  fluid  was  obtained.  Reports  were 
negative  for  malignancy  and  there  was  no 
growth  of  aerobic  and  anaerobic  organisms  in 
24,  48  and  72  hours. 

A proctosigmoidoscopy  revealed  no  abnor- 
malities. A urologist  was  consulted  because  of 
the  urinary  difficulty.  A cystoscopy  and  trans- 
urethral resection  of  the  prostate  for  benign 
prostatic  hypertrophy  were  performed.  Post- 
operative course  was  unremarkable.  He  was 
discharged  11  days  after  admission. 

(Please  turn  to  page  223) 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


Wyeth  Laboratories 

^ 1 Philadelphia.  PA  19101 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  ‘‘...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  r/s/f.'"*  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 


R«f«rencM;  1 . Glueck  CJ:  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  arid  Coronary  Heart  Disease.  Washington,  D C.,  March  31,1 985.  2.  The  Framingham 

Study,  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28,  U S,  Dept,  of  Health,  Education,  and  Welfare.  3.  National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1984;  Vol  5,  No  7,  p 4.  4.  Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 
Cardiovascular  Diseases,  XXVH3)  : 177,  Nov/Dec,  1983.  5.  Castelli  WP:  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D C . 

March  31.  1985.  6 Data  on  file.  Wyeth  Laboratories. 
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^(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

BHefSumoury 

Before  pre»crlblng,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
athiaaide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug 

Precautions:  I Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g , phenothiaaines,  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insuKciency  Like  other  antihypertensives  use  with  caution 
m severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure  3 Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyteosln  may  rarely  result  in  'overshoot'  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
leciive  symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wyieosln  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes. SCOT,  bilirubin,  alkaline  phosphatase,  uric  acid,  BUN.  creatinine,  ^ucose.cal 
cium,  phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  irigivcerides  without  change  in  high- 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wyieoslo  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfective  agents,  in  clinical  trials  However,  potential  for  in 
creased  sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG  LAB  TEST  INTERACTIONS  No  lab  lest  abnormalities  were  identified  with 
Wytensla  use 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  dunnga  two-year  oral  study  with  Wyteosln 
at  up  to  9 S mg  kgday.  i.c  . about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  ( Ames)  test  system.  Wyieoslo  at  2OO-SO0 
meg  per  plate  or  at  30-50  meg  ml  in  suspension  gave  dose  related  increases  in  num 
ber  of  mutants  in  one  (TA  153^)  of  five  Salmonella  typhtmurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Scbixosaccbar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukarvotic  system.  Saccharomyces  cerevisiae. 
Wyteosln  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  a decreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9 6 mgkg ).  suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mg  kg ) may  also  have  been  affec  ted . as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnanev  Category  C «'YTEN8IN»  MAY  HAVE  ADVERSE  EFFECTS 
ON  FER'SWHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteoslo  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mgkg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  m similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteosln  given  to  pregnant  rats(  H mgkg)  and  rabbits  (20  mgkg)  Repro 
ductive  studies  in  rats  have  shown  slightly  decreased  live  birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well  controlled  studies  in  pregnant  women  Wyteosln 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wytensln  excretion 
m human  milk  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  m this  age  group  cannot  be  recommended 
Adverse  Reactions;  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  m U $ and  is  based  on  data  from  859  patients  on  Wyteosln  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wyieoslo  to  placebo  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

WyteoslQ  (% ) 
n - 109 

Dry  mouth 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

r 

Weakness 

7 

iO 

Headache 

6 

5 

in  other  controlled  clinical  trials  at  starting  dose  of  16  mg  day  in  4 ''6  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12% ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con- 
trolled trial  Although  these  side  effects  were  not  serious  they  led  to  discontinua 
tion  of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 mg'day  in  2^4  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin 
guishable  from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular — chest  pain,  edema,  arrhythmias,  palpitations  Oastroiniesiinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders — blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory — dyspnea  Dermatologic — rash, 
pruritus  Urogenital— urinary  frequency,  disturbances  of  sexual  function  Other- 
gynecomastia.  taste  disorders 

Drug  Abuse  and  Dependence:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrii 
ability,  miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  m both  Since  experience  with  ac 
cidental  overdosage  IS  limited,  suggested  treatment  IS  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balancc'should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyteosln 
dialyzability 

Dosage  and  Admlolstratloo:  Individualize  dosage  A starting  dose  of  4 mg  b i d 

15  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i d . but  doses  this  high  are 
rarely  needed 

How  Supplied:  (guanaben?  acetate)  Tablets.  4 mg  bottles  of  100  and  500,  8 mg  and 

16  mg  btrttks  of  100  Revised  2/14/85 
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TWEIVE 

IMPCOCABU 

EXCUSES 

FORNOTGIVING 

BLOOD. 

. I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic 
flowering 
magnolia. 


1. 

s 


Each  one’s  a doo2y, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


to 
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Post-operative  follow-up  showed  more  ab- 
dominal distension.  On  January  18,  1982,  ap- 
proximately 2 months  after  hospital  discharge, 
another  abdominal  paracentesis  was  per- 
formed. About  6500  cc  straw  colored  fluid  was 
obtained.  The  smears  and  cell  blocks  showed 
reactive  mesothelial  cells  and  histocytes  with 
scattered  chronic  inflammatory  cells.  No  ma- 
lignancy was  noted.  The  patient  continued  to 
refuse  abdominal  exploration  despite  recur- 
rent ascites.  Office  visits  in  the  following 
months  revealed  no  further  abdominal  para- 
centesis. His  weight  varied  between  73.6-82.3 
Kg  (160-175)  pounds  due  to  ascites. 

On  September  27,  1982,  a vague  mass  was 
palpated  on  both  lower  quadrant  areas.  The 
mass  was  firm,  slightly  tender  and  more  ap- 
preciable on  the  left  lower  quadrant.  The  pa- 
tient was  agreeable  to  exploration.  He  was 
admitted  on  September  29,  1982  and  an  ex- 
ploratory laparatomy  was  performed  the  fol- 
lowing day. 

A huge  solid  mass  which  entirely  replaced 
the  omentum  was  found.  (Figures  1&2)  The 
mass  extended  from  the  dome  of  the  left  dia- 
phragm to  the  lateral  gutters,  down  to  the  pel- 
vic cul-de-sac.  Portions  of  the  anterior  parietal 
wall  were  adherent  to  the  mass.  Serosal  sur- 
faces of  the  bowels  were  studded  with  malig- 
nant deposits.  Multiple  seedings  were  noted 
on  the  parietal  peritoneum.  The  solid  mass 
was  removed  and  weighed  1400  gm.  Only  the 
seedings  on  the  serosal  surface  and  perito- 
neum were  left  behind.  The  histologic  picture 
was  of  a malignant  mesothelioma,  epithelial 
type. 

The  patient  was  started  on  chemotherapy 
(dimethyl-l-triazeno-imidazole-4-carboxamide 
[DTIC]  450  mg,  initially  in  October).  A month 
later  he  was  on  Cytoxan  800  mg  IV,  Adrimycin 
80  mg  IV,  plus  DTIC  250  mg  IV  given  on  5 
consecutive  days.  The  same  protocol  was  fol- 
lowed in  the  month  of  January. 

A CT  scan  of  the  upper  abdomen  and  pelvis 
done  on  February  1,  1983  showed  a marked 
decrease  in  the  size  of  the  lesions  noted  No- 
vember 20,  1982.  Since  his  last  follow-up,  the 
patient  has  been  eating  well,  has  no  com- 
plaints and  no  evidence  of  ascites. 

Comment 

This  patient  demonstrates  the  difficulty  in 
diagnosing  malignant  mesothelioma  pre-op- 


Figure  2 


eratively.^'^  In  addition,  its  incidence  is  quite 
rare.^ 

Exposure  to  asbestos  appears  to  be  the  most 
commonly  associated  etiology  in  the  devel- 
opment of  malignant  mesothelioma.  The  pa- 
tient presented  here  does  not  have  a history 
of  direct  exposure  to  asbestos  although  his  rail- 
road employment  presents  the  possibility.  In 
the  literature,  exposure  has  been  reported 
varying  from  0 to  100%.^  ® Although  recently 
Chahinian  et  al  had  a series  of  69  patients  with 
evidence  of  70  to  80%.^ 

Review  of  the  literature  showed  other  cor- 
relating factors:  recurrent  diverticulitis,^®  ra- 
diation, industrial  dusts  or  chemicals  other 
than  asbestos. 

Treatments  of  malignant  peritoneal  meso- 
thelioma range  from  diagnostic  surgical  ex- 
ploration with  partial  resection,  radiation 
alone,^®  radiotherapy  with  external  radiation 
and  intracavitary  and  AU^®®'  and  chem- 
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otherapy.^^  In  this  patient,  surgical  excision 
plus  chemotherapy  has  provided  a survival 
period  of  more  than  21  months  since  first  di- 
agnosed. 

Author's  Note:  Since  filing  the  report  of  this  case, 
I have  been  involved  in  the  diagnosis  and  treatment 


of  2 cases  of  malignant  mesothelioma  involving  the 
pleural  cavity,  both  epithelial  types.  These  patients 
were  also  former  railroad  employees. 

References 

The  references  noted  in  this  article  are  available  on  request  either  from 
the  author  or  the  editors  of  iowa  medicine 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  211 


of  this  blindness  is  probably  preventable.  The 
elderly  often  accept  reduced  vision  as  part  of 
growing  older  and  fail  to  seek  eye  care  when 
they  may  have  a treatable  condition.  With  early 
detection  and  treatment,  ophthalmologists 
have  made  great  strides  in  care  of  glaucoma, 
cataracts  and  diabetic  retinopathy.  Macular 
degeneration  remains  as  one  of  the  most  com- 
mon causes  of  vision  loss.  We  are  beginning 
to  see  some  positive  results  in  a few  patients 


treated  with  laser  in  the  early  stages  of  macular 
degeneration. 

How  is  the  National  Eye  Care  Project  fi- 
nanced and  how  long  will  it  last? 

Nationwide,  the  start-up  cost  for  the  project 
was  over  3 million  dollars.  Most  of  this  was 
donated  by  ophthalmologists  during  a special 
fund-raising  campaign.  There  were  also  do- 
nations from  several  corporations  involved  in 
the  eye  care  industry.  There  is  no  specific  ter- 
mination date  for  the  program.  We  are  hoping 
the  project  will  allow  needy  lowans  to  receive 
eye  care  for  many  years  to  come. 
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Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

PERFECT  CHILDREN 


INTRIGUE  coupled  with  amazement,  tem- 
pered by  a degree  of  revulsion.  These  were 
my  reactions  to  a recent  story  in  The  Wall  Street 
Journal.’^  The  authors  discussed  the  implica- 
tions of  genetic  engineering  under  investiga- 
tion at  Michael  Reese  Medical  Center  in 
Chicago.  There  are  far-reaching  implications 
of  this  explosive  new  technology.  Genetic  ma- 
nipulations are  becoming  a concern  of  scien- 
tists, lawyers,  politicians  and  theologians,  as 
well  as  society  as  a whole.  Current  experi- 
ments are  of  great  concern  to  sociologists;  fear 
exists  we  may  inadvertently  create  an  entirely 
new  technology  that  could  lead  to  a eugenics 
program. 

Prenatal  diagnostic  techniques  are  used  to 
help  women  in  their  early  thirties  to  determine 
whether  their  unborn  child  is  afflicted  with 
trisomy  21.  In  some  areas,  parents  wish  to 
know  in  advance  the  sex  of  the  fetus.  The  frag- 
ile-X  chromosome  studies  have  led  to  much 
research  as  to  why  some  affected  individuals 
are  mentally  retarded  and  others  not.  The  site 
of  the  break  in  one  X-chromosome  may  be  a 
clue  to  the  difference. 

More  esoteric  research  involves  genetic  study 
to  determine  the  likelihood  of  criminal  tend- 
encies, heart  disease  at  an  early  age,  autistic 
behavior,  or  learning  deficiencies.  Scientists 
will  be  able  to  identify  the  genes  that  control 
the  various  facets  of  the  individual's  future 
health  status  as  well  as  behavioral  tendencies. 
In  turn,  the  present  generation  of  persons  so 
desirous  of  "only  the  best"  may  accept  only  a 
"perfect  child." 


■^Bishop,  J.E.  and  Waldholz,  M.:  The  search  for  the  perfect  child.  Wall 
Street  Journal,  March,  1986. 


How  will  society  deal  with  attempts  to  select 
human  genetic  traits?  History  has  recorded 
various  attempts  in  eugenics  . . . ancient  so- 
cieties destroying  defective  offspring  to  the 
more  recent  government-controlled  attempts 
at  eugenics  by  the  Nazis  in  the  1930's.  How 
can  such  genetic  manipulations  be  under  na- 
tional control?  Will  human  interference  with 
natural  selection  of  genetic  traits  endanger  the 
species  over  the  long  run? 

One  can  surmise  that  inevitably  govern- 
mental regulations  will  limit  the  degree  of  hu- 
man interference  in  the  production  of  children. 
So  it  should  be!  The  implications  are  so  great 
that  prospective  parents  should  not  have  such 
control  over  destiny.  Future  couples  may  well 


. . but  to  attempt  to  produce  a 
'perfect'  child  is  tampering  pure  and 
simple." 


decide  to  avoid  undesirable  traits  in  their  off- 
spring such  as  trisomy  21,  Huntington's  dis- 
ease or  such,  but  to  select  from  several  fertilized 
ova  at  the  4-cell  stage  in  test  tubes  to  be  sub- 
sequently implanted  into  the  uterus  for  further 
development  is  too  far  reaching. 

The  proliferation  of  certain  genetic  disorders 
is  not  desirable,  but  to  be  all-selective  to  at- 
tempt to  produce  a "perfect  child"  is  tamp- 
ering pure  and  simple.  Paul  the  Apostle,  in 
his  letters  to  the  Romans,  stated  that  one  must 
hold  on  to  that  which  is  good. 

There  are  so  many  other  ills  of  society  that 
need  correction,  and  unfortunately  we  seem 
never  able  to  correct  them  through  legislation 
or  education.  High  rates  of  lung  cancer  from 
cigarette  smoking  continues;  hypertension  and 
heart  disease  from  injudicious  diet  and  life- 
style continues;  disregard  to  admonitions  on 
alcohol  use,  and  carelessness  in  driving  motor 
vehicles,  each  of  these  causes  great  numbers 
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of  deaths  and  disabilities  each  year.  I could  go 
on  and  on. 

We  have  immense  problems  now  that  re- 
quire great  changes  in  societal  behavior.  A new 
— no,  a renewed  — concept  of  responsibility 
is  needed.  Genetic  manipulation  is  not  going 
to  bring  perfect  children.  A sense  of  respon- 


THE ART  OF 
MEDICINE 


Hippocrates  said,  “The  physician  must 
have  at  his  command  a certain  ready 
wit."  He  also  said  that  a physician  should  look, 
as  “plump  as  nature  intended  him  to  be."  For- 
get the  “plump"  bit  for  now,  and  let's  focus 
on  the  “wit."  A “ready  wit"  clearly  refers  to 
the  art  of  medicine  which,  in  large  part,  is 
concerned  with  the  personal  inter-relationship 
between  doctor  and  patient,  and  the  patient's 
family. 

We  all  know  that  youth  must  be  served,  but 
wisdom  sometimes  resides  in  those  who  have 
earned  their  gray  hairs  by  being  kicked  around 
by  some  of  the  hard  knocks  of  experience  as 
well  as  by  the  embarrassments  caused  by  one's 
own  witlessness. 

A wise,  elderly  physician  once  gave  this  ad- 
vice to  a young  intern:  “Always  remember  two 
precepts  when  you  enter  the  practice  of  med- 
icine: Never  let  a patient  get  well  without  pre- 
scribing some  medicine;  and  never  let  a patient 
die  without  making  a diagnosis."  That  advice 
(maybe  given  with  tongue  in  cheek)  relates  to 
the  intangible  concept  known  as  the  “art  of 
medicine." 

At  this  time,  we  wish  to  join  that  elderly 
physician  in  spirit,  and  pass  along  to  young 
doctors  another  2 or  3 precepts.  These  pre- 
cepts, like  the  foregoing  precepts  and  like  the 
Ten  Commandments,  are  all  negative  in  na- 
ture: 

• Never  ask  a patient,  when  casually  meeting  in 
a public  place  or  social  gathering,  how  he/she  is 
getting  along,  for  the  answer  — for  everyone 
to  hear  — may  well  be  that  the  treatment  was 
too  expensive  and  had  done  no  good  at  all. 


sibility  of  one  man  to  another  will  gain  more 
for  all  of  us.  There  is  nothing  selfish  about  that. 
Our  profession  is  in  a unique  position  to  foster 
a better  sense  of  responsibility  to  self  as  well 
as  others.  The  opportunity  is  ours;  we  can  set 
good  examples,  and  we  can  educate  those 
whom  we  serve.  — M.E.A. 


• Never,  when  running  into  someone  on  the  street 
who  mentions  that  you  took  care  of  her  husband, 
ask  how  he  is  doing  now.  The  response  may 
be:  “Don't  you  remember?  You  operated  on 
him.  He  died." 

• Never  inquire  of  an  older  lady  who  is  accom- 
panying a young  man  if  she  is  his  mother,  for 
the  answer  may  come  back,  in  a cold  tone  with 
a chilling  look,  that  she  is  his  wife. 

What  does  all  this  say?  Well,  it's  fair  to  admit 
that  these  examples  of  witlessness  are  rela- 
tively minor  matters  and  not  exactly  devastat- 
ing. In  other  words,  they  are  hardly  occasions 
to  reach  for  the  hemlock.  Nonetheless,  they 
can  be  embarrassing,  somewhat  disruptive  of 
the  delicate  doctor-patient  relationship,  and  a 
comedown  for  what  you  may  have  always 
considered  a most  engaging  professional  man- 
ner. Little  things  do  count,  you  know. 

Hopefully,  such  traumatic  experiences  will 
never  happen  to  you,  but  they  can  happen  in 
moments  of  carelessness,  and  most  distressing 
of  all,  they  have. 

You  have  been  warned.  The  art  of  medicine 
abounds  in  pitfalls.  — Daniel  F.  Crowley, 
M.D.,  Des  Moines,  Iowa 


INTERNIST  OR 
FAMILY  PRACTITIONER 

Position  available  with  established  medical 
group  in  community  of  6,000.  Excellent  fa- 
cility with  49-bed  JCAH  hospital  adjacent. 
Southeastern  South  Dakota  college  com- 
munity offers  excellent  professional  and  rec- 
reational opportunity.  Contact:  Admin- 
istrator, Madison  Clinic,  Ltd.,  903  North 
Washington,  Madison,  South  Dakota  57042. 
605/256-4564. 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 


MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hev^ett-Packard  and  Altos.  At 
West  Des  Moines’  MicroAge,  you’ll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 


McxoAqq' 

“The  Solution  Store”^ 

West  Des  Moines 

2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 
not  obligate  me  in  any  way. 

Name Specialty 

Office  Address 

City  State Zip 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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One  Number 

Deborah  A.  Adkins,  M.D.  • Vito  A.  Angelillo,  M.D.  • James  P.  Balters,  M.D.  • Eugene  J.  Barone,  M.D.  • Francis 
F.  Bartone,  M.D.  • Donald  R.  Bennett,  M.D.  • Thomas  M.  Besse,  M.D.  • Againdra  K.  Bewtra,  M.D.  • Chhanda 
Bewtra,  M.B.B.S.  • Martin  H.  Bierman,  M.D.  • Marvin  J.  Bittner,  M.D.  • Joel  N.  Bleicher,  M.D.  • Richard  W. 
Booth,  M.D.  • Winslow  J.  Borkowski  Jr.,  M.D.  • Patrick  W.  Bowman,  M.D.  • Jeffrey  C.  Brittan,  M.D.  • Alfred  W. 
Brody,  M.D.  • Patrick  E.  Brookhouser,  M.D.  • Walter  A.  Brzezinski,  M.D.  • Steven  N.  Butt,  M.D.  • Clayton  J. 
Campbell,  M.D.  • James  T.  Cassidy,  M.D.  • MethvenD.  Cathro,  M.D.  • MieczyslawM.Cegielski,  M.D.  • David 
H.  Chait,  M.D.  • Terrence  F.  Ciurej,  M.D.  • George  O.  Clifford,  M.D.  • John  F.  Connolly,  M.D.  • Thomas  L. 
Connolly,  M.D.  • P.  James  Connor,  M.D.  • Robert  S.  Cox  Jr.,  M.D.  • Carl  H.  Dahl,  M.D.  • James  W.  Daly,  M.D.  • 
Helen-Sinh  T.  B.  Dang,  M.D.  • H.  Jeoffrey  Deaths,  M.D.  • Peter  R.  DeMarco,  M.D.  • Tom  R.  DeMeester,  M.D.  • 
Euclid  R.  J.  DeSouza,  M.B.B.S.  • Meera  N.  Dewan,  M.D.  • Francis  D.  Donahue,  M.D.  • D.  Arnold  Dowell,  M.D.  • 
Michael  J.  Dunn,  M.D.  • David  L.  Dworzack,  M.D.  • John  F.  Ediand,  M.D.  • Dennis  J.  Esterbrooks,  M.D.  • 
Robert  G.  Faier,  M.D.  • Rose  F.  Faithe,  M.D.  • Richard  J.  Fangman,  M.D.  • Joseph  J.  Fanucchi,  M.D.  • James 
J.  Faylor,  M.D.  • Richard  J.  Feldhaus,  M.D.  • John  J.  Ferry,  M.D.  • Robert  J.  Fitzgibbons  Jr.,  M.D.  • Robert  J. 
Fitzgibbons  Sr.,  M.D.  • Timothy  C.  Fitzgibbons,  M.D.  • William  P.  Fitzgibbons,  M.D.  • Francis  M.  Fitzmaurice, 
M.D.  • Alan  H.  Fruin,  M.D.  • Ramon  M.  Fusaro,  M.D.  • Ray  D.  Gaines,  M.D.  • J.  Christopher  Gallagher,  M.D.  • 
Robyn  Gembol,  M.D.  • Ellen  E.  Golden,  M.D.  • Paul  D.  Goodrich,  M.D.  • John  L.  Gordon,  M.D.  • Peter  M. 
Gordon,  M.D.  • Joseph  F.  Gross,  M.D.  • R.  Michael  Gross,  M.D.  • Michael  L.  Grush,  M.D.  • Michael  J.  Haller, 
M.D.  • Michael  D.  Hammeke,  M.D.  • John  D.  Hartigan,  M.D.  • Thomas  T.  Hee,  M.D.  • John  J.  Heieck,  M.D.  • 
Jerrad  J.  Hertzler,  M.D.  • Leo  T.  Heywood,  M.D.  • Bruce  A.  Holcomb,  M.D.  • Joseph  M.  Holthaus,  M.D.  • 
Russell  J.  Hopp,  D.O.  • Edward  A.  Horowitz,  M.D.  • Mark  B.  Horton,  M.D.  • Robert  M.  Howell,  M.D.  • Gene  R. 
Huebner,  M.D.  • John  A.  Hurley,  M.D.  • Mohammed  B.  Hussain,  M.B.B.S.  • Frank  J.  Iwersen,  M.D.  • Harry  J. 
Jenkins,  M.D.  • Paul  S.  Johnson,  M.D.  • Warren  T.  Kable,  M.D.  • John  W.  Kasik,  M.D.  • David  A.  Katz,  M.D.  • 
J.  Whitney  Kelley,  M.D.  • Jay  G.  Kenik,  M.D.  • Bernard  L.  Kratochvil,  M.D.  • Mary  K.  Kratoska,  M.D.  • Clayton 
A.  Lang,  M.D.  • Gerald  J.  Langdon,  M.D.  • Stephen  J.  Lanspa,  M.D.  • Larry  L.  Latson,  M.D.  • Arnold  W. 
Lempka,  M.D.  • Gernon  A.  Longo,  M.D.  • Robert  J.  Luby,  M.D.  • HenryT.  Lynch,  M.D.  • Joseph  D.  Lynch,  M.D.  • 
Patrick  D.  Mahoney,  M.D.  • James  A.  Mailliard,  M.D.  • James  L.  Manion,  M.D.  • George  D.  Maragos,  M.D.  • 
John  O.  McCarthy,  M.D.  • George  A.  McClellan,  M.D.  • James  E.  McGill,  M.D.  • Matilda  S.  Mclntire,  M.D.  • 
Patrick  J.  McKenna,  M.D.  • John  F.  McLeay,  M.D.  • Nancy  A.  Miller,  M.D.  • Syed  M.  Mohiuddin,  M.D.  • Gilles 
R.  G.  Monif,  M.D.  • Iris  J.  Moore,  M.D.  • Aryan  N.  Mooss,  M.D.  • Michael  J.  Morrison,  M.D.  • Richard  P. 
Murphy,  M.D.  • Chandra  Nair,  M.D.  • Nigar  Nair,  M.D.  • Walter  J.  O’Donohue  Jr.,  M.D.  • James  P.  O’Hara, 
M.D.  • James  V.  Ortman,  M.D.  • Gerald  M.  Paul,  M.D.  • Donald  J.  Pavelka,  M.D.  • S.  Patrick  Peartree,  M.D. 

• Dwaine  J.  Peetz  Jr.,  M.D.  • Richard  B.  Peters,  M.D.  • Fred  J.  Pettid,  M.D.  • Robert  L.  Pierson,  M.D.  - Howard 
F.  Poepsel,  M.D.  • Thomas  J.  Poulton,  M.D.  • Laurel  C.  Preheim,  M.D.  • Ira  A.  Priluck,  M.D.  • Mary  P.  Pugsley, 
M.D.  • Gerald  C.  Ries,  M.D.  • Allan  M.  Rubin,  M.D.  • Vincent  Runco,  M.D.  • Joseph  F.  Ruscio,  M.D.  • Charles 
T.  Rush,  M.D.  • Jose  A.  Saporta,  M.D.  • Mary  A.  Schermann,  M.D.  • Edward  M.  Schima,  M.D.  • William 
J.  Schlueter,  M.D.  • Richard  D.  Schultz,  M.D.  • Aina  I.  Silenieks,  M.D.  • Michael  H.  Sketch,  M.D.  • Paul 
J.  Somsky,  M.D.  • Gamini  Soori,  M.B.B.S.  • Janet  S.  Soori,  M.D.  • James  F.  Stanosheck,  M.D.  • Paul  E.  Steffes, 

M. D.  • Charles Taylon,  M.D.  • Robert G.Townley,  M.D.  • Louis  F.Tribulato,  M.D.  • Carl  J.Troia,  M.D.  • Robert 

N. Troia,  M.D.  • Sebastian  J.  Troia,  M.D.  • John  A.  Ursick,  M.D.  • Donald  M.  Uzendoski,  M.D.  • JallehVafai, 
M.D.  • Michael  J.  Weaver,  M.D.  • Leonard  E.  Weber,  M.D.  • Edmund  B.  Weis,  M.D.  • Gary  H.  Westerman,  M.D. 

• Kathleen  E.  Wilken,  M.D.  • Mark  P.  Woodruff,  M.D.  • Jack  R.  Zastera,  M.D.  • Cecils  M.  Zielinski,  M.D. 


1-800-228RSVP 

One  number  puts  you  in  touch  with  over  200  physicians  in  75 
specialty  areas  — 24  hours  a day. 

RSVP  gives  you  a direct  line  to  the  Creighton  University/Saint 
Joseph  Hospital  medical  faculty  for  discussion  of  patients  and  patient 
related  problems,  from  emergencies  to  long  term  treatment  protocols 
RSVP  also  provides  special  follow-up  services  to 
any  of your  patients  referr^  to  Saint  Joseph  Hospital  I W ij  I W 

For  more  information,  call  our  toll  free  number,  JfJ 
1-800-228-RSVP,  and  ask  for  the  RSVP  Coordinator,  ^ 

Regional  System  for  Visiting  Physicians 


INDERAL  LA  and 


Hours  after  dose  (steady  state) 


■ INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled. 


Smooth  blood  pressure 
control  and  well  tolerated 


INDERALLA 

PROPRANCMHCI)  Capsules^ 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*' 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 


■ Full,  24-hour  blood 
pressure  control 


with  INDERAL  LA 


I 


i: 


) and  feeling  good 

Added  bipod  pressure 
control  with  the  preferred 
diuretic 

't 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
^ wastage  on  a mg-for-mg  basis  than  chlorthalidone.^  '^  ~ 0 C A. 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERIDE  LA 


Once-daily 

inkralla 


(PROWWmHO) 


LONG  ACTING 
CAPSULES 


80  mg 


, 120  mg 


t i 160  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO 
CHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma. 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  Is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There 
fore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  omphysemal^PATIENTS 

WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo 
glycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

HydrochlorothiazKle:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long  term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult. 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypotension, 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability,  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia. 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions 
Other.  Hyperglycemia,  glycosuria;  hyperuricemia,  muscle  spasm,  weakness,  restlessness, 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

THE  BIRDS  OF  BREUGHEL  AND 
FREDERICH  II 


WINTER  — snowy  fields  — slim  birches  — 
far  below  and  distant  some  silhouettes 
of  old  sheds  — and  a small  lake,  ice-covered 
and  supporting  a few  skaters.  All  that  was 
framed  in  the  picture  window  where  I sat 
warm,  a fire  blazing  behind  me,  gazing  out 
and  wishing  such  a pastoral  scene  were  avail- 
able through  my  window  at  home.  It  seemed 
not  only  pleastuable  but  somehow  familiar. 
Then  a large,  dark,  long-tailed  bird,  maybe  a 
pheasant,  glided  into  the  upper  center  beneath 
the  grey  clouds.  That  made  the  memory  bank 
click  and  I remembered  why  it  all  seemed  so 
familiar.  Reflexly,  almost  expectantly,  I looked 
downward  to  see  if  some  himters  and  dogs 
would  enter  the  foregroimd. 

This  deja  vu  look-alike  was  the  great  painting 
by  Peter  Breughel,  "Huntsmen  in  the  Snow." 
Td  seen  it  in  the  Vienna  Museum,  in  that  fab- 
ulous room  that  displays  the  world's  largest 
collection  of  paintings  by  the  Flemish  master. 
Seeing  that  particular  painting  had  delighted 
me  especially,  because  I'd  happened  not  long 
before  to  have  read  a detailed  analysis  of  it  in 
a book  Td  received  about  great  paintings.  The 
author,  clearly  in  awe  of  Breughel's  compo- 
sitional skill,  drew  special  attention  to  the  bird 
in  the  distance,  finding  in  it  the  capstone  of 
perfection.  And  so  the  bird  in  my  window- 
view  closed  my  mental  loop. 

But  such  loops  don't  always  close,  of  course. 
They  may  spawn  others,  as  a yeast  produces 
new  spores  which  bud  off  still  more.  Such  a 
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new  loop  just  then  emerged  for  me  as  I won- 
dered, "What  kind  of  a bird?"  and  then  "Maybe 
a falcon."  A falcon?  In  this  area?  But  I smiled, 
realizing  that  I thought  of  a falcon  because  of 
a book  recently  shown  me  by  a colleague  who 
is  a falconer.  The  book.  The  Art  of  Falconry  (De 
Arte  Venandi  Cum  AvUms),  was  a 1943  trans- 
lation of  a work  written  by  an  incredible  man 
I'd  never  known  about,  Frederich  II  of  Hoh- 
enstaufen.  Holy  Roman  Emperor  and  King  of 
Sicily  and  Jerusalem,  who  had  founded  the 
University  of  Naples  in  1224.  The  book,  writ- 
ten by  that  powerful  warrior-emp>eror  during 
the  heydey  of  falconry  for  spoitdiunting  and 
portraying  a man  with  an  amazingly  sharp  eye 
for  natur^  details  and  a delightful  of 
expression,  is  a sort  of  bible  for  modem  fal- 
coners. 

I know  I won't  remember  anything  I read 
about  the  birds,  their  care  and  training,  but  I 
think  I'm  likely  to  remember  some  of  the  de- 
tails about  King  Frederich  given  in  the  book's 
introduction.  That's  because  the  description 
indeed  seemed  to  justify  its  assertion  that  with 
him,  and  not  with  later  figures  like  Petrarch, 
"the  real  beginning  of  the  Italian  Renaissance 
is  to  be  sought."  (If  so,  I would  have  to  shift 
the  marker  on  my  mental  time  line  so  that  the 
Renaissance  wotdd  then  begin  about  200  years 
earlier  than  I — and  others  — generally  marked 
it.  But  of  course  the  boundaries  of  historical 
epochs  are  as  arbitrary  as  most  other  cate- 
gories — why  is  that  so  hard  to  remember?) 

That  the  life  of  Frederich  II  should  mark  the 
beginning  of  the  Renaissance  seems  justified 
by  this  description:  "The  Emperor  was  that 
Avis  rarissima  of  the  13th  centiiry,  a man  who 
insisted  upon  seeing  and  hearing  for  himself 
. . . demanding  and  sending  for  the  evidence, 
favorable  and  unfavorable,  respecting  any  the- 
ory or  hypothesis.  . . . He  brought  up  children 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 


ACTIVATED  CHARCOAL 
FOR  GASTROINTESTINAL 
DECONTAMINATION 
OF  THE  POISONED  PATIENT 


IT  IS  ESTIMATED  that  there  are  up  to  4.9  million 
potential  poisonings  in  the  United  States 
annually,  and  that  acute  poisonings  are  re- 
sponsible for  1 to  5%  of  emergency  room 
visits.^'  Poisoned  and  overdosed  patients  can 
present  a substantial  diagnostic  and  therapeu- 
tic challenge.  With  proper  management,  how- 
ever, an  excellent  outcome  can  be  achieved  in 
99%  or  more  of  patients  who  arrive  at  the 
emergency  room  alive. ^ 

In  treating  the  poisoned  patient,  the  first 
attention  is  given  to  the  patient's  vital  func- 
tions. Removal  of  unabsorbed  drug  or  poison 
from  the  gastrointestinal  tract  or  other  sites 
(e.g.,  skin)  can  then  be  considered.  Since  the 
majority  of  potential  poisonings  (80%)  are  by 
ingestion,  decontamination  of  the  gastrointes- 
tinal tract  is  one  of  the  initial  considerations.^ 
Traditional  methods  to  accomplish  this  in- 
clude procedures  to  empty  the  stomach  — 
either  by  induction  of  emesis  with  syrup  of 
ipecac  for  conscious  patients  or  gastric  lavage 
for  obtunded  patients  (after  airway  protection 
is  assured);  either  of  these  approaches  can  be 
followed  with  activated  charcoal  and  a cathar- 
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tic.  Activated  charcoal  absorbs  the  poison  and 
holds  it  in  the  gastrointestinal  tract  to  be  elim- 
inated in  the  stools. 

Ipecac-induced  emesis  is  currently  the  most 
common  method  of  gastrointestinal  decon- 
tamination used.  Vomiting  was  induced  with 
syrup  of  ipecac  in  94,496  (12.9%)  of  730,224 
human  poison  exposure  cases  reported  by  47 
poison  control  centers  in  the  United  States  in 
1984.^  Only  29,265  (4%)  were  treated  with  ac- 
tivated charcoal,  25,999  (3.6%)  were  given  a 
cathartic,  and  gastric  lavage  was  performed  in 
11,454  patients  (1.6%).^  However,  in  view  of 
the  efficacy  and  safety  of  activated  charcoal  in 
decreasing  drug  absorption  and  the  increasing 
doubts  of  the  clinical  value  of  gastric  empty- 
ing, a consensus  seems  to  be  developing  that 
the  most  appropriate  initial  decontamination 
measure  for  ingested  poisons  in  most  pa- 
tients is  activated  charcoal  given  with  a ca- 
thartic. 15'  16 

The  purpose  of  this  paper  is  to  review  recent 
data  on  the  relative  merits  of  different  meth- 
ods of  gastrointestinal  decontamination  and  to 
provide  some  suggested  guidelines  on  how  to 
manage  poisoned  and  overdose  patients  in  re- 
gard to  this  issue. 

The  studies  that  are  reviewed  here  can  be 
divided  into  2 broad  categories:  (1)  controlled 
studies  in  normal  volunteers  in  which  differ- 
ent methods  of  gastrointestinal  decontamina- 
tion were  compared  for  their  ability  to  prevent 
the  absorption  of  a nontoxic  dose  of  a drug 
and  (2)  a controlled  study  in  poisoned  patients 
in  which  different  methods  of  gastrointestinal 
decontamination  were  compared  for  their  ef- 
fect on  clinical  outcome. 
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Controlled  Studies  in  Volunteers 

Curtis  et  al  studied  12  healthy  adult  volun- 
teers in  a randomized  cross-over  design.^  Each 
subject  was  given  24,  81-mg  aspirin  tablets  and 
randomly  assigned  to  (1)  no  further  treatment 
(control),  (2)  30  ml  of  ipecac  syrup  (repeated 
if  no  emesis  in  30  min.),  (3)  60  gm  of  activated 
charcoal  and  15  gm  of  magnesium  sulfate 
(MgS04),  or  (4)  ipecac-induced  emesis  fol- 
lowed (after  90  minutes  had  passed  without 
vomiting)  by  60  gm  of  activated  charcoal  and 
15  gm  of  MgS04-  All  treatments  were  initiated 
60  minutes  after  aspirin  ingestion.  Urine  was 
collected  for  48  hours  after  each  treatment  and 
analyzed  for  the  total  amount  of  salicylate. 
Only  10  subjects  completed  the  study;  1 did 
not  vomit  after  2 doses  of  ipecac  syrup  and 
another  was  consistently  noncompliant  with 
the  urine  collection.  Mean  recovery  of  total 
salicylate  from  the  urine  was  as  follows:  con- 
trol 96.3%  ± 7.5%,  ipecac  70.2%  ± 12.0%, 
charcoal/MgS04  56.5%  ± 12.5%,  ipecac  fol- 
lowed by  charcoal/MgS04  72.7%  ± 14.1%. 
Subjects  in  both  group  2 (ipecac)  and  group  3 
(charcoal/MgS04)  had  decreased  urinary  sa- 
licylate recovery  compared  with  control 
(p<0.01).  In  addition,  salicylate  recovery  was 
significantly  less  after  activated  charcoal/ 
MgS04  therapy  than  after  ipecac-induced  eme- 
sis (p<0.05).  Statistical  analysis  was  not  per- 
formed on  group  4 (ipecac/charcoal/MgS04) 
because  only  7 patients  completed  urine  col- 
lection and  8 of  the  10  subjects  vomited  the 
activated  charcoal/MgS04  immediately  on  in- 
gesting the  first  several  swallows.  This  vom- 
iting was  believed  to  be  due  to  continued  effects 
of  ipecac  syrup,  a problem  that  is  seen  clini- 
cally and  can  complicate  subsequent  therapy 
such  as  administration  of  an  oral  antidote  (e.g., 
N-acetylcysteine) . 

The  primary  limitation  in  extrapolating  the 
data  from  this  study  to  poisoned  patients  in 
general  is  that  the  dose  of  aspirin  was  (nec- 
essarily) a nontoxic  dose.  It  is  known  that  in 
a large  overdose  the  absorption  of  aspirin  is 
slower  and  more  prolonged.^”  The  difference 
in  the  absorption  characteristics  in  an  overdose 


may  produce  relatively  different  results.  Also, 
in  this  study  the  activated  charcoal  to  aspirin 
ratio  was  30:1,  which  would  be  very  difficult 
to  duplicate  in  a true  overdose  situation.  The 
charcoal  to  poison  ratio  does  appear  to  impact 
its  effectiveness  with  higher  ratios  being  more 
effective.^' 

Neuvonen  et  al  compared  the  efficacy  of  ac- 
tivated charcoal  to  ipecac  syrup  in  6 healthy 
adult  volunteers  in  a randomized  cross-over 
design  with  5 phases  each  separated  by  2 
weeks. ^ The  subjects  were  given  3 drugs  si- 
multaneously (acetaminophen  1000  mg,  tetra- 
cycline 500  mg,  and  aminophylline  350  mg) 
followed  by  (1)  300  ml  water  (control),  (2)  50 
gm  activated  charcoal  5 minutes  later,  (3)  50 
gm  activated  charcoal  30  minutes  later,  (4)  ipe- 
cac syrup  5 minutes  later,  or  (5)  ipecac  syrup 
30  minutes  later.  Timed  blood  samples  were 
taken  after  administration  of  the  drugs  to 
measure  peak  plasma  levels  and  to  calculate 
total  area  under  the  plasma  concentration  ver- 
sus time  curve  (amount  absorbed).  Activated 
charcoal  was  statistically  superior  in  prevent- 
ing absorption  of  these  drugs  at  either  5 min- 
utes or  30  minutes  after  drug  ingestion  when 
compared  with  control  and  also  when  com- 
pared with  ipecac  (p<0.01  or  p<0.05).  Ipecac 
was  statistically  superior  to  control  when  given 
5 minutes  after  drug  ingestion,  but  when  given 
30  minutes  after  ingestion  a statistically  sig- 
nificant reduction  in  the  absorption  of  tetra- 
cycline only  was  produced.  This  study,  like 
the  study  by  Curtis,  involves  nontoxic  doses 
and  a high  charcoal  to  poison  ratio. 

Tenenbein  et  al  studied  the  efficacy  of  ipe- 
cac-induced emesis,  orogastric  lavage,  and  ac- 
tivated charcoal  with  a cross-over  design 
involving  10  healthy  adult  volunteers.®  Each 
volunteer  ingested  5 gm  of  ampicillin  and  then 
1 hour  after  ingestion  underwent  1 of  4 treat- 
ments in  a random  order:  (1)  ipecac  syrup,  (2) 
activated  charcoal,  (3)  orogastric  lavage,  or  (4) 
no  further  treatment  (control).  Orogastric  la- 
vage reduced  the  area  under  the  plasma  con- 
centration versus  time  curve  (AUC)  by  32% 
compared  to  control,  but  this  was  not  statis- 
tically significant;  ipecac-induced  emesis  re- 
duced AUC  by  38%  (p<0.01);  and  activated 
charcoal  reduced  AUC  by  57%  (p<0.01).  No 
statistical  analysis  was  reported  for  a compar- 
ison between  the  active  treatment  groups.  This 
study  shows  that  even  with  a relatively  high 
(Please  turn  to  page  234) 
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In  ten  years  vour  malpractice 
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Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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TABLE  1 

SUBSTANCES  NOT  EFFECTIVELY  ADSORBED  BY 
ACTIVATED  CHARCOAL 


Alkali 

Lithium 

Boric  acid 

Malathion 

DDT 

Methanol 

Ethanol 

Mineral  acids 

Iron 

Petroleum  distillates 

(gasoline,  kerosene) 

TABLE  2 

DOSE  OF  ACTIVATED  CHARCOAL  AND  SORBITOL 

Adult Pediatric 

Activated  charcoal'  50  gm  to  100  gm  30  gm  to  50  gm 

70%  Sorbitol  solution  100ml  1 ml/kg 

USP^ 

' A high  internal  surface  area  charcoal  is  recommended.  Also  be  aware 
of  the  vehicle  that  the  charcoal  product  you  are  using  is  in;  it  may  contain 
sorbitol. 

’ If  you  are  preparing  a solution  from  a dry  powder  charcoal  product,  the 
sorbitol  may  be  added  to  the  charcoal  solution  in  place  of  an  equal 
volume  of  water. 


dose  of  a drug(5  gm),  activated  charcoal  was 
effective  in  significantly  reducing  drug  ab- 
sorption. This  study  also  shows  that  orogastric 
lavage  may  not  be  effective  after  a 1 hour  delay 
from  drug  ingestion. 

Controlled  Study  in  Poisoned  Patients 

Kulig  et  al  studied  630  patients  who  pre- 
sented to  the  emergency  department  of  Den- 
ver General  Hospital  with  the  dignosis  of  oral 
drug  overdose.^  These  patients  were  assigned 
to  1 of  4 treatment  groups  based  on  the  day 
of  presentation  and  initial  mental  status.  If  the 


patient  was  alert,  he  or  she  was  assigned  to 
group  1 (ipecac-induced  emesis  followed  by 
activated  charcoal/cathartic)  or  group  2 (acti- 
vated charcoal/cathartic).  If  the  patient  was  ob- 
tunded,  he  or  she  was  assigned  to  group  3 
(gastric  lavage  followed  by  activated  charcoal/ 
cathartic)  or  group  4 (activated  charcoal/ca- 
thartic). All  patients  received  supportive  care 
as  needed  including  airway  support,  ventila- 
tion, antidotes,  anticonvulsants,  antiarrhyth- 
mics,  and  pressors.  Patients  were  monitored 
for  clinical  improvement  or  deterioration.  Ipe- 
cac-induced emesis  prior  to  activated  charcoal/ 
cathartic  did  not  produce  any  significant  clin- 
ical benefit  compared  with  activated  charcoal/ 
cathartic  alone.  For  obtunded  patients  who 
were  treated  less  than  1 hour  after  the  poison 
ingestion,  the  frequency  of  clinical  improve- 
ment in  group  3 (lavage/charcoal/cathartic)  was 
statistically  greater  (p<0.05)  than  in  group  4 
(charcoal/cathartic).  However,  for  patients 
treated  more  than  1 hour  after  the  poison 
ingestion,  lavage  did  not  affect  the  clinical  re- 
sults. Also,  there  was  no  difference  between 
group  3 and  group  4 in  the  frequency  of  clinical 
deterioration  regardless  of  when  lavage  was 
performed.  Therefore,  the  authors  concluded 
that  (1)  gastric  lavage  in  obtunded  patients  is 
of  questionable  value  if  the  ingestion  has  oc- 
curred more  than  1 hour  prior  to  presentation, 

(2)  the  use  of  ipecac  syrup  in  the  emergency 
department  is  not  of  benefit  in  patients  who 
present  hours  after  an  oral  drug  overdose,  and 

(3)  mandatory  gastric  emptying  as  initial  treat- 
ment of  overdose  patients  should  not  be  con- 
sidered the  accepted  standard  of  care;  in  most 
cases  the  administration  of  activated  charcoal 
and  vigorous  supportive  care  are  sufficient. 

(Please  turn  to  page  236) 


See  chart  on  page  235 

NOTE;  Ipecac  syrup  should  not  be  given  to  o patient  who  is  comatose,  is  obtunded,  has  a depressed  gag  reflex,  is  having  seizures,  or  has  ingested  o caustic 
material.  If  the  patient  has  ingested  a petroleum  distillate  (e.g.,  gasoline,  kerosene),  ipecac  syrup  should  not  be  used  unless  the  product  also  contains  a 
toxic  substance  (e.g.,  an  insecticide).  Relative  contraindications  to  ipecac  syrup  include  pregnancy  and  cardiac  disease.  If  the  patient  has  been  vomiting 
spontaneously,  ipecac  syrup  need  not  be  used.  Activated  charcoal  should  not  be  used  if  the  patient  has  ingested  a caustic  material,  a pure  petroleum 
distillate  product,  or  any  substance  not  adsorbed  by  activated  charcoal  (Table  1).  Sorbitol  is  the  preferred  cathartic  to  use  with  activated  charcoal  in 
poisoned  patients.  In  pediatric  patients  a cathartic  should  be  strongly  considered  if  the  substance  ingested  could  cause  or  has  caused  decreased  bowel 
motility  or  is  an  enteric-caated  or  sustained-release  dosage  form.  A cathartic  should  not  be  given  if  diarrhea  is  expected  as  part  of  the  toxicity  of  the 
substance  ingested. 
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SUGGESTED  GUIDELINES  FOR 
GASTROINTESTINAL  DECONTAMINATION 
OF  THE  POISONED  PATIENT 


Alert  and  < 1 hour 
since  ingestion;  if  > 
1 hour  see  note  2 


Adult** 


I 

Adequate  treatment 
may  be  provided  at 
home.^ 


Activated  charcoal 
and  sorbitol  if 
available  in  the 
home. 


If  charcoal  not 
available,  ipecac 
syrup. 


If  neither  ipecac 
syrup  nor  charcoal  is 
available,  the  patient 
should  obtain  some 
from  a local  pharmacy 
of  go  to  a physican's 
office  or  ER  for 
evaluation/treatment. 


1 

Treatment  in  a 
medical  facility 
required. 


Activated  charcoal  or 
ipecac  syrup  may  be 
given  at  home' ' prior 
to  going  to  the  ER  or 
physician's  office  for 
evaluation  and 
treatment. 


Poisoned  patient' 
At  home 


Obtunded 


— I 

Child 


I 

Adequate  treatment 
may  be  provided  at 
home.^ 


1 

Treatment  in  a 
medical  facility 
required.'® 


Ipecac  syrup  or 
activated  charcoal  if 
available. 


If  ipecac  syrup  or 
activated  charcoal  is 
not  available,  the 
parent  may  obtain 
some  from  a local 
pharmacy  or  take  the 
child  to  an  ER  or 
physician's  office  for 
evaluation/treatment. 


Poisoned  patient' 


Ipecac  syrup,  or 
activated  charcoal  if 
available,  may  be 
given  at  home"  prior 
to  going  to  the  ER  or 
physician's  office. 


Requires  immediate 
referral  to  a medical 
facility. 


In  an  ER  or  physician's  office 


1“ 

Adult 


Alert'' 


Child 


1 

Obtunded’ 


Adult  or  child 


1 

> 1 hour  since 

1 

< 1 hour  since 

1 

> 1 hour  since 

1 

< 1 hour  since 

1 

> I hour  since 

ingestion 

ingestion’ 

ingestion 

ingestion 

ingestion 

< 1 hour  since 
ingestion’ 


Consider  a gastric 
emptying  procedure'*  *’ 
followed  by  activated 
charcoal  and  sorbitol 
PO  or  via  NG  tube. 


Activated  charcoal 
and  sorbitol  PO  or 
via  NG  tube. 


Consider  a gastric 
emptying  procedure’  ® 
followed  by  activated 
charcoal;  consider 
sorbitol. 


Activated  charcoal 
PO  or  via  NG  tube; 
consider  sorbitol. 


Activated  charcoal, 
then  lavage®;  follow 
with  sorbitol  and 
more  activated 
charcoal  via  the 
lavage  tube. 


Activated  charcoal 
and  sorbitol  via  NG 
tube. 
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The  study  by  Kulig  et  al  is  the  best  designed 
study  to  date  comparing  different  gastrointes- 
tinal decontamination  procedures  on  the  out- 
come of  acute  poisoning  cases. ^ However,  as 
noted  by  the  authors,  there  are  4 factors  that 
require  caution  in  extrapolating  the  observa- 
tions from  this  study  to  all  poisoned  patients. 

1 . The  mean  time  from  ingestion  to  hospital 
presentation  was  3.3  hours.  It  is  known  that 
a delay  in  ipecac-induced  emesis,  lavage,  or 
administration  of  activated  charcoal  decreases 
its  effectiveness.^' 

2.  There  was  no  supportive  care  only  group, 
thus  it  is  not  possible  to  determine  if  the  ac- 
tivated charcoal/cathartic  produced  any  sig- 
nificant effect  on  clinical  outcome  compared  to 
supportive  care  alone. 

3.  The  population  of  this  study  was  pri- 
marily adults  who  had  attempted  suicide.  The 
types  of  substances,  the  dose,  the  lag  time  from 
ingestion  to  presentation  for  treatment,  and 
the  accuracy  of  the  history  available  in  adult 
suicides  can  be  quite  different  from  accidental 
poisoning  in  pediatric  patients. 

4.  Although  gastric  lavage  did  appear  to  be 
valuable  in  1 subset  of  patients,  and  ipecac- 
induced  emesis  did  not,  no  conclusions  can  be 
made  on  the  relative  value  of  emesis  versus 
lavage  because  they  were  not  compared  in 
equivalent  patient  groups. 

Even  with  these  limitations,  this  study  does 
support  the  conclusion  that  gastric  emptying 
should  not  be  considered  the  standard  of  care 
for  initial  treatment  of  overdose  patients. 

Activated  Charcoal 

The  manufacturing  process  of  activated 
charcoal  produces  a carbon  material  with  a very 
small  particle  size  and  a very  extensive  internal 
network  of  pores.  The  internal  surface  of  ac- 
tivated charcoal  has  a chemical  nature  that  at- 
tracts certain  types  of  molecules.  The 
adsorption  process  between  a drug  or  poison 
and  activated  charcoal  requires  that  the  sub- 
stance be  in  solution.  When  activated  charcoal 
enters  the  solution,  the  internal  pores  of  ac- 


tivated charcoal  become  fluid  filled,  the  drug 
or  poison  diffuses  through  the  pores  and  sub- 
sequently binds  chemically  to  the  pore  walls. 
Activated  charcoal  rapidly  absorbs  both  or- 
ganic and  inorganic  chemicals  in  significant 
amounts.  Activated  charcoal  poorly  adsorbs 
some  inorganic  substances  (e.g.,  mineral  acids, 
salts),  highly  polar  substances  (e.g.,  alcohol), 
or  water-insoluble  substances  (Table  1).  The 
amount  of  substance  that  is  adsorbed  is  de- 
pendent on  the  amount  of  the  internal  surface 
area  of  the  activated  charcoal.  A recently  mar- 
keted activated  charcoal  (SuperChar,®  Gulf 
Bio-Systems)  has  an  internal  surface  area  about 
3 times  the  amount  of  previous  products  and 
therefore  has  about  2 to  3 times  the  adsorptive 
capacity.^®'  ^ 

Activated  charcoal  appears  to  be  free  of  toxic 
effects. In  patients  with  atonic  bowel,  con- 
cern has  been  expressed  for  the  potential  for 
impaction.^*  It  is  possible  for  the  patient  to 
vomit  when  the  charcoal  is  taken,  especially  if 
drunk  too  fast.  The  major  problem  with  the 
use  of  activated  charcoal  is  patient  acceptance, 
particularly  with  pediatric  patients.  An 
aqueous  slurry  of  activated  charcoal  is  odorless 
and  tasteless  but  is  somewhat  gritty  and  dif- 
ficult to  swallow  because  it  has  a tendency  to 
“coat"  the  mouth  and  throat.  To  quote  from 
Arena:  "To  get  a 2-year-old  to  swallow  pow- 
dered charcoal  is  a rare  accomplishment  in- 
deed. The  drawback  to  this  compound  is  that 
it  is  black  and  many  children  will  refuse  to 
drink  it,  and  if  spewed  it  spots  uniforms, 
clothes,  walls,  and  personnel. 

However,  there  have  been  some  improve- 
ments in  charcoal  products  and  their  packag- 
ing that  make  them  more  convenient  for  oral 
or  nasogastric  tube  administration.  Although 
one  center  had  remarkable  success  in  con- 
vincing pediatric  patients  to  ingest  activated 
charcoal  (43  of  50),  this  problem  will  limit  the 
use  of  activated  charcoal  in  the  home  until  ad- 
ditional methods  are  discovered  to  improve  its 
acceptance  by  children. 

The  dose  of  activated  charcoal  is  50  gm  to 
100  gm  of  a high-surface-area  activated  char- 
coal for  adults  and  30  gm  to  50  gm  for  a child. 
The  activated  charcoal  should  be  administered 
as  soon  as  possible  after  the  ingestion  of  a 
potentially  toxic  amount  of  a poison.  Activated 
charcoal  should  not  be  given  for  ingestions  of 
caustic  materials,  petroleum  distillate  prod- 
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ucts  (gasoline,  kerosene),  or  a substance  not 
adsorbed  by  it. 

Cathartics 

A cathartic  is  routinely  given  to  adults  when 
they  are  given  activated  charcoal  in  order  to 
avoid  the  potential  for  constipation  from  char- 
coal and  to  hasten  the  elimination  of  the  char- 
coal-poison complex  from  the  bowel.  If  the 
ingested  poison  is  expected  to  cause  diarrhea, 
a cathartic  should  not  be  given.  In  a pediatric 
patient,  a cathartic  should  be  strongly  consid- 
ered in  combination  with  activated  charcoal  for 
ingestions  of  sustained-release  or  enteric- 
coated  products  or  for  ingested  poisons  which 
could  cause  or  have  caused  a decrease  in  bowel 
motility.  A cathartic  is  not  otherwise  routinely 
necessary  in  pediatric  patients. 

Studies  in  normal  adults  suggest  that  sor- 
bitol may  be  the  preferred  cathartic  to  use  with 
activated  charcoal.^®-  Krenzelok  compared 
sorbitol,  magnesium  citrate,  and  magnesium 
sulfate  given  with  activated  charcoal. Sorbitol 
produced  the  most  rapid  appearance  of  char- 
coal stools  with  a mean  transit  time  of  77  min- 
utes. Activated  charcoal/sorbitol  suspensions 
have  also  been  studied  and  found  to  effec- 
tively inhibit  drug  absorption.^®- 

Although  the  optimal  dose  of  sorbitol  as  a 
cathartic  with  activated  charcoal  is  not  known, 
a dose  of  100  ml  of  a 70%  solution  for  adults 
and  1 ml/kg  of  a 70%  solution  for  pediatric 
patients  is  recommended. 

Annotations  for  Chart 

1.  This  assumes  that  a careful  history  has 
been  obtained  and  it  appears  that  the  patient 
may  have  ingested  a potentially  toxic  amount 
of  a drug  or  other  poison  requiring  gastroin- 
testinal decontamination  with  or  without  ad- 
ditional treatment.  This  figure  provides 
gastrointestinal  decontamination  guidelines 
only.  A poison  control  center  and  other  toxi- 
cology resources  should  be  consulted  for  ad- 
ditional management  appropriate  to  the 
specific  patient. 

2.  If  a patient  is  being  considered  for  some 
form  of  gastrointestinal  decontamination  at 
home  and  it  has  been  greater  than  1 hour  since 
the  ingestion,  the  value  of  ipecac  syrup-in- 
duced emesis  is  questionable  and  the  relative 
preference  for  activated  charcoal  is  increased. 


It  should  also  be  considered  that  in  these  cir- 
cumstances the  patient  may  not  require  any 
gastrointestinal  decontamination  and  the  de- 
cision for  how  and  where  to  have  the  patient 
evaluated  and  treated  must  be  made  on  an 
individual  basis. 

3.  Before  gastric  lavage  or  placement  of  an 
NG  tube,  it  must  be  assured  that  the  patient's 
airway  will  be  protected. 

4.  If  the  patient  has  ingested  a toxic  dose  of 
a substance  that  could  rapidly  cause  him/her 
to  become  obtunded,  ipecac  syrup  should  not 
be  used,  and  if  the  patient  is  to  be  lavaged,  it 
must  be  assured  that  the  patient's  airway  will 
be  protected. 

5.  In  the  alert  patient,  ipecac  syrup-induced 
emesis  is  generally  preferable  to  gastric  lavage 
(except  as  noted  in  4 above). 

6.  There  are  some  data  that  suggest  that  ac- 
tivated charcoal  administered  prior  to  lavage 
may  be  more  effective  than  when  given 
after. 

7.  If  the  history  is  unclear  and  there  is  doubt 
as  to  the  time  of  ingestion,  it  is  best  to  assume 
that  it  has  been  > 1 hour. 

8.  Unless  it  can  be  determined  with  cer- 
tainty that  an  adult  has  accidentally  ingested 
a poison  (rather  than  a suicide  attempt),  the 
history  should  be  considered  unreliable  and 
the  patient  should  be  treated  immediately  in 
an  emergency  room.  If  activated  charcoal  is 
available  in  the  home,  it  may  be  considered. 

9.  This  implies  that  after  a careful  history 
has  been  taken,  it  can  be  determined  that  the 
maximum  dose  of  the  substance  that  the  pa- 
tient may  have  ingested  would  not  cause  tox- 
icity which  would  require  immediate  medical 
attention.  Follow-up  via  telephone  may  be 
necessary  to  assess  the  patient's  progress  and 
determine  if  further  treatment  is  needed. 

10.  This  implies  that  examination  by  a phy- 
sician and/or  laboratory  tests  may  be  required 
to  establish  a diagnosis  and  prognosis,  or  tox- 
icity may  occur  which  would  require  imme- 
diate medical  attention. 

11.  If  the  patient  has  ingested  a substance 
that  could  cause  him/her  to  become  obtunded 
or  could  cause  seizures,  ipecac  syrup  should 
not  be  used  and  the  patient  should  be  taken 
to  an  emergency  medical  facility  immediately. 
If  the  ingestion  has  just  occurred  and  the  pa- 
tient is  able  to  drink,  activated  charcoal  may 
be  considered. 

(Please  turn  to  page  238) 
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Conclusions 

Comparative  studies  have  demonstrated  that 
activated  charcoal  or  activated  charcoal  and  a 
cathartic  are  as  effective  or  more  effective  in 
preventing  drug  or  poison  absorption  than 
gastric  emptying  procedures  or  gastric  emp- 
tying procedures  followed  by  activated  char- 
coal and  a cathartic.  Moreover,  a large  clinical 
study  found  that  with  the  exception  of  gastric 
lavage  of  obtunded  patients  within  the  first  hour 
after  poison  ingestion,  a gastric  emptying  pro- 
cedure before  activated  charcoal  and  a cathar- 
tic did  not  produce  a better  clinical  result  than 
activated  charcoal  and  a cathartic  alone.  There- 
fore, it  seems  reasonable  to  consider  activated 
charcoal  or  activated  charcoal  and  a cathartic 
— and  not  ipecac  syrup  or  gastric  lavage  — as 


the  preferred  initial  method  of  gastrointestinal 
decontamination  in  most  poisoned  or  over- 
dosed patients.  However,  much  of  the  data 
were  collected  in  studies  with  relatively  small 
doses  of  the  poison  or  in  patients  presenting 
for  treatment  several  hours  after  the  ingestion. 
Therefore,  a gastric  emptying  procedure 
should  still  be  considered  in  patients  ingesting 
massive  quantities  of  poison  and  in  patients 
presenting  within  the  first  hour  after  inges- 
tion. A gastric  emptying  procedure  should  also 
be  considered  when  the  poison  ingested  is  not 
adsorbed  by  activated  charcoal. 

Suggested  guidelines  for  the  gastrointes- 
tinal decontamination  of  patients  who  have 
ingested  a potentially  toxic  amount  of  a drug 
or  other  poison  are  presented  in  an  algorthm 
(See  Chart).  Further  refinement  of  these  guide- 
lines may  be  necessary  when  more  data  are 
available.  — Kevin  Moores,  Pharm.D.,  Su- 
pervisor, Drug  Information/ Poison  Control  Center, 
Department  of  Pharmacy,  and  Reynold  Spector, 
M.D.,  Professor,  Internal  Medicine  and  Pharma- 
cology. 
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MEDICAL  DIRECTION 
OF  PREHOSPITAL  CARE 


IN  Iowa's  prehospital  setting,  emergency 
care  of  the  sick  and  injured  is  not  always 
provided  by  adequately  trained  and  equipped 
individuals.  Some  ambulance  services  still  have 
inadequate  equipment  and  personnel  with  lit- 
tle training.  Iowa  has  no  legislation  on  mini- 
mum standards  for  "basic  care"  ambulance 
services.  Consequently,  many  of  those  serv- 
ices operate  with  little  or  no  physician  involve- 
ment. 

Due  in  part  to  the  wide  spectrum  of  pre- 
hospital care  providers,  physician  involve- 
ment in  all  aspects  of  prehospital  care  is 
essential.  With  today's  competitive  health  care 
market  and  increased  liability  concerns,  it  is 
important  the  service  program  medical  direc- 
tor play  an  active  role  in  ensuring  the  delivery 
of  high  quality  care. 

Medical  direction  involves  accountability  by 
physicians  for  the  medical  conduct  of  EMS 
providers.  Presently,  only  "advanced  care" 
services  are  required  to  have  a designated 
medical  director.  Iowa  Code,  Chapter  147A, 
and  Iowa  Administrative  Code  470  — Chapter 
132,  delineate  some  responsibilities  of  the 
service  program  medical  director.  These  re- 
sponsibilities include,  but  are  not  limited  to: 

1.  Maintaining  liaison  with  other  physi- 
cians and  hospital  personnel. 

2.  Monitoring  and  evaluating  daily  activi- 
ties of  the  service  program. 

3.  Coordinating  and  assessing  continuing 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


education  programs  for  service  program  per- 
sonnel. 

4.  Providing  individual  evaluation  and  con- 
sultation for  service  program  personnel. 

5.  Developing,  updating  and  approving 
protocols  to  be  followed  by  service  program 
personnel. 

6.  Developing  written  parameters  and  pro- 
tocols to  be  followed  by  physicians  and  phy- 
sician designees  in  supervision  of  service 
program  personnel. 

7.  Ensuring  that  any  supervising  physician 
or  physician  designee  has  demonstrated  com- 
petency equivalent  or  superior  to  that  of  the 
medical  care  personnel. 

8.  Informing  the  medical  community  of  the 
advanced  emergency  medical  care  being  pro- 
vided according  to  approved  protocols  in  the 
service  program  area. 

Supervising  Physicians 

The  medical  director  is  responsible  for  pro- 
viding medical  direction  and  supervision  of 
the  service  program.  The  medical  director  may 
appoint,  in  writing,  supervising  physicians 
(M.D.'s  or  D.O.'s)  or  physician  designees 
(P.A.'s  or  R.N.'s)  to  provide  medical  direction. 
All  medical  directors,  supervising  physicians 
and  physician  designees  must  be  licensed/cer- 
tified in  Iowa.  Effective  July  1,  1986,  they  must 
also  maintain  certification  in  Advanced  Car- 
diac Life  Support. 

Supervising  physicians  and  physician  desig- 
nees may  assist  the  medical  director  by:  (1) 
Reviewing  the  advanced  emergency  medical 
care  provided,  (2)  Reviewing  and  updating 
protocols,  (3)  Providing  and  assessing  contin- 
uing education  needs  for  the  service  program 
personnel,  and  (4)  Resolving  operational  prob- 
lems or  conflicts. 

(Please  turn  to  page  240) 
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The  medical  director,  supervising  physician 
or  physician  designee  must  periodically  audit 
the  documentation  of  all  calls  involving  ad- 
vanced emergency  medical  care  and  randomly 
audit  documentation  of  calls  involving  basic 
care.  The  audits  should  include,  as  a mimi- 
mum,  a review  of  patient  care  by  the  service 
personnel  and  proposed  remedies  for  defi- 
ciencies or  potential  deficiencies  regarding 
medical  knowledge  or  skill  performance. 

Personnel  Duties 

Another  responsibility  of  a medical  director 
is  ensuring  that  the  service  program  personnel 
duties  are  consistent  with  their  level  of  train- 
ing and  the  program's  level  of  authorization. 

Consistency  is  especially  important  in  trans- 
portation of  patients  receiving  intravenous  in- 
fusions. In  Chapter  147A,  the  definition  of 
advanced  emergency  medical  care  includes 
"administration  of  intravenous  solutions."  The 
Iowa  Board  of  Medical  Examiners  has  deter- 
mined that  the  word  "administration"  in- 
cludes the  monitoring,  etc.,  of  an  IV  infusion. 
Therefore,  only  Advanced  EMT-I,  EM,T-II  or 
Paramedic  services  are  authorized  to  transport 
patients  with  non-medicated  IV  solutions  in- 
fusing. Only  Advanced  EMT-II  or  Paramedic 
services  are  authorized  to  transport  patients 
with  medicated  IV's  being  administered. 

If  a patient's  IV  is  not  medically  required,  it 
can  be  removed  or  replaced  with  a heparin 
lock.  If  the  patient's  condition  requires  an  IV 
remain  in  place,  the  transferring  physician  and 
facility  should  evaluate  the  patient's  needs  and 
the  transporting  service's  capabilities.  If  the 
patient's  needs  exceed  the  service's  legal  ca- 
pabilities, additional  staff  (physician,  P.A.  or 
R.N.)  should  be  considered  or  a service  au- 


OUR MAN  IN  EDUCATION 

(Continued  from  page  229) 


in  isolation  to  test  the  faculty  of  speech,  and 
he  cut  open  men  to  observe  the  process  of 
digestion"  (ethical  review  boards  weren't  in- 
vented, remember,  until  a decade  ago).  He 
was  also  willing  to  credit  his  own  observations, 
experiments  and  inquiries,  and  to  question  what 
he  read  in  the  19  books  on  animal  life  by  the 
greatest  biologist  of  antiquity,  Aristotle,  whom 


thorized  to  handle  the  patient's  needs  should 
be  contacted. 

This  is  an  issue  of  great  concern  to  basic  care 
ambulance  services  because  they  are  some- 
times asked  to  transport  a patient  who  needs 
advanced  care  procedures  for  which  they  are 
not  trained  or  certified.  The  service  program 
medical  director  should  take  an  active  role  in 
educating  hospital  physicians  and  staff  re- 
garding the  limitations  of  their  local  ambu- 
lance service. 

Another  area  of  concern  in  Iowa  (especially 
with  services  that  have  a low  call  volume)  is 
skill  level  maintenance.  The  EMT-Defibrillator 
(EMT-D)  program  has  addressed  this  concern 
through  monthly  hands-on  training  with  med- 
ical director  involvement.  This  approach  can 
apply  to  any  level  of  service.  Some  services 
address  this  issue  by  requiring  personnel  to 
document  use  of  basic  and/or  advanced  skills 
on  a periodic  basis.  If  personnel  have  not  had 
the  opportunity  to  perform  the  skill  "in  the 
field,"  they  must  do  so  through  simulation  or 
in-hospital  clinical  experience. 

Through  active  participation,  the  medical  di- 
rector can  help  maintain  skill  proficiency  and 
professionalism  and  gain  added  protection 
from  liability.  The  true  effectiveness  and  qual- 
ity of  a service  program  is  often  related  to  the 
role  the  medical  director  plays  in  its  overall 
operation. 

For  further  information  about  your  role  as 
a medical  director  of  a basic  or  advanced  care 
service  program,  contact  the  Iowa  Department 
of  Health,  Emergency  Medical  Services  Sec- 
tion, Lucas  State  Office  Building,  Des  Moines, 
Iowa  50319,  (515)  281-3741.  — Donald  E. 
Kerns,  Director,  Emergency  Medical  Services 
(EMS),  Iowa  Department  of  Health. 


Frederich  respected  "as  a learned  literary  man 
[who]  relies  too  much  on  hearsay  and  tradition 
and  had  little  practical  experience  with  birds 
— especially  birds  of  prey."  That  kind  of  in- 
dependent thinking  could  have  beat  Co- 
pernicus and  Vesalius  to  the  punch  by  more 
than  300  years! 

The  bird  in  my  gaze  flew  away.  The  fire 
behind  me  warmed  me.  The  weather,  the  vista, 
the  ruminations  about  Breughel  and  Frederich 
pleased  me.  It  was  the  perfect  setting  to  do 
what  I did  — doze  off.  But,  I suspect,  with  a 
smile  on  my  face. 
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March  1986  Morbidity  Report 


Disease 

Mar. 

1986 

Total 

1986 

to 

Date 

1985 

to 

date 

Most  Mar.  Cases 
Reported  From 
These  Counties 

Aids 

6 

8 

2 

Amebiasis 

2 

11 

10 

Johnson 

Brucellosis 

0 

0 

0 

Chicken  pox 

1139 

3684 

3122 

Scattered 

Campylobacter 

16 

41 

30 

Scattered 

Cytomegalovirus 

2 

8 

1 

Johnson 

Eatons  Agent 
Infection 

2 

3 

6 

Emmet,  Polk 

Encephalitis,  viral 

1 

2 

9 

Linn 

Erythema  Infectiosum 

0 

0 

0 

Gastroenteritis  (GIV) 

1516 

8323 

6827 

Scattered 

Giardiasis 

20 

84 

68 

Scattered 

Hepatitis,  A 

1 

10 

7 

Johnson 

Hepatitis,  B 

10 

22 

26 

Scattered 

Hepatitis,  Non  A-B 

3 

5 

5 

Chickasaw,  Hardin, 

Hepatitis 

type  unspecified 

0 

0 

0 

Woodbury 

Herpes  Simplex 

99 

320 

246 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

2 

5 

2 

Boone,  Woodbury 

Infectious 

mononucleosis 

15 

97 

56 

Scattered 

Influenza, 

lab  confirmed 

82 

213 

156 

Scattered 

Influenza-like 
illness  (URI) 

9905 

63417 

18563 

Scattered 

Legionellosis 

1 

4 

2 

Palo  Alto 

Malaria 

0 

1 

0 

Meningitis 

aseptic 

3 

6 

9 

Lee,  Clinton,  Wayne 

bacterial 

9 

23 

36 

Scattered 

meningococcal 

2 

6 

4 

Clinton,  Linn 

Mumps 

0 

5 

5 

Pertussis 

2 

4 

1 

Clinton,  Polk 

Rabies  in  animals 

9 

3 

44 

Scattered 

Reye  Syndrome 

0 

0 

2 

Rheumatic  Fever 

0 

1 

0 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

8 

36 

33 

Scattered 

Shigellosis 

0 

3 

7 

Toxic  Shock 
Syndrome 

0 

3 

5 

Tuberculosis 
total  ill 

2 

11 

20 

Hardin,  Scott 

bact.  pos. 

2 

11 

18 

Hardin,  Scott 

Typhoid  Fever 

0 

1 

0 

Venereal  diseases; 
Gonorrhea 

223 

889 

1081 

Scattered 

Chlamydia 

132 

558 

9 

Syphilis 

1 

5 

11 

Lee 

Other  Non-Reportable  Diseases:  Clonorchis  — 1 , Woodbury; 
Ureopiasmo  Ureolyticum — 1,  Benton,  1,  Cedar,  1,  Clinton,  1, 
Jackson,  8,  Johnson,  1,  Washington. 


Your  Investment  Advisor 
Should  Take  \bur 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group.  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines,  Iowa  50309 


Statesman  Investment 
Advisors,  Inc. 

515-284-7648 
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Medical 

Assodates 


IOWA’S  FIRST 
FEDERALLY  QUALIFIED 

HMD 

OWNED  AND  MANAGED 
BY  IOWA  PHYSICIANS 


Offering  comprehensive  prepaid  health  care  for  individuals,  groups  and 
Medicare  beneficiaries.  Now  soliciting  participation  by  Iowa  physicians 
and  hospitals. 

Doctors:  You  will  like  the  public  response  to  health  maintenance 
concepts  and  the  resulting  doctor/patient  rapport.  You  will  also 
appreciate  the  ease  of  our  administrative  procedures  and  rapid 
turnaround  time  of  claims  payments.  Call  or  write: 

Chet  Helland 

Director  of  Professional/lnstitutional  Relations 
Medical  Associates  HMO 
One  Dubuque  Plaza,  Suite  230 
Dubuque,  lA  52001 

1-800-248-4403 
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Thank  you  for  your  loyal  support 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , election  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol,  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%),  AV  block: 
3rd  degree  (0  8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3  6%),  headache  (1  8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 


■ KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 
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save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
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—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
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— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
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Bcinds  Division,  Department  of 
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20226. 
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News  About  Colleagues 
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IOWA  PHYSICIANS 

Dr.  Craig  D.  Ellyson,  Waterloo,  recently  com- 
pleted 50  years  in  medical  practice.  Dr.  Ellyson 
received  the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine.  Following  a residency  in  Chicago, 
he  began  medical  practice  in  Waterloo  in  1936. 
. . . Dr.  William  H.  Myerly,  Spirit  Lake,  re- 
cently was  honored  by  Iowa  Methodist  Med- 
ical Center  in  Des  Moines.  In  recognition  of 
the  significant  contributions  made  by  Dr. 
Myerly  during  his  20-years  on  the  medical  staff, 
a private  dining  room  at  IMMC  has  been 
named  in  his  honor.  Dr.  Myerly  performed  the 
first  open  heart  surgery  in  the  United  States 
outside  of  the  Mayo  Clinic  at  IMMC  on  Feb- 


ruary 22,  1956,  and  was  the  first  surgeon  in 
Iowa  to  perform  open  heart  surgery  on  live 
public  television.  As  a member  of  the  IMMC 
staff,  he  served  as  chief  of  surgery  and  super- 
vised the  hospital's  physician  residency  pro- 
gram. In  1970,  Dr.  Myerly  relocated  in 
northwest  Iowa  where  he  practiced  general 
surgery  until  his  recent  retirement.  . . . New 
officers  of  the  Buchanan  County  Medical  So- 
ciety are  — Dr.  John  L.  Mochal,  president; 
Dr.  Abhi  Desai,  vice  president;  and  Dr.  Duane 
D.  Jasper,  secretary-treasurer.  . . . Dr.  James 
W.  Roeder,  Clinton,  was  a guest  speaker  at  an 
American  Academy  of  Facial  Plastic  and  Re- 
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BEING  A PHYSICIAN 
AND  A FAMILY  MAN 
IS  LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE. 


It's  very  difficult  to  do.  And  the  fact  that  a phy- 
sician has  medicine  and  business  to  handle 
makes  for  a big  investment  in  time  and  money 
. . . often  at  the  expense  of  his  family. 

We  use  the  group  practice  system  of  health 
care;  it  allows  maximum  patient  contact  with  a 
minimum  of  administrative  responsibilities. 

We  offer  the  opportunity  to  specialize,  excel- 
lent compensation  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care,  and  more. 

We  want  you  to  do  one  thing  — practice  med- 
icine. For  more  information,  at  no  obligation,  call 
us  today.  We’re  the  Air  Force  Health  Care  Team. 


Connie  Stepnitz 
(319)351-6494 
CALL  COLLECT 
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constructive  Surgery  symposium  sponsored  by 
Loyola  University  in  Chicago.  Dr.  Roeder's 
presentation  was  entitled,  “Emergency  Man- 
agement of  Soft  Tissue  Facial  Injuries." 


DEATHS 


Dr.  A.  J.  Havlik,  Tama  physician  for  51  years, 
died  March  8 at  University  Hospitals  in  Iowa 
City.  Dr.  Havlik  received  the  M.D.  degree  and 
interned  at  Loyola  University  Stritch  School  of 
Medicine  in  Maywood,  Illinois.  He  began 
medical  practice  in  Tama  in  1934.  Dr.  Havlik 
was  a trustee  and  chairman  of  the  board  of  the 
Iowa  Medical  Society;  he  received  the  IMS 
Merit  Award  in  1984;  he  was  a life  member  of 
the  IMS  and  American  Academy  of  Family 
Physicians  and  served  38  years  as  secretary- 
treasurer  of  the  Tama  County  Medical  Society. 
In  1970,  Dr.  Havlik  retired  after  25  years  as 
captain  and  commanding  officer  of  the  Cedar 
Rapids  Naval  Reserve  Medical  Corps.  He  was 
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PULMONARY  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  May  9,  1986  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 


Featured  speakers  include;  George  G.  Burton,  M.D. 

Richard  C.  Woellner,  M.D. 

Noe  Zamel,  M.D. 

Topics  include: 

Early  Diagnosis  of  Lung  Disease  - The  Key  Recent  Advances  in  Pulmonary  Medicine 


The  Patient  with  Cough  - The  Diagnostic  Cocktails  and  Controversies  in  Pulmonary 
Dilemma  Medicine 


Agricultural  Lung  Disease 

The  Puzzle  of  the  Dyspneic  Patient 

Systemic  Manifestations  of  Pulmonary 
Disease 

Workshops 


8 C.M.E.  and  8 A.A.F.P.  credits  to  be 
awarded 

Lecture  Series  courtesy  of: 

Bishop  Clarkson  Memorial  Hospital 
Medical /Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 


For  more  information  call  402-559-3378 
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a veteran  of  World  War  II  and  received  the 
Navy  Civil  Star  medal. 

Dr.  Loren  E.  Collins,  76,  Sioux  City,  died 
March  9 at  a Sioux  City  Hospital.  Dr.  Collins 
received  the  M.D.  degree  at  Creighton  Uni- 
versity in  Omaha  and  took  postgraduate  work 
at  the  University  of  Vienna,  Austria.  He  began 
medical  practice  in  Sioux  City  in  1954.  Dr.  Col- 
lins was  a charter  member  of  the  American 
Society  of  Nuclear  Physicians;  member  of 
American  College  of  Radiology  and  life  mem- 
ber of  the  Iowa  Medical  Society. 

Dr.  David  C.  Alftine,  76,  Ames,  died  March 
7.  Dr.  Alftine  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine.  From  1946-1954 
he  practiced  medicine  in  Muscatine.  From  1954- 
1962  he  was  associated  with  the  Department 
of  Radiology  at  the  U.  of  I.  and  in  1962  joined 
the  McFarland  Clinic  in  Ames,  retiring  in  1974. 

Dr.  Franklin  C.  Perkins,  83,  longtime  Hedrick 
physician,  died  March  17  at  Ottumwa  Manor. 
Dr.  Perkins  received  the  M.D.  degree  and  in- 
terned at  the  U.  of  I.  College  of  Medicine.  He 
began  his  medical  practice  in  Hedrick  in  1928. 
He  was  the  first  president  of  the  original  Lions 
Club  in  Hedrick  and  was  a life  member  of  the 
Iowa  Medical  Society. 

Dr.  Henry  E.  Hamilton,  69,  a senior  professor 
of  internal  medicine  whose  association  with 
the  U.  of  I.  covered  50  years,  died  March  27 
at  his  home  in  Iowa  City.  Dr.  Hamilton  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  interned  in  Cleveland,  Ohio. 
Following  a surgical  residency  at  U.  of  I.,  he 
spent  four  years  as  major  at  the  Evacuation 
Flospital  in  the  South  Pacific.  He  served  an 
internal  medicine  residency  at  the  U.  of  I.,  then 
was  appointed  instructor  on  the  U.  of  I.  med- 
ical faculty.  Dr.  Hamilton  was  twice  named 
“Teacher  of  the  Year"  by  U.  of  I.  senior  med- 
ical classes.  He  was  the  author  of  some  50  pub- 
lished scientific  papers,  more  than  a dozen 
books,  and  assisted  in  producing  more  than 
50  exhibits,  films  and  tapes. 

Dr.  Charles  J.  Baker,  79,  former  Fort  Dodge 
physician,  died  March  11  in  Mesa,  Arizona. 
Dr.  Baker  received  the  M.D.  degree  from  Cor- 
nell Medical  School  in  New  York  and  interned 
at  a Brooklyn  hospital.  From  1939-1979,  he 
practiced  medicine  in  Fort  Dodge.  In  1970,  he 
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joined  the  health  service  of  Arizona  State  Uni- 
versity, retiring  in  1977. 

Dr.  Ambrose  J.  Callaghan,  66,  Sioux  City,  died 
March  18  at  a Sioux  City  hospital.  Dr.  Cal- 
laghan received  the  M.D.  degree  at  the  U.  of 
1.  College  of  Medicine;  interned  and  served 
his  surgery  residency  at  Mt.  Carmel  Hospital 
in  Detroit,  Michigan  and  St.  Joseph  Hospital 
in  Omaha.  He  was  a member  of  the  American 
Board  of  Surgeons  and  a fellow  of  the  Amer- 
ican College  of  Surgeons. 

Dr,  David  T.  Kaung,  67,  associate  director  of 
the  University  of  lowa-Des  Moines  Internal 
Medicine  Residency  program  from  1976  to 


CLASSIFIED 

ADVERTISING 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — BC/BE  — To  join  a 10- 
physician,  multi-specialty  group  in  eastern  Iowa,  within  a 30-mile  drive 
of  the  University  of  Iowa.  Well  equipped  80-bed  JCAH  hospital  adja- 
cent. First  year  salary  guaranteed.  Liberal  fringe  benefits.  A diverse 
and  stable  economy  in  a 40,000  population  service  area  with  an  excellent 
school  system.  Contact  Mark  Odell,  M.D.,  Muscatine  Health  Center, 
P.C.,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761.  319/264-3220. 


FOR  PURCHASE  — Established  medical  practice  of  36  years  includes 
well-equipped  building  adequate  for  several  physicians.  Located  in 
northwest  Des  Moines.  Available  after  October  1,  1986.  For  further 
information,  write  No.  1569,  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — In  northwest  Iowa 
community  of  80,000  with  2 well-equipped  hospitals  and  tertiary  care 
facilities.  For  further  information,  write  No.  1570,  IOWA  MEDICINE, 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


IMMEDIATE  OPENING  IN  IOWA  — Full-time  emergency  physician 
to  staff  2 community  hospitals  in  Sioux  City,  population  90,000.  ACLS/ 
ATLS  required.  Independent  contractor  status  with  excellent  hourly 
compensation.  Call  or  send  CV  to  Don  E.  Boyle,  M.D.,  2918  Hamilton 
Blvd.,  Sioux  City,  Iowa  51104.  712/255-1649  or  Paul  Berger,  M.D.,  5909 
Pine  View  Drive,  Sioux  City,  Iowa  51106.  712/276-3308. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


INTERNIST  OR  FAMILY  PRACTITIONER  WANTED  — To  join  small 
multispecialty  clinic  in  southeast  Iowa.  Community  of  6,500;  drawing 
area  20,000;  50-bed  hospital.  Reply  to  Donald  K.  Miller,  M.D.,  Wash- 
ington Medical  Clinic,  Washington,  Iowa  52353.  319/653-6601. 


1984,  died  March  14  at  Iowa  Methodist  Med- 
ical Center  in  Des  Moines.  Dr.  Kaung  received 
the  M.D.  degree  at  West  China  Union  Uni- 
versity in  Chengtu,  China,  and  served  an  in- 
ternal medicine  residency  at  the  University  of 
Minnesota  and  at  Sunnyacres  Hospital  and 
Cleveland  City  Hospital  in  Cleveland,  Ohio. 
From  1957  to  1974,  Dr.  Kaung  was  a U.  of  I. 
College  of  Medicine  faculty  member.  Though 
he  moved  to  Des  Moines  in  1974  to  become 
chief  of  the  medical  service  at  the  Veterans 
Administration  Medical  Center,  he  remained 
a member  of  the  U.  of  I.  faculty  until  his  re- 
tirement in  1984. 


FAMILY  PRACTICE  — DENISON  — Excellent  opportunity  to  join  2 
established  general  practitioners  in  Donna  Reed's  home  town.  Small 
town  life,  with  excellent  school  system,  and  business  from  3 packing 
plants.  Limited  call  schedule  and  salary  guarantee  with  partnership 
possibility.  Contact  RoseMary  Mason,  M.D.  or  David  M.  Tan  Creti, 
M.D.,  1820  Highway  30  East,  Denison,  Iowa  51442.  712/263-6116. 


WANTED  IMMEDIATELY  — Used  treadmill  and  monitor.  Must  be  in 
excellent  condition.  Please  send  appropriate  information  to  RESIDENT, 
620  44th  Street,  Des  Moines,  Iowa  50312. 


WANTED  — ED  PHYSICIANS  — Full  and  part-time  physicians  to  staff 
the  Emergency  Department  at  Mercy  Hospital  Medical  Center.  Please 
contact  Dr.  Kenneth  P.  Schultheis  at  515/247-4445  or  write:  Dr.  Kenneth 
P.  Schultheis,  Emergency  Physicians  Services,  P.C.,  Mercy  Hospital 
Medical  Center,  Sixth  and  University,  Des  Moines,  Iowa  50314. 


WANTED  — Medical  paraphernalia  of  historical  interest.  Contact  D.  E. 
Dorrenbos,  M.D.,  194  6th  Avenue,  N.E.,  Le  Mars,  Iowa  51031.  Phone 
712/546-8113. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


FAMILY  PRACTICE  — For  sale  in  southeast  Iowa.  Physician  retiring, 
may  be  purchased  for  a small  fee.  Includes  medical  equipment.  For 
further  information  write  No.  1566,  IOWA  MEDICINE,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 


NEEDED  — GENERAL  INTERNIST  AND  SURGEON  — Board  certi- 
fied or  board  eligible.  Associate  with  group.  County  seat  town.  Cen- 
terville, Iowa.  Call  515/437-4344  or  515/437-4443. 


GENERAL  INTERNIST  WANTED  — Medical  Associates  Clinic,  22- 
physician  multispecialty  group  practice  in  eastern  Iowa,  has  an  opening 
for  a general  internist.  Board  certified  or  eligible.  Competitive  salary 
and  comprehensive  benefits.  Excellent  school  system.  Ideal  family  liv- 
ing. Call  collect  319/243-2511  or  send  curriculum  vitae  with  names  of 
references  to  Roger  Greenwald,  Administrator,  Springdale  Drive  & 13th 
Avenue  North,  Clinton,  Iowa  52732. 
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MEDICAL  BILLING  — We  are  an  Iowa-based,  physician-owned  service 
bureau  offering  professional  management  services  for  a profitable  prac- 
tice. We  can  professionally  manage  your  accounts  receivable  and  pay- 
able, bookkeeping,  payroll  and  inventory  control  programs. 
Computerized,  modem,  state-of-the-art  equipment  with  hospital  data 
capture  and  electronic  claims  submission  capabilities.  Contact  Dwight 
Hughes,  Professional  Management  Systems,  Waterloo,  Iowa  50701.  319/ 
232-6000. 


OBSTETRICS/GYNECOLOGY  — Join  busy,  growing  practice  in  one 
of  America's  leading  metropolitan  areas.  Excellent  compensation  pack- 
age including  paid  professional  liability  insurance,  four  weeks  paid 
vacation,  two  weeks  paid  conference  leave,  disability,  retirement,  hos- 
pital dues  and  more.  Practice  includes  more  than  300  births  monthly, 
fetal  monitoring,  ultrasonography,  laser  surgery,  gyn  surgery,  colpos- 
copy, infertility,  laparoscopy,  midwife  program  and  a new  birthing 
center.  Must  be  board  certified  or  board  eligible.  Contact:  M.  Aksoy, 
M.D.;  Chairman,  Department  of  Obstetrics  and  Gynecology;  GROUP 
HEALTH,  INC.;  2829  University  Ave.  S.E.,  Suite  220,  Minneapolis, 
Minnesota  55414. 


FARGO  CLINIC,  LTD.  — Family  Practice  opportunity  available  for  an 
Immediate  Care  physician;  metropolitan  area  of  130,000;  35  minutes 
from  clean  lakes  region;  no  call;  regular  office  hours.  If  interested, 
please  send  C.V.  and  references  to  Dr.  Chuck  Anderson,  P.O.  Box  2067, 
Fargo,  North  Dakota  58123. 


MINNEAPOLIS  — FAMILY  PRACTICE,  INTERNAL  MEDICINE,  OB- 
STETRICS/GYNECOLOGY, CHILD  PSYCHIATRY,  OPHTHALMOL- 
OGY — Join  established  multispecialty  group  in  one  of  America's  lead- 
ing metropolitan  areas.  Group  provides  professional  liability,  4 weeks 
paid  vacation,  2 weeks  paid  conference  leave,  disability,  retirement, 
hospital  dues  and  more.  Must  be  board  certified  or  board  eligible. 
Direct  inquiries  to:  Paul  J.  Brat,  M.D.,  Medical  Director,  GROUP 
HEALTH,  INC.,  2829  University  Avenue,  S.E.,  Minneapolis,  Minne- 
sota 55414. 


STAFF  PHYSICIAN  — For  Student  Health  Services,  University  of  Iowa. 
Salary  negotiable  and  competitive.  An  Equal  Opportunity/Affirmative 
Action  Employer.  Send  letter  of  application  and  curriculum  vitae  to 
Mary  Khowassah,  M.D.,  Student  Health  Services,  Steindler  Building, 
Iowa  City,  Iowa  52242. 


CLINICAL  PRECEPTORSHIP  WANTED  — American  medical  student 
in  3rd  year  of  training  at  University  of  Pavia,  Italy,  seeks  a 1-month 
preceptorship  (August,  1986)  with  a private  practitioner  in  the  specialty 
of  internal  medicine,  pediatrics,  or  family  practice.  For  more  infor- 
mation, contact  Chris  Gratton,  M.D.,  P.C).  Box  186,  Waterloo,  Iowa 
50704. 


ORTHOPEDIC  SURGEON  NEEDED  — Excellent  practice  opportunity 
available  for  orthopedic  surgeon  in  association  with  2 board  certified 
general  surgeons  in  northwest  Iowa.  Modern,  expanding  hospital  fa- 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN;  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515243-3690  or  Iowa  toll-free:  1-800-622-8335 


cilities  in  growth-oriented-communities.  Excellent  financial  and  benefit 
package.  Contact  J.  Dwight  Gray,  Administrator,  Floyd  Valley  Hos- 
pital, Le  Mars,  Iowa  51031.  Call  712/546-7871. 


PSYCHIATRIST  WANTED  — To  establish  practice  in  southeast  Iowa. 
Excellent  facilities  available.  For  further  information  write  No.  1567, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


GENERAL  SURGEON  BC/BE  — With  vascular  experience  in  the  Mid- 
west. Established  busy  practice.  200-bed  hospital.  For  further  infor- 
mation write  No.  1565,  IOWA  MEDICINE,  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 
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PHYSICIANS' 

DIRECTORY 


ALLERGY 


GASTROENTEROLOGY  NEONATOLOGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515  421-5677 

PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515  288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

GYNECOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
31 9/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 

STEVEN  K.  ZORN,  M.D. 

4060  WESTOWN  PKWY. 

WEST  DES  MOINES  50265 
515/225-8452 

CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY.  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PUZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


ALFREDO  D.  SOCARRAS,  M.D. 

421  UUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN.  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT.  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 
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OPHTHALMOLOGY 


WOLFE  CLINIC.  P.C. 

OTIS  0.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.O., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  OAVISON,  M.O. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  # 3 
WEST  DES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  0.  WHINERY,  M.D., 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  8.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER.  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA.  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSDCIATES,  P.C. 

RDBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  8.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD..  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PUZA 
421  LAUREL,  SUITE  402 
DES  MDINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPDDEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  8.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER.  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 
A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG.  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON.  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
OES  MOINES  50309 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
432  EAST  BLOOMINGTON 
IOWA  CITY  52240 
319/338-7941 


CAVALLIN  ANO  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SER- 
VICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SAHERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
719  BADGEROW  BLDG. 

622  4TH  STREET 
SIOUX  CITY  51101 
712/277-2379 

PSYCHIATRIC  THERAPY  — ALL  AGES 


JEAN  ARNOLD.  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY  — ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY.  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY. 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  RUSTIC  SURGERY 


SINESIO  MISOL,  M.O. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING.  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

3116  BROCKWAY  RO. 

WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO  UROLOGY 
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A Monthly  Commentary 

IIM  THE 
PUBLIC  INTEREST 


A Cold  War  That's  Heating  Up 

Tobacco  is  a dirty  weed.  I like  it. 

It  satisfies  no  normal  need.  I like  it. 

It  makes  you  thin,  it  makes  you  lean, 

It  takes  the  hair  right  off  your  bean. 

It's  the  worst  darn  stuff  I've  ever  seen. 

I like  it. 


Graham  Lee  Hemminger 

This  humorous  verse,  though  written  over 
60  years  ago,  remains  an  accurate  sum- 
mation of  the  contradictory  emotions  felt  by 
smokers.  Yet,  the  verse  is  not  so  humorous  as 
it  was  in  1915.  Why?  Because  in  1986  we  know 
that  tobacco  is  not  just  a "dirty  weed,"  but  a 
killer  weed  as  well. 

The  evidence  indicting  tobacco  is  irrefuta- 
ble. . . 

• Last  year,  smoking  was  responsible  for 
the  deaths  of  an  estimated  350,000  Americans. 

• Smoking  costs  the  U.S.  an  average  of  $65 
billion  per  year  in  higher  medical  bills,  pre- 
mature death  and  time  lost  from  work. 

• Since  1964,  the  price  tag  on  tobacco-re- 
lated cancer,  heart  disease  and  chronic  lung 
disease  has  elevated  to  a whopping  $931.8  bil- 
lion. 

Still,  adults  continue  to  smoke  and  young 
people  continue  lighting  up  that  first  cigarette. 
America's  most  preventable  health  problem 
continues  to  be  a pandemic  monkey  on  our  backs. 

Since  the  day  when  ads  for  Camel  cigarettes 
featured  a physician  "endorsement,"  the  med- 
ical community  has  come  a long  way  in  the 
fight  against  smoking. 

Surveys  show  that  people  rank  physicians' 
advice  as  the  most  effective  inducement  to  quit 
or  reduce  smoking.  More  and  more  physicians 
are  urging  their  patients  to  kick  the  tobacco 
habit.  Doctors  are  also  setting  a good  example. 


The  1984  U.S.  Surgeon  General's  report  says 
10%  of  physicians  smoke  — less  than  one-third 
the  rate  in  the  general  population. 

The  War  on  Tobacco  is  heating  up  and  has 
definitely  reached  Iowa's  medical  community. 
Hospitals  across  the  state  are  adopting  smok- 
ing bans.  One  Des  Moines  hospital  has  dis- 
cussed hiring  only  non-smokers.  In  January, 
the  Iowa  Medical  Society  initiated  a policy 
whereby  its  staff  and  visitors  to  the  head- 
quarters may  smoke  only  in  a lower  level 
lounge.  Several  resolutions  submitted  to  the 
IMS  House  of  Delegates  last  month  urged 
stepped-up  patient  education  and  more  strin- 
gent control  of  tobacco  sales  to  minors. 

A major  resolution  regarding  tobacco  use 
was  submitted  by  the  Student  Medical  Society 
at  the  University  of  Iowa  — a sure  sign  that 
tomorrow's  physicians  are  on  the  front  lines 
in  the  battle  against  smoking. 

The  American  Medical  Association  has 
launched  a multi-pronged  attack  on  tobacco  in 
all  forms.  Recently,  AMA  delegates  passed  a 
resolution  supporting  a ban  on  all  advertising 
of  tobacco  products.  The  AMA  is  also  calling 
for  close  scrutiny  of  other  forms  of  tobacco 
promotion,  prohibition  on  vending  machine 
sales  of  cigarettes  and  health  insurance  dis- 
counts for  non-smokers. 

Feeling  the  weight  of  evidence  against 
smoking,  many  people  have  quit.  Many  others 
haven't.  Whether  the  campaign  for  a tobacco- 
free  society  by  the  year  2000  will  be  realized 
is  uncertain.  But  one  thing  is  sure  — physi- 
cians can  have  a significant  effect  on  the  out- 
come. 
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EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 

. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


ii 


f. . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff. 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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Before  prescribing,  pleose  consult  complete  product 
information,  a summary  of  which  follows: 

Indlcahons:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  earty  morning  awakening,  in  pratients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  theropy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  ^veral  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discoptinue  drug  prior  to  becoming  pregnant  Con- 
fgaer  the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
l^ygoyciccur  if  alcohol  is  consumed  the  day  following  use  for 
-zfii^ime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
-palipns  requiring  complete  mental  alertness  (e  g , operating 
Tnachinery,  driving).  Potential  impairment  of  performance  of 
activities  may  occur  the  day  following  ingestion  Not 
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caution  in  administering  to  addiction-prone  individuals  or 
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cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighfheadedness. 
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orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomihng.  diarrhea,  con- 
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Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  In  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 
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*i  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety'-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol.  / 

Please  see  preceding  page  for  summary  of  producf  informafion 
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1986  MERIT  AWARD  WINNERS^ 


Terence  J.  McCormally,  M.D. 

h'umily  Practice 
Wapello 

Gene  M.  Kuehn,  M.D. 
Obstetrics  / Gynecology 
Mason  City 

Dale  D.  Morgan,  M.D. 

Anesthesiology 
Cedar  Rapids 


William  McMillan,  M.D. 

Otolaryngology 

Ottumwa 

Carters.  Young,  D.O. 

Radiology 
Des  Moines 

R.  Bruce  Trimble,  M.D. 

Rheumatology 
Mason  Cit\ 


Richard R.  Ripperger,  M.D. 

Orthopedics 

Davenport 

iMwrence  O.  Goodman,  M.D. 

Internal  Medicine 
Marshalltown 

Marion  E.  Alberts,  M.D. 

Pediatrics 
Des  Moines 


Clarkson  L.  Kelly,  Jr.,  M.D. 

General  Surgery 
Charles  City 

Elias  C.  Jacobo,  M.D. 

Urology 

Waterloo 

LeoJ.  Plummer,  M.D. 
Ophthalmology 
West  Des  Moines 


We’re  taking  charge! 

We  ’re  meeting  our  medicai  iiabiiity  insurance 
needs  with  a program  of  our  own  making. 

We’re  iowa  physicians  working  together  to 
maintain  a stahie  protection  with  significant 
input  from  the  doctor  insureds.  AH  iMS  members 
may  appiy.  Join  our  ranks — soon! 


AMACO!  Join  Us! 


Don’t  duck  it!  A challenge,  that  is.  Respond! 
Aggressively!  Intelligently!  Creatively!  Elficiently! 

That’s  what  we’re  doing  with  medical  malpractice 
insurance  in  Iowa.  We’re  rising  to  the  challenge. 

Like  physicians  across  the  country. 

The  Iowa  Medical  Society-sponsored  IPMIT  / 
AMACO  Professional  Liability  Insurance  Program 
is  doctors  working  together  to  meet  a critical  need. 
We’re  in  our  second  year.  We’re  nearly  700  in 
number  — physicians  from  across  the  state  and 
across  the  specialty  spectrum.  A few  of  us  are 
pictured  here. 

We  have  protection  limits  up  to  $5  million.  Our 
program  is  following  a well-conceived  plan.  We’re 
using  the  input  of  many  Iowa  physicians  through 
IPMIT  — the  Iowa  Physicians  Mutual  Insurance 
Trust.  We  have  the  capacities  and  capabilities  of 
AMACO  — the  American  Medical  Assurance 
Company.  We’re  backed  by  a major  reinsurer.  We’re 
using  the  actuarial  and  insurance  expertise  of  a 
nationally  known  consultant.  We’re  stressing  the 
role  of  Iowa  physicians  in  IPMIT  / AMACO  — 
a role  that’s  increasing  steadily  and  significantly. 
There’s  physician  input  in  underwriting.  A physi- 
cian committee  — with  various  specialties  repre- 
sented — is  working  with  the  claims  manager  and 
legal  counsel.  Risk  management  is  the  responsibility 
of  yet  another  physician  committee. 

IPMIT / AMACO  is  different  from  a commercial 
insurance  company.  Different  particularly  in  its 
involvement  of  Iowa  physician  insureds.  If  you’re 
not  part  of  IPMIT/ AMACO,  you  should  apply! 


Our  IPMIT/ AMACO  coverage  is  provided 
by  IMS  SERVICES,  a specially-formed 
subsidiary  of  the  Iowa  Medical  Society. 
Coverage  information  is  just  a tetter  or 
tetephone  calt  away.  Call  515/223-1401 
or  800/422-3070;  or  write  IMS  SER- 
VICES, 1001  Grand  Avenue,  WestOes 
Moines,  Iowa  50265. 


IPMITIAMACO 
MEDICAL  LIABILITY 
INSURANCE 

From  Your 

IOWA 

MEDICAL 

SOCIETY 


Do  You  Need 
A Life  Insurance 
Check-up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 

chances  are  you  need  to  look  at  your  insurance  condition! 

TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1%  tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation,  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It*s  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 

The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 
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IOWA  MEDICINE  is  owned  and  published  monthly  by  the  IOWA  MEDICAL  SOCIETY.  It  contains  material  of  scientific 
and  socioeconomic  interest  mainly  to  Iowa  physicians.  The  IOWA  MEDICAL  SOCIETY  has  3,000  member  physi- 
cians in  92  county  medical  societies.  The  IMS  Headquarters  is  at  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 
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Des  Moines 


EDITORS 


MARION  E.  ALBERTS,  MD, 

Scientific  Editor 

ELDON  E.  HUSTON,  Executive  Editor 


ABOUT  THE  COVER  — The  Iowa  Medical  Society 
Merit  Award  is  a high  recognition  given  for 
important  service  to  the  public  and  the  profes- 
sion. Two  Mason  City  physicians  received  1986 
Merit  Awards  April  19  at  the  IMS  House  of 
Delegates'  banquet.  Warren  V.  Wulfekuhler, 
M.D.,  a urologist,  right  on  cover,  and  Pablo  Re- 
cinos,  M.D.,  a general  surgeon,  were  cited  for 
outstanding  service  to  medicine,  particularly 
for  their  work  in  the  formation  and  operation 
of  the  IMS-sponsored  IPMIT/AMACO  Profes- 
sional Liability  Insurance  Program.  Both  doctors 
are  giving  principal  leadership  to  this  program 
which  now  covers  approximately  650  Iowa 
physicians. 


DONALD  L.  NEUMANN,  Managing  Editor 
POLLY  L.  LYNCH,  Assistant 
Managing  Editor 

IOWA  MEDICINE,  Joumal  of  the  Iowa  Medical  Society  (ISSN  0746-8709)  is  published  monthly  by  the  Iowa  Medical 
Society,  1 001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  Subscription  Price:  $15  peryeor.  Printed  by  The  Ovid 
Bell  Press,  Inc.,  Fulton,  Missouri  65251 . Second-class  postage  paid  at  Des  Moines,  Iowa,  and  at  additional  mailing 
offices.  POSTMASTER:  Send  address  changes  to  iowa  medicine,  Joumal  of  the  Iowa  Medical  Society,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265. 

NATIONAL  ADVERTISING  BUREAU:  State  Medical  Journal  Advertising  Bureau,  Inc.,  71 1 South  Btvd.,  Oak  Park, 
III.  60302.  Phone  312/383-8800 

IOWA  ADVERTISING:  Contact  Mrs.  Polly  Lynch,  iowamedicine,  1 001  Grand  Avenue,  West  Des  Moines,  lowo  50265. 
Phone  515/223-1401 

EDITORIAL  CONTENT:  The  work  of  various  authors  is  found  in  the  diversified  content  of  iowa  medicine.  The  Society 
respects  these  individual  efforts  but  is  unable  to  assume  responsibility  for  the  accuracy  of  that  which  is 
submitted.  Manuscripts  and  editorial  inquiries  should  be  directed  to  Editor,  iowamedicine,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265 
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Not  surprising 

ZANTAC” 

(ranitidine  HCI/Glaxo) 

has  rapidly  emerged  as  the 
name  to  remember  for 
quality  and  convenience. 


300  mg  tablets 
150  mg  tablets 
2 ml,  10  ml  vials  (50  mg/2  ml) 


c 1986,  Glaxo  Inc. 
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PRESIDENT'S 

PRIVILEGE 


DO  YOU  COAAMUNICATE? 
EFFECTIVELY? 


1AM  PLEASED  and  honored  to  be  your  presi- 
dent this  year.  My  new  assignment  carries 
with  it  the  responsibility  to  fill  this  space  each 
month.  I accept  the  challenge  to  communicate. 
I will  try  to  offer  some  thoughts  worthy  of  your 
reading. 

For  many  years,  it  was  my  privilege  to  pre- 
side at  annual  sessions  of  the  Iowa  Medical 
Society  House  of  Delegates.  The  Speaker  of 
the  House  is  a facilitator.  He  quarterbacks  the 
2-day  period  of  policymaking.  A lot  happens 
in  a short  time:  information  is  provided;  opin- 
ions are  exchanged;  ideas  come  forward;  di- 
rections are  determined;  leaders  are  chosen. 

At  the  heart  of  all  this  House  activity,  is  the 
element  of  communication. 


Communication  is  basically  a person-to-per- 
son proposition.  It  is  doctors  talking  quietly 
and  confidently  with  patients  and  their  fami- 
lies; it  is  physicians  conferring  professionally 
with  colleagues;  it  is  medical  practitioners  es- 
tablishing positive  linkages  with  state  legisla- 
tors to  assist  them  in  evaluating  complex  health 
care  issues. 

As  you  will  read  elsewhere  in  this  issue,  my 
obvious  emphasis  this  year  will  be  on  com- 
munication. It  is  an  attribute  deserving  lifelong 
emphasis.  Whatever  we  can  do  to  make  our- 
selves better  communicators  with  our  many 
publics,  especially  our  patients,  we  should  do! 

L.  Dean  Caraway,  M.D. 

President 


June  1986  / 259 


EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $3 '1,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^“ 
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Retiring 
President 
Cautions 
Quality  First 


EMMETT  B.  MATHIASEN,  M.D. 
Council  Bluffs,  Iowa 


Iowa  physicians  have  a responsi- 
bility to  ensure  that  the  current  push 
for  health  care  cost  containment 
does  not  evolve  into  "care  contain- 
ment." So  said  retiring  IMS  Presi- 
dent Emmett  B.  Mathiasen  in  com- 
ments to  the  1986  House  of 
Delegates.  Here,  Dr.  Mathiasen  dis- 
cusses this  and  other  issues  of  con- 
cern to  IMS  members. 


Last  year  when  I addressed  you  as  the  new 
president  of  the  Iowa  Medical  Society,  I 
referred  to  a sign  that  was  on  the  wall  in  an 
old  saloon.  It  read,  “Don't  shoot  the  piano 

These  comments  were  presented  by  Iowa  Medical  Society  President 
Emmett  B.  Mathiasen,  M.D.,  on  April  19,  1986,  at  the  Annual  Meeting 
of  the  House  of  Delegates.  Dr,  Mathiasen  concluded  his  term  of  office 
April  20. 


player,  he's  doing  the  best  he  can."  I promised 
I would  do  the  same  and  I kept  my  promise. 

We  are  undergoing  tremendous  changes  in 
the  practice  of  medicine.  We  have  moved  away 
from  the  traditional  fee-for-service  solo  prac- 
titioner to  an  era  of  new  concepts  in  delivery 
systems.  We  have  PPO's,  IPA's,  HMO's,  nu- 
merous third  party  payment  systems,  satellite 
offices,  free-standing  care  centers,  etc.  AH  types 
of  peer  review  systems  are  coming  forth.  Some 
changes  are  for  the  better;  some  are  not.  We 
should  oppose  alterations  that  have  adverse 
effects  on  our  patients.  Our  basic  aim  is  quality 
care  at  a reasonable  cost. 

Much  change  has  occurred  in  medical  care 
over  the  past  three  decades.  In  1966,  Great 
Society  legislation  — Medicare  and  Medicaid 
— removed  economic  barriers  for  the  elderly 
and  poor.  These  people  were  brought  into  the 
mainstream  of  medical  care  under  a federal 
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RETIRING  PRESIDENT  CAUTIONS 
QUALITY  FIRST 

(Continued  from  page  261) 


system  which  replaced  the  voluntary/charita- 
ble approach.  In  the  1970's,  attention  focused 
on  programs  designed  to  ensure  that  care  pro- 
vided was  appropriate  and  high  in  quality. 
PSRO  legislation  was  passed  to  augment  tra- 
ditional voluntary  methods  of  peer  review  es- 
tablished by  the  medical  profession. 

In  the  1980's,  we  are  finding  renewed  con- 
cern over  access  to  quality  care.  New  diag- 
nostic and  therapeutic  technology  is  expen- 
sive. As  this  expense  mounts  so  does  the  push 
for  cost  containment.  Hopefully,  a balance  can 
be  achieved  between  scientific  progress  and 
economic  availability.  We  should  never  forget 
our  foremost  goal  — access  to  quality  care  at 
a reasonable  cost. 

The  past  year  has  been  very  challenging  for 
me  and  all  the  IMS  officers  and  physicians  who 


"In  the  1980's,  we  are  finding  re- 
newed concern  over  access  to  qual- 
ity care.  New  diagnostic  and  thera- 
peutic technology  is  expensive.  As 
this  expense  mounts  so  does  the  push 
for  cost  containment.” 


have  given  of  their  time  and  talent  to  carry  on 
the  various  projects  of  the  Society.  I would  like 
to  thank  the  officers  and  physicians  who 
helped  make  this  year  a success.  I would  also 
like  to  thank  especially  the  Task  Force  on  Med- 
ical Liability  and  the  IMS  staff  — there  is  none 
better. 

Our  major  effort  this  year  was  an  attempt 
to  reform  the  tort  system  and  abate  the  medical 
liability  insurance  crisis.  Some  of  our  goals  were 
attained;  some  were  not.  Some  IMS  members 
were  upset  we  did  not  accomplish  more.  I think 
once  you  learn  the  workings  of  the  legislature, 
you  will  find  that  in  the  "art  of  compromise" 
arena,  we  did  quite  well.  I can  assure  you  we 
will  continue  our  efforts.  Alleviation  of  the 
medical  liability  crisis  will  again  have  number 
one  priority,  lowans  have  become  aware  of 
this  issue.  A recent  Des  Moines  Register  poll 
showed  76%  of  our  citizens  support  our  po- 


sition. It  is  our  belief  that  a broad-based  coa- 
lition will  bring  us  the  results  we  desire. 

We  have  also  placed  care  of  the  elderly  high 
on  our  priority  list.  Members  of  the  IMS  Board 
of  Trustees  and  the  IMS  Committee  on  Aging 
and  Chronic  Illness  have  met  with  individuals 
from  several  organizations  representing  el- 
derly lowans  to  discuss  health  care  access  and 
cost  problems  brought  about  by  changes  in 
Medicare. 


"Our  major  effort  this  year  was  an 
attempt  to  reform  the  tort  system  and 
abate  the  medical  liability  crisis. 
So7Jte  of  our  goals  were  attained, 
some  were  not.  . . . I think  once  you 
learn  the  workings  of  the  legisla- 
ture, you  will  find  in  the  art  of  com- 
promise arena,  we  did  quite  well." 


A recent  issue  of  The  Internist  magazine  dis- 
cussed a survey  on  the  Medicare  prospective 
payment  system.  The  survey  was  conducted 
by  the  House  of  Representatives  select  Com- 
mittee on  Aging  and  its  Task  Force  on  Rural 
Elderly.  An  overwhelming  number  of  re- 
spondents said  many  patients  are  discharged 
from  the  hospital  in  worse  condition  than  be- 
fore PPS  was  established.  Respondents  also 
reported  that  the  number  of  early  discharges 
has  led  to  a greater  demand  for  after-hospital 
support  systems.  According  to  the  survey,  ru- 
ral areas  have  more  severe  problems  than  ur- 
ban areas.  We  must  not  have  care  containment 
in  elderly  programs.  We  must  never  abrogate 
our  responsibility  to  the  patient  by  putting  cost 
considerations  first. 

Tomorrow  marks  the  end  of  my  term  as 
president  of  the  Iowa  Medical  Society.  It  has 
been  a rewarding  and  productive  year.  It  is  an 
honor  to  serve  as  head  of  this  outstanding  or- 
ganization and  I thank  you  for  the  opportunity 
to  do  so. 

Charlie  Brown  once  told  Lucy  Van  Pelt,  "the 
teacher  said  1 did  real  well  today.  She  said  I 
was  the  best  pupil  in  her  class."  Lucy  asks, 
"Well,  does  that  make  you  happy,  Charlie 
Brown?"  Charlie  responds,  "Yes,  it's  always 
thrilling  to  be  recognized  in  one's  own  life- 
time." 

I thank  you  for  this  recognition. 
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Communication 
— Watchword 

For  1986/87 


L.  DEAN  CARAWAY,  M.D. 
Amana,  Iowa 


Speaking,  writing,  listening,  read- 
ing — all  elements  in  the  commu- 
nication process  — are  important  to 
the  Iowa  medical  practitioner.  We 
need  constantly  to  he  honing  our 
communications  skills  as  we  inter- 
act with  various  publics  — our  pa- 
tients and  their  families,  our  profes- 
sional colleagues,  our  elected 
lawmakers,  etc.  These  thoughts 
were  expressed  by  the  new  IMS 
president  at  his  April  20  inaugural. 


Thank  you  for  electing  me  to  be  president 
of  the  Iowa  Medical  Society  in  1986/87.  I 
recognize  the  importance  of  this  office,  and  I 
look  forward  to  the  challenge  it  represents.  I 
congratulate  my  immediate  predecessor,  Em- 
mett Mathiasen,  on  his  successful  term.  Dr. 
Mathiasen  has  worked  hard  and  achieved 
much.  He  has  provided  energetic  leadership 
in  our  major  tort  reform  program. 

These  remarks  were  presented  by  L.  Dean  Caraway,  M.D.,  on  April 
20,  1986,  following  his  installation  as  president  of  the  Iowa  Medical 
Society. 


Various  themes  have  been  selected  by  pre- 
vious IMS  presidents.  Mine  will  be  simple  and 
challenging  — COMMUNICATION.  Those  of 
us  who  practice  medicine  must  be  vigilant  in 
our  efforts  to  foster  clear,  concise  and  accurate 
communication  in  every  phase  of  our  profes- 
sional lives.  We  cannot  perform  effectively  un- 
less we  make  a total  commitment  to  the  trans- 
mission of  information  — both  spoken  and 
written. 

I am  anxious  to  stress  three  areas  of  com- 
munication this  year.  They  are  familiar  to  all 
of  us,  but  we  need  to  reemphasize  them  con- 
tinuously. 

Intraprofessional  Communications 

Number  one,  we  have  to  communicate  skill- 
fully on  the  intraprofessional  level.  We  must 
be  absolutely  conscientious  in  that  communi- 
cation which  is  associated  with  patient  care. 

Also,  with  communications  between  phy- 
sicians, we  need  to  provide  opportunities  for 
informational  exchanges  among  the  different 
medical  and  surgical  specialties.  The  Iowa 
Medical  Society  has  presented  annual  brief- 
ings for  presidents  and  officers  of  state  spe- 
(Please  turn  to  page  278) 
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Questions  and  Answers  — An  Interview  With  Clarence  H.  Denser,  Jr.,  M.D. 

Chairman,  Legislative  Committee 
Iowa  Medical  Society 


Progress  Is  Made 
In  Iowa  Liability  Reform 


On  Tuesday,  April  29,  the  1986 
Iowa  General  Assembly  gave  the 
nod  to  a tort  reform  bill  which  rep- 
resents a meaningful  beginning  in 
addressing  the  complex  medical  li- 
ability crisis.  Here,  Clarence  H. 
Denser,  Jr.,  M.D.,  chairman  of  the 
Iowa  Medical  Society  Legislative 
Committee,  discusses  components 
of  the  bill  which  are  pertinent  to 
physicians  and  outlines  goals  for 
the  1987  legislative  session. 


Please  elaborate  on  provisions  in  the  new  li- 
ability legislation  which  are  of  particular  in- 
terest to  physicians. 

Although  Senate  File  2265  does  not  include 
all  of  the  provisions  which  the  Iowa  Medical 
Society  believes  are  necessary  to  improve  the 
liability  climate,  it  is  a significant  beginning. 
Provisions  of  the  bill  which  will  affect  Iowa 
physicians  are: 

• Peer  review  records  will  be  privileged,  not  sub- 
ject to  any  means  of  legal  compulsion  for  re- 
lease to  persons  other  than  an  affected  licensee 
or  peer  review  committee.  They  will  not  be 
admissible  in  any  legal  proceeding  other  than 
one  involving  licensee  discipline. 

• Full  and  confidential  reports  of  final  hospital 
actions  resulting  in  a limitation,  suspension, 
revocation  or  voluntary  surrender  of  a physi- 
cian's practice  privilege  for  reasons  of  profes- 
sional competence  must  be  made  to  the  Board 
of  Medical  Examiners. 

• A plaintiff  is  required  to  certify  to  the  court  the 
names  of  experts,  their  qualifications  and  the 


purpose  for  calling  the  expert  within  180  days 
of  the  defendant's  answer  to  a claim.  The  de- 
fendant must  name  experts  within  90  days  of 
the  plaintiff's  certification. 

• Expert  witnesses  testifying  in  physician  and 
dental  malpractice  cases  are  required  to  have 
qualifications  directly  related  to  the  problem 
and  treatment  at  issue. 

• The  signature  of  the  plaintiff  or  the  plaintiff's 
legal  counsel  is  required  on  all  motions,  pleadings 
or  other  papers.  The  signature  will  certify  that 
the  person  has  read  the  document;  that,  to  the 
best  of  the  person's  knowledge,  the  informa- 
tion is  correct;  and  that  it  is  not  submitted  to 
harass,  cause  unnecessary  delay  or  needlessly 
increase  the  cost  of  litigation. 

• If,  in  the  preceding  5-year  period,  a party  has 
unsuccessfully  prosecuted  3 or  more  actions  deemed 
frivolous  by  the  court,  the  court  will  have  au- 
thority to  stay  the  proceedings  until  the  party 
furnishes  sureties  to  pay  all  costs  incurred  by 
the  defendant.  The  sureties  will  include  a rea- 
sonable attorney  fee. 

• Any  party  will  be  able  to  petition  the  court  for 
a determination  of  the  appropriate  payment  method 
of  a judgrnent.  The  court  may  then  order  struc- 
turing of  the  payment  method  for  all  or  part 
of  a judgment,  unless  the  court  finds  the  pay- 
ment method  would  be  inequitable,  provide 
insufficient  guarantees  of  future  collectability 
or  could  be  subject  to  other  claims  against  the 
defendant. 

• Punitive  damages  will  not  be  permitted  unless 
the  defendant's  actions  constitute  willful  and 
wanton  disregard  for  the  rights  and  safety  of 
another.  The  mere  allegation  of  a claim  for 
punitive  damages  will  not  form  the  basis  for 
discovery  of  wealth  or  ability  to  respond  to  a 
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claim  for  damages  until  the  claimant  has  es- 
tablished that  sufficient  admissible  evidence 
exists  to  support  a prima  facie  case  establishing 
the  defendant  acted  with  willful  and  wanton 
disregard. 

• The  Board  of  Medical  Examiners  will  be  per- 
mitted to  revoke,  suspend  or  restrict  a licensee's 
practice  if  that  licensee's  practice  was  volun- 
tarily restricted  in  another  state,  district,  ter- 
ritory or  county. 

• The  Supreme  Court  will  be  permitted  to  issue 
rules  mandating  arbitration  of  actions  where  a 
claim  does  not  exceed  $15,000.  The  arbitration 
would  not  preclude  a trial  if  either  party  rejects 
the  arbitration  decision. 

• A commission  will  be  established  to  study  li- 
ability issues  and  liability  insurance  concerns. 
The  commission  will  include  8 legislators;  4 
representatives  of  the  private  sector  or  indus- 
tries, professions  or  other  affected  groups;  and 
the  Attorney  General  and  Commissioner  of  In- 
surance or  their  designees  as  ex-officio  mem- 
bers. The  commission  will  study  issues  in- 
cluding implementation  of  caps  on  liability 
payments.  The  commission's  report  will  be  due 
December  15,  1986. 

What  are  the  IMS  goals  for  the  1987  General 
Assembly? 

In  the  coming  months,  the  original  recom- 
mendations of  the  Task  Force  on  Medical  Li- 
ability will  be  reevaluated  from  the  perspective 
of  Senate  File  2265.  Through  this  process,  we 
will  determine  what  proposals  should  be  pre- 
sented to  the  1987  General  Assembly.  We  will 
be  closely  analyzing  significant  tort  reform 
measures  not  enacted  this  year.  These  include 
caps  on  non-economic  damages,  limits  on  at- 
torney contingency  fees  and  shortening  of  the 
statute  of  limitations  on  liability  actions. 

Are  there  indications  that  tort  reform  may  be 
a major  issue  in  next  year's  legislative  ses- 
sion? 

Yes.  The  liability  study  commission  man- 
dated by  Senate  File  2265  will  draw  attention 
to  the  issue  in  the  coming  months.  Liability 
will  also  be  a key  campaign  issue  in  this  fall's 
elections  and  that  momentum  will  carry  over 
into  the  1987  legislative  session. 

The  broad-based  liability  coalition  spear- 
headed by  the  Iowa  Association  of  Business 
and  Industry  and  the  Iowa  Medical  Society 
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will  be  working  to  ensure  that  the  liability  cri- 
sis stays  in  the  spotlight.  In  preparation,  the 
IMS  is  formulating  plans  to  reanalyze  public 
attitudes  and  awareness  of  the  issue. 

What  barriers  lie  ahead  in  1987  and  what  will 
the  IMS  be  doing  to  overcome  them? 

A major  barrier  is  opposition  to  meaningful 
tort  reform  by  some  members  of  the  Iowa  Gen- 
eral Assembly.  In  the  1986  elections,  the  Iowa 
Medical  Political  Action  Committee  (IMPAC) 
will  be  supporting  those  candidates  who  un- 
derstand the  issue  of  liability  and  its  effect  on 
the  medical  community. 

Another  major  barrier  is  the  misinformation 
or  lack  of  information  being  provided  to  the 
public.  The  continued  involvement  of  physi- 
cians and  Auxiliary  members  in  getting  good 
information  to  the  citizens  of  Iowa  is  essential. 

What  can  IMS  members  do  to  assist  in  the 
second  phase  of  the  liability  reform  cam- 
paign? 

The  time  to  start  laying  groundwork  for  next 
year's  legislative  session  is  now.  Physicians 
and  Auxiliary  members  are  urged  to  become 
involved  in  the  November  elections  and  work 
actively  in  campaigns  for  good  legislative  can- 
didates. In  addition,  we  must  continue  to  in- 
form the  public  of  the  breadth  and  depth  of 
the  crisis  situation. 
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A Point  of  View  — 


On  Organ  Transplantation  — 
Its  Future  in  Iowa 


ROBERT  J.  CORRY,  M.D. 
Iowa  City,  Iowa 


IOWA  MEDICINE'S  Point  of  View  series 
this  month  presents  a perspective 
on  organ  transplantation.  The  di- 
rector of  the  University  of  Iowa 
Transplantation  Service  offers  his 
views  on  how  this  state  should  pro- 
ceed in  this  highly  visible  field.  He 
questions  the  "pluralistic"  ap- 
proach. 


IN  SOME  SECTORS  of  the  Country,  including 
the  State  of  Iowa,  society  is  conducting  an 
experiment  to  decide  if  the  principles  of  mar- 
ketplace economics  can  be  applied  effectively 
to  the  financing  of  medical  care,  while  sus- 
taining a rational  distribution  of  these  services. 
The  outcome  of  this  experiment  is  still  forth- 
coming. National  authorities  recognize  that 
experimentation  with  the  competitive  model 
of  medicine  must  be  complemented  by  mod- 
erate regulation  to  sustain  rational  distribution 
of  those  new,  expensive  and  complex  services 
which  are  arising  from  the  explosion  in  med- 
ical research. 

In  health  care,  there  has  been  established  a 
practice  of  regionalizing  these  costly  new  clin- 
ical services  in  comprehensive  academic  med- 


Dr.  Corry  is  professor  and  head  of  the  Department  of  Surgerv’  and 
director.  Transplantation  Serchce,  University  of  Iowa  Hospitals  and  Clin- 
ics. 


ical  centers  where  research  fuels  their  devel- 
opment and  refinement.  This  continues  to  be 
sound  public  policy  because  it  assures  that  high 
cost,  duplicative  programs  are  avoided. 
Through  centralization,  patient  numbers  are 
adequate  to  achieve  economies  of  scale  and 
clinical  proficiency  for  the  public  good. 

Transplantation  of  human  organs  is  a case 
in  point.  Centralization  now  exists  for  the  ul- 
timate benefit  of  patients  being  served,  as  well 
as  society  as  a whole.  Low  volume  clinical  pro- 
grams have  fewer  patients  across  which  costs 
can  be  spread  and,  more  importantly,  less  clin- 
ical focus  and  experience  to  help  assure  opti- 
mal patient  outcomes.  A transplant  program's 
proficiency  and  cost  effectiveness  are  reflected 
in  the  center's  success  rate. 

In  considering  the  future  of  organ  transplant 
services  in  our  state,  lowans  should  consider 
what  has  been  learned  through  their  long- 
standing organ  transplant  program  at  the  Uni- 
versity of  Iowa  hospitals.  Some  of  the  signif- 
icant features  of  this  experience,  and  associated 
conclusions  drawn  by  the  health  professionals 
who  have  been  instrumental  in  developing 
these  programs,  are  set  forth  here  to  help  us 
all  understand  the  implications  of  alternative 
courses  of  action. 

The  Costs  of  Transplantation 

A successful  transplant  center  requires  a 
huge  investment.  At  University  Hospitals, 
where  more  than  100  organ  transplants  and 
approximately  300  tissue  transplants  will  be 
performed  this  year,  the  annual  operating  cost 
for  these  programs  exceeds  several  million  dol- 
lars. Physicians  from  37  medical  specialties  and 
subspecialties  are  involved  in  the  transplant 
programs  at  University  Hospitals,  reflecting  the 
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need  for  24-hour  availability  of  a multidisci- 
plinary team.  In  the  aggregate,  more  than  100 
physicians  and  other  health  professionals  are 
devoted  to  the  care  of  transplant  patients. 

For  over  16  years  University  Hospitals  have 
operated  a statewide  organ  recovery  and  re- 
trieval network  in  cooperation  with  national 
organizations  to  assure  that  all  available  or- 
gans are  made  available  to  critically  ill  patients 
in  Iowa  and  throughout  the  nation.  This  sup- 
port service  alone  has  an  annual  operating  cost 
of  more  than  a million  dollars. 

Because  of  the  centralized  nature  of  Iowa's 
longstanding  transplant  program,  these  serv- 
ices at  University  Hospitals  are  now  provided 
at  a cost  of  approximately  16-30%  below  the 
national  average,  depending  on  the  particular 
transplant  involved. 

Quality  of  Patient  Care 

The  comprehensive  tertiary  care  structure  of 
University  Hospitals  and  the  scope  and  breadth 
of  its  resident  physician  training  programs  as- 
sures transplant  patients  around-the-clock  ac- 
cess to  experts  in  all  medical  and  surgical  sub- 
specialties. Organ  transplantation  is  clearly  a 
team  effort;  its  success  depends  on  how  long 
and  how  well  this  "team"  has  been  estab- 
lished, how  dedicated  its  members  are,  and 
how  well  they  function  together.  Experience 
plays  a major  role  in  determining  patient  out- 
come. University  Hospitals'  16-year  experi- 
ence in  organ  transplantation  provides  assur- 
ance that  an  experienced  multi-disciplinary 
team  is  available.  This  is  reflected  best  in  the 
present  patient  survival  and  transplant  suc- 
cess rates  which  are  among  the  best  of  centers 
worldwide. 

Additionally,  the  transplant  clinicians  and 
their  basic  science  colleagues  are  involved  in 
ongoing  related  medical  research  activities 
supported  by  the  National  Institutes  of  Health 
and  other  extra-mural  funding  sources  to  ad- 
vance the  future  quality  and  success  of  organ 
transplantation.  Members  of  the  University  of 
Iowa  transplant  team  have  contributed  several 
hundred  articles  to  the  body  of  knowledge  in 
transplant  research. 

Reducing  the  number  of  patients  at  the  Uni- 
versity of  Iowa  by  encouraging  the  develop- 
ment of  additional  in-state  transplant  pro- 
grams has  the  potential  of  eroding  the  overall 
quality  of  care  available  to  lowans;  of  escalat- 
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ing  aggregate  costs  to  lowans  for  these  serv- 
ices; and,  because  of  the  splintering  effect,  de- 
laying the  introduction  of  clinical  advances  in 
the  transplantation  of  human  organs.  Such 
splintering  could  result  also  in  no  Iowa  pro- 
gram having  an  adequate  number  of  trans- 
plant patients  to  qualify  as  an  approved  trans- 
plant center  for  payment,  thus  forcing  lowans 
to  leave  the  state  to  receive  these  lifesaving 
services. 

Who  Decides  Where  Transplants  May 
Be  Performed? 

Responsibility  for  approving  transplant  cen- 
ters for  specific  procedures  and  reimburse- 
ment rests  with  several  national  and  state 
agencies.  These  agencies  focus  on  criteria  that 
acknowledge  the  benefits  of  a "center  effect," 
flowing  from  the  presence  of  a program  that 
involves  multiple  transplant  services.  The 
standards  are  designed  to  focus  transplanta- 
tion in  a few  centers  to  assure  quality  patient 
care,  cost  effectiveness,  optimal  use  of  donor 
organs,  and  advances  in  organ  transplantation 
through  related  clinical  research. 

The  standards  for  recognition  as  a transplant 
center  include  numbers  of  procedures  per- 
formed; the  presence  of  graduate  medical  ed- 
ucation (University  Hospitals  has  a total  of  602 
resident  and  fellow  physicians  engaged  in 
graduate  medical  education  activities);  staff  ex- 
perience with  clinical  management  of  highly 
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complex  immunosuppressive  pharmaceutical 
agents;  presence  of  a transplant  surgeon  cer- 
tified with  at  least  one  year  of  training  and 
experience  in  transplant  surgery  beyond  basic 
surgical  board  certification;  and  availability  of 
support  services,  such  as  immediate  access  to 
sophisticated  pathology  and  radiology  serv- 
ices, and  the  crucial  tissue  typing  laboratory. 
The  Tissue  Typing  Laboratory  at  the  Univer- 
sity of  Iowa  transplant  program  is  operated  by 
8 full-time  staff  with  an  annual  operating  cost 
of  approximately  $725,000.  In  accord  with  na- 
tional standards,  the  laboratory  is  located  in 
immediate  proximity  to  the  transplant  center 
to  perform  critical  cross-matching  and  tissue 
typing  required  for  transplant  success. 

Legislative  Considerations 

The  Iowa  State  Department  of  Health  has 
sponsored  legislation  to  require  a Certificate 
of  Need  review  by  the  Department  and  its  Cit- 
izens Council  for  all  new  organ  transplant  pro- 
grams. It  would  not  ban  new  services,  but 
would  merely  subject  them  to  review  before 
they  are  initiated.  The  Iowa  Hospital  Associ- 
ation, the  State  Department  of  Health,  and  Blue 
Cross  and  Blue  Shield  of  Iowa  support  this 
legislation  because  of  a need  to  avoid  costly 
duplication  and  to  assure  adequate  patient  vol- 
umes to  sustain  high-quality  transplant  serv- 
ices for  Iowa. 

Progress  in  clinical  organ  transplantation  in 
the  last  decade  has  been  extremely  encour- 
aging. Several  major  developments  have  led 
to  improved  success  rates  for  kidney,  liver, 
pancreas,  and  heart  transplants.  They  include 
improved  immunosuppressive  regimens  with 
utilization  of  the  new  drug,  cyclosporine;  a 
more  sophisticated  understanding  of  tissue 
matching  provided  at  the  University  of  Iowa; 
and  progress  in  the  storage  and  long-range 
shipping  of  organs  by  use  of  commercial  and 
small  jet  aircraft. 

The  Future  of  Organ  Transplants 

With  appropriate  timing  of  the  donor  and 
recipient  operations,  organs  can  be  removed 
almost  anywhere  in  the  country  and  trans- 
planted in  any  location  within  a few  hours. 
The  improving  success  rates  in  nonrenal  or- 
gans have  been  primarily  related  to  the  de- 
velopment of  increasing  competence  of 


IMS  House  of  Delegates 
Sets  Transplant  Policy 

At  the  April  session  of  the  Iowa  Med- 
ical Society  IMS  House  of  Delegates  ses- 
sion, a resolution  was  presented  asking 
the  society  to  support  the  "single  com- 
prehensive organ  transplant  services  as 
now  constituted  at  the  University  of 
Iowa."  This  resolution  was  introduced 
by  the  Scott  County  Medical  Society. 

Following  discussion  of  the  petition  in 
an  open  reference  committee  hearing,  the 
1986  House  of  Delegates  approved  these 
alternate  resolutions: 

Resolved,  That  the  Iowa  Medical  So- 
ciety, in  organ  transplantation  as  with 
any  area  of  medical  care,  support  the  con- 
cept of  pluralistic  care  delivery  so  long 
as  quality  is  the  fundamental  objective. 

Resolved,  That  the  Iowa  Medical  So- 
ciety encourage  and  foster  the  elements 
of  coordination  and  cooperation  in  the 
field  of  organ  transplantation  to  the  full- 
est extent  possible  and  request  that  this 
be  pursued  by  the  Committee  on  Organ 
Transplantation. 


multidisciplinary  medical  and  surgical  teams, 
particularly  in  well-established  transplant  cen- 
ters. It  has  become  apparent  that  the  best 
transplant  centers  are  those  having  the  capac- 
ity to  transplant  all  organs.  These  same  teams 
are  also  able  to  remove  from  cadaver  donors 
all  viable  organs,  which  include  kidneys,  liver, 
pancreas,  heart,  skin,  eyes  for  corneas  and,  in 
some  cases,  long  bones. 

Our  success  in  Iowa  transplant  activity  will 
require  sagacious  restraint  to  avoid  the  temp- 
tation of  seeking  a short-term  illusion  of  suc- 
cess by  undertaking  broadside  surgical 
transplantation  procedures.  Evolving  national 
standards  will  support  centers  that  have  the 
continued  presence  of  the  very  best  clinical 
experts  in  several  medical  disciplines  and  other 
essential  resources  to  deal  with  the  numerous 
complications  that  arise  before  and  after  trans- 
plantation. This  concentration  of  effort  and  re- 
sources will  assure  the  continued  pursuit  of 
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clinical  and  fundamental  research  that  will  al- 
low us  to  treat  the  complications  of  transplan- 
tation and  hopefully  even  prevent  them  by 
"fine  tuning"  the  process  by  which  our  bodies 
fight  the  foreign  organ  and  foreign  microor- 
ganisms that  cause  fatal  infections.  Fragmen- 
tation of  transplantation  procedures  will 
potentially  reduce  the  number  of  patients  be- 
low the  level  that  will  allow  such  research  to 
proceed  on  an  effective  basis.  Transplantation 
procedures  are  not  fully  perfected,  and  there 
is  a pressing  need  for  continued  research  in 
centers  of  academic  excellence  to  refine  the  use 
of  these  procedures. 

The  issue  in  Iowa  is  whether  to  maintain 
one  organ  transplant  program  carefully  de- 
veloped over  16  years  with  substantial  invest- 
ments in  human  and  capital  resources,  and 
which  has  achieved  national  and  international 
recognition  for  its  quality,  or  to  risk  having  2 
or  more  mediocre  programs  or  none  at  all. 


Based  on  standards  now  in  place,  small  states 
like  Iowa  cannot  clinically  or  economically  jus- 
tify more  than  one  program  if  high  quality  is 
to  be  maintained. 

Each  new  individual  organ  transplant  serv- 
ice proposal  should  be  subjected  to  intense 
public  scrutiny  and  accountability.  Use  of  the 
Certificate  of  Need  Law  for  this  purpose  will 
provide  Iowa  with  a responsible  decision-mak- 
ing process  to  assure  the  public  welfare  takes 
precedence  over  the  parochial  interests  of  a 
single  institution. 

The  decision  of  the  1986  IMS  House  of  Del- 
egates to  apply  the  concept  of  pluralistic  care 
delivery  to  such  a complex  field  as  organ  trans- 
plantation is  open  to  question,  particularly  in 
a state  where  resources,  patients  and  donor 
organs  are  limited.  Success  rates  of  small  sin- 
gle organ  transplant  programs  will  be  consid- 
erably less  than  in  major  centers  of  excellence. 
The  patient  will  be  the  loser. 


I 


Dx:  recurrent 


herpes  labialis 

"HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPEClN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  dds,  MN 

‘‘HERPECIN-Lf . . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECiN’l proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin-[ 


In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 


PATIENT  GUIDE 


TO 

PRESCRIPTION 

INFORMATION 


This  book  about  drugs  is  different, 
it’s  written  in  English 


Patients  often  have  questions  about 
their  prescription  drugs,  even  after  their 
doctor  has  taken  the  time  to  discuss  their 
medication  with  them. 

That’s  why  every  Peoples  Dmg  Store 
has  a copy  of  the  “Patients  Guide  to 
Prescription  Drugs”.  It’s  an  authoritative 
directory  that  provides  the  drug  information 
patients  need  most.  It  informs  them  about 
side  effects,  dosages,  and  almost  everything 
they  need  to  know  in  order  to  take  their 
medication  properly. 

And,  unlike  many  books  on  dmgs,  it 
does  it  all  without  complicated  jargon,  using 


clear,  straightforward  writing  that’s  easy  to 
understand.  You  see,  when  it  comes  to 
helping  people  get  the  most  from  their 
prescriptions  Peoples  wants  to  make  sure 
we’re  all  talking  the  same  language. 


Every  Peoples  has  an  unlisted  phone 
that’s  reserved  only  for  doctors  and 
answered  only  by  pharmacists.  Please  call 
your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO 
literature  or  PDR.m  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impairerf.  If  supplementary  potassium  Is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  compiex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatallaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]),  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  tor  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus-  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A lew  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereri).  hyperuricemia  anri  gout,  digitalis  intoxication  jin  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide' 
although  a causal  relationship  has  not  been  established. 

Sunplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pair™  unit-of-use  bottles  of  100. 

BRS-DZ.L42 


In  Hypertension"... 
When  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 


, SK&FOu# 


Potassium- Sparing 

D>-azide*  capsule: 
\6ur  assurance  of 
SK&F  quality. 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P.R  00630 


CSK&FCo  . 1983 


Consider  the 
causative  organisms... 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicMIin-suscepfible)  (ampicillin-resisfanf) 


Note:  Ceclor"  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor] 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications;  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptlble  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-tiemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS,  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

' Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms, 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old,  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include; 

• Gastrointestinal  (mostly  diarrhea);  2.5%, 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%:  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%:  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis:  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling's  solution  and 
Clinitesf  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986,  ELI  LILLY  AND  COMPANY  |060485LR| 
AdMonal  inlomation  amiable  lo  the 
prolession  on  request  Item  Elr  Lilly  and 
Company.  Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Percutaneous  Transluminal 
Coronary  Angioplasty: 

Evolution  and  Changing  Concepts 


LIBERATO  A.  lANNONE,  M.D.; 

THOAAAS  M.  BROWN,  JR.,  M.D.; 

WILLIAM  J.  WICKEMEYER,  M.D.; 

WILLIAM  S.  WHEELER,  M.D.; 

DAVID  F.  GORDON,  M.D.;  R.R.  ROUGH,  M.D.; 
STEVEN  PHILLIPS,  M.D.;  ROBERT  ZEFF,  M.D.; 
CHAMNAHN  KONGTAHWORN,  M.D.,  and 
JAMES  SKINNER,  M.D. 

Des  Moines,  Iowa 


IN  1964,  Dotter  and  Judkins  introduced  the 
technique  of  transluminal  angioplasty  for 
the  treatment  of  atherosclerotic  lesions  of  the 
femoral  artery.^  The  technique  met  with  en- 
thusiasm in  Europe  but  was  virtually  ignored 
in  the  United  States.  In  1977,  Andreas  Gruent- 
zig  in  Zurich,  Switzerland  reported  on  devel- 
opment of  a smaller  version  of  the  dilatation 
catheter  for  use  in  the  coronary  arterial  tree 
and  its  successful  application  in  dilatation  of 
atherosclerotic  coronary  arteries. Shortly 


Drs.  lannone.  Brown,  Wickemeyer,  Wheeler,  Gordon  and  Rough  are 
associated  with  Cardiology  Associates  in  Des  Moines.  Drs.  Phillips,  Zeff, 
Kongtahworn  and  Skinner  are  affiliated  with  Cardiac  Surgery  Associates 
in  Des  Moines. 


Percutaneous  transluminal  coro- 
nary angioplasty  (PTCA)  can  be 
performed  with  a riskibenefit  ratio 
at  least  equal  to  that  of  open  heart 
surgery.  This  is  the  conclusion 
drawn  by  physicians  at  Mercy  Hos- 
pital Medical  Center  in  Des  Moines 
who  have  performed  the  procedure 
on  1000  patients  since  1980.  This  ar- 
ticle describes  methods,  results  and 
complications  involved  in  PTCA. 


thereafter,  the  technique  was  introduced  in 
Germany  by  Kaltenbach  and  Kober  and  in  the 
United  States  by  Myler  and  Stertzer.^ 

Methods 

In  our  laboratory  the  PTCA  procedure  in- 
volves the  percutaneous  femoral  technique  in 
the  vast  majority  of  cases.  (The  brachial  ap- 
proach has  been  used  in  approximately  1%  of 
our  patients.  This  approach  has  been  dis- 
cussed in  other  articles.)^  Using  local  anes- 
thesia, coronary  angiography  is  carried  out  us- 
ing the  Judkins  technique.  In  our  early 
experience,  a pacemaker  catheter  was  inserted 
into  the  right  ventricle  and  a Swan-Ganz  or 
pulmonary  artery  catheter  was  inserted  into 
the  pulmonary  artery  marking  the  site  of  cor- 
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TABLE  1 

INCIDENCE  OF  PTCA  BY  YEAR 


Year 

CA* 

#PTCA 

% of  CA 
having  PfCA 

1980 

618 

13 

2.0 

1981 

815 

87 

10.6 

1982 

970 

152 

15.6 

1983 

999 

248 

24.8 

1984 

993 

374 

37.6 

1985  (through  April) 

274 

126 

45.9 

*CA  = coronary  angiography 


onary  artery  stenosis  and  for  hemodynamic 
monitoring.  This  was  discontinued  after  the 
first  30  cases. 

Premedications  consist  of  Dipyridamole®  75 
mg  t.i.d.  and  nifedipine  10  (or  diltiazem  60) 
mg  t.i.d.  24  hours  prior  to  the  procedure.  These 
drugs  are  continued  for  6 months.  Aspirin  5 
grains  daily  is  started  after  the  procedure  and 
continued  indefinitely.  Intravenous  heparin 
10,000  units  is  given  at  the  onset  of  the  PTCA 
along  with  nitroglycerin  sublingual  1/150  and 
verapamil  5 mg  TV. 

An  8 or  9 French  US  Catheter  and  Instru- 
ment Company  or  Cordis  introducer  is  ad- 
vanced into  the  femoral  artery.  An  appropriate 
right  or  left  femoral  guiding  catheter  is  then 
passed  into  the  abdominal  aorta.  A 0.38  cm 
guidewire  is  inserted  into  the  guiding  catheter. 
After  the  guiding  catheter  and  spring  guide- 
wire  are  advanced  around  the  aortic  arch  to 
the  ascending  aorta,  the  guidewire  is  re- 
moved. The  guiding  catheter  is  then  placed  in 
the  coronary  ostium  and  the  appropriate  dil- 
atation catheter  is  advanced  through  the  guid- 
ing catheter  into  the  coronary  artery. 

Dilatation  catheters  with  balloon  lengths  of 
2 mm  and  more  recently  2.5  mm  have  been 
utilized.  Balloon  diameters  used  are  from  2.0 
to  4.0  mm.  As  the  dilatation  catheter  is  passed 
into  the  coronary  artery,  contrast  material  is 
injected  to  define  the  anatomy  of  the  occluded 
vessel  and  to  aid  in  positioning  the  balloon  at 
the  stenotic  segment.  Both  proximal  and  distal 
pressures  are  continuously  monitored 
throughout  the  procedure.  Inflation  pressures 
vary  from  6 to  12+  atmospheres  using  the 
Dorros-Spring  pressurizer  (Milwaukee,  Wis- 
consin) with  a minimum  of  3 dilatations  for 
each  lesion.  Continued  dilatations  are  done 


until  no  further  indentation  of  the  balloon  by 
the  lesion  is  noted. 

Generally,  the  balloon  is  inflated  from  20  to 
120  seconds  or  until  ST  segment  abnormalities 
occur  and/or  the  patient  develops  chest  pain. 
At  the  end  of  the  procedure,  a pull-back  pres- 
sure is  recorded  and  coronary  angiography  is 
repeated  in  multiple  projections.  The  patient 
is  usually  monitored  in  the  coronary  care  unit 
overnight  with  the  femoral  arterial  lines  left  in 
place  for  4 hours.  Increased  activity  is  en- 
couraged the  following  day.  On  the  second 
day  following  the  angioplasty  a 70%  Bruce 
protocol  treadmill  is  performed. 


TABLE  2 

RESULTS  OF  PTCA  BY  YEAR 


Year 

# Pahenfs 
with  PTCA 

# 

Successful 

% 

Successful 

# 

To  Surgery 

% 

To  Surgery 

1980 

13 

6 

46.2 

4 

30.7 

1981 

87 

71 

81.6 

8 

9.1 

1982 

152 

121 

79.6 

15 

9.8 

1983 

248 

221 

89.1 

13 

5.2 

1984 

374 

322 

86.0 

11 

2.9 

1985 

126 

111 

88 

5 

3.9 

YTD 

1000 

852 

85.2 

56 

5.6 

Results 

From  1980  through  April,  1985,  1000  pa- 
tients underwent  elective  angioplasty  (Table 
1).  1107  vessels  with  1385  lesions  were  at- 
tempted in  726  males  and  274  females.  The 
mean  age  was  57  and  age  range  was  30  to  84. 
There  were  850  patients  with  a single  vessel 
PTCA,  138  with  a double  vessel  PTCA,  and  12 
patients  with  whom  3 vessels  were  attempted. 
Table  2 shows  the  breakdown  of  patients  by 
year.  Table  3 shows  the  breakdown  by  specific 
vessels. 

As  experience  and  expertise  have  increased, 
the  success  rate  has  improved  to  the  88%  range. 
As  skill  is  gained,  attempts  are  made  at  more 
complicated  stenoses  and  more  combinations 
of  stenoses.  Patients  in  a more  compromised 
cardiac  state  are  also  undergoing  the  proce- 
dure. 

The  average  initial  stenosis  was  84%  with  a 
final  stenosis  of  25%  and  an  average  change 
of  58%.  The  average  initial  crossing  gradient 
was  46  mm  Hg,  reducing  to  10  mm  Hg  with 
an  average  reduction  of  35  mm  Hg  or  78%. 
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TABLE  3 

RESULTS  OF  PTCA  BY  SPECIFIC  VESSELS 


Vessel 

# 

# Lesions 

# Successful  % Successful 

LAD 

559 

684 

491 

87.8 

RCA 

338 

403 

273 

80.7 

CFX 

116 

168 

97 

83.6 

SVG 

36 

52 

30 

83.3 

Other 

58 

78 

54 

93.1 

1107 

1385 

947 

85.5 

Our 

success 

rate  did  not  vary 

significantly 

from  vessel  to 

vessel. 

The  left 

anterior  de- 

scending  coronary  artery  was  dilated  with  an 
87.8%  success  rate  for  684  lesions  in  559  ves- 
sels. An  80.7%  success  rate  for  the  right  cor- 
onary artery  was  achieved  with  403  lesions  in 
338  vessels;  there  were  65  failures.  There  were 
168  stenoses  in  116  circumflex  coronary  arter- 
ies with  52  failures  for  an  83.6%  success  rate. 
36  vein  grafts  were  attempted  with  52  lesions 
(with  16  failures)  for  an  83.3%  success  rate.  78 
lesions  in  58  other  vessels  were  attempted  with 
a 93.0%  success  rate.  Of  these  58  other  vessels 
noted  in  Table  3,  there  were  3 septals,  26  di- 
agonals, 5 left  mains  and  24  obtuse  marginals. 
Also  included  in  this  series  were  56  totally  oc- 
cluded vessels,  30  of  which  were  recanalized, 
with  a success  rate  of  53.5%. 

Most  patients  in  which  the  procedure  was 
successful  had  improvement  in  the  treadmill 
test  or  in  Thallium  treadmill  testing.  Approx- 
imately half  of  those  patients  who  had  unsuc- 
cessful PTCAs  necessitated  coronary  artery 
bypass  surgery.  Emergency  surgery  was  per- 
formed on  56  of  the  patients  undergoing  an- 
gioplasty (5.6%  of  the  total  number).  12  of  the 
56  had  subendocardial  infarctions  and  12  had 
transmural  Mis  (21%).  68  of  92  remaining  fail- 
ures subsequently  had  cardiac  surgery  be- 
cause of  continued  angina  refractory  to  med- 
ical therapy.  Nine  of  these  had  subsequent 
subendocardial  Mis.  Of  the  remaining  group 
of  24  who  were  treated  medically,  8 had  sub- 
endocardial Mis.  Twelve  patients  with  18  suc- 
cessful dilatations  later  went  to  surgery  for 
progressive  disease  in  other  vessels. 

It  is  our  current  policy  not  to  restudy  pa- 
tients routinely.  However,  they  are  restudied 
if  they  have  had  recurrence  of  angina  and/or 
the  development  of  a positive  treadmill  test. 
Followup  includes  104  restenoses  or  10.4%  of 


the  total.  These  include  84  patients  who  had 
a second  angioplasty,  16  who  had  a third  and 
4 who  had  a fourth  angioplasty.  Thus,  64  of 
the  104  restenosed  vessels  were  in  16  patients. 

Complications 

Ventricular  fibrillation  occurred  in  14  pa- 
tients, or  1.4%  of  the  total.  Transmural  my- 
ocardial infarction  occurred  in  37  (3.7%)  of  the 
patients  who  had  successful  angioplasty.  There 
were  7 acute  deaths  (0.7%  mortality),  4 of  which 


TABLE  4 

AAAJOR  COMPLICATIONS 


Complication 

# of  Patients 

% of  Patients 

Ventricular  fibrillation 

14 

1.4 

Transmural  myocardial  infarction 
Deaths 

37 

3.7 

Laboratory  or  following  emer- 
gency surgery 

7 

.7 

Urgent  bypass  surgery  required  for 
acute  occlusion  of  coronary  ar- 
tery 

56 

5.6 

followed  acute  vs.  emergency  bypass  surgery 
after  PTCA.  Three  of  these  occurred  in  the  first 
150  patients,  2 in  the  next  350  patients  and  2 
in  the  final  500  patients  of  the  study.  There 
have  been  6 additional  long  term  deaths  fol- 
lowing PTCA  (0.6%),  for  an  overall  death  rate 
of  1.3%  since  the  initiation  of  the  procedure 
in  1980  (Tables  4,  5).  The  hospital  course  of 
those  that  expired  is  described  below. 

Description  of  the  Patients  With  Post 
PTCA  Mortality 

The  first  of  these  patients  had  a successful 
dilatation  of  the  left  anterior  descending,  but 
a circumflex  lesion  could  not  be  dilated.  The 
patient  developed  chest  pain.  An  intra-aortic 
balloon  pump  was  inserted  with  dissection  of 
the  aorta  and  subsequent  rupture,  shock  and 
death. 

The  second  patient  was  undergoing  dilata- 
tion of  a circumflex  lesion  when  the  catheter, 
with  the  balloon  deflated,  inadvertently  en- 
tered the  left  anterior  descending  coronary  ar- 
tery, causing  a dissection  of  that  vessel.  The 
patient  then  underwent  successful  bypass  sur- 
gery but  died  24  hours  later  in  the  recovery 
(Please  turn  to  page  274) 
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TABLE  5 


COMPLICATIONS  OF  PTCA 


Age  Sex 

CAD 

Site  of 
PTCA 

Complications 

Surgery 
after  PTCA 

Cause  of  death 

In  Hospital  Deaths 

52  M 

MVD 

LAD/LCx 

Dissection 

Emergency 

Dissection  of  aorta  due  to  intra-aortic  balloon  pump 

64  M 

MVD 

LCx 

Dissection 

Emergency 

Died  24  hours  P.O.  unable  to  successfully  defibrillate 

49  M 

MVD 

LCx 

None 

Elective 
(24  hours) 

Recurrent  VF 

47  M 

MVD 

RCA/LAD 

Dissection 

Emergency 

Died  in  surgery 

Laboratory  Deaths 

61  F 

MVD 

LAD 

Reclosure 
of  LAD 

No 

Probable  abrupt  reclosure  of  LAD 

69  M 

MVD 

RCA/LAD 

Total  occlusion  of 
LAD 

Asystole 

Non  Surgical  Deaths 

69  M 

MVD 

LAD/LCx 

LCx  closed 

No 

Acute  anterior  wall  Ml  and  2°  renal  failure 

Abbreviations:  MVD  = Multivessel  disease;  LAD  = Left  anterior  descending  artery;  LCx  = Left  circumflex  artery;  Ml  = Myocardial  infarction;  P.O.  — 
Postoperative;  VF  = ventricular  fibrillation 


area  after  having  a sudden  episode  of  ventric- 
ular fibrillation. 

The  third  patient  had  an  uneventful  dilata- 
tion of  the  circumflex  coronary  artery.  He  de- 
veloped chest  pain  2 days  post  PTCA  and 
underwent  bypass  surgery  but  died  post  op- 
eratively with  recurrent  ventricular  fibrilla- 
tion. 

The  fourth  patient  had  a dissection  of  his 
coronary  artery  and  died  in  emergency  sur- 
gery. A fifth  patient  was  an  obese  diabetic  fe- 
male with  a previous  large  inferior  wall 
infarction  and  pre-infarction  angina.  She  had 
experienced  a small  cerebrovascular  accident. 
Although  she  refused  bypass  surgery,  she 
agreed  to  undergo  PTCA.  The  left  anterior  de- 
scending coronary  artery  was  successfully  di- 
lated but,  as  she  was  being  moved  from  the 
catheterization  lab,  she  arrested  and  could  not 
be  resuscitated.  The  sixth  death  occurred  when 
the  patient  developed  asystole  secondary  to  a 
totally  occluded  anterior  descending  coronary 
vessel. 

The  final  patient  developed  chest  pain  of  the 
circumflex  and  left  anterior  descending  vessels 
post  PTCA  with  a CPK  elevation  but  no  ele- 
vation of  the  MB  fraction.  There  were  no  EKG 
changes.  One  week  later  the  patient  redevel- 
oped chest  pain  and  upon  restudy  was  found 
to  have  closure  of  the  circumflex  vessel.  Be- 
cause of  a history  of  abdominal  aortic  aneu- 
rysm, intermittent  claudication,  carotid  bruits 


and  previous  carotid  surgery,  the  patient  was 
treated  medically.  He  continued  to  have  chest 
pain  and  then  developed  an  acute  anterior  wall 
myocardial  infarction.  He  deteriorated,  devel- 
oped renal  failure  and  congestive  heart  failure, 
and  died. 

Discussion 

The  stated  elective  mortality  rate  at  the 
Cleveland  Clinic  from  coronary  bypass  sur- 
gery is  2.9%  for  women  and  1.3%  for  men.* 
In  the  coronary  artery  surgery  study  (CASS), 
patients  65  years  or  over  have  undergone  cor- 
onary bypass  surgery  with  a peri-operative 
mortality  of  5.2%.^  In  the  patients  under  65, 
the  mortality  rate  was  1.9%.  There  was  a sta- 
tistically nonsignificant  trend  of  increasing 
mortality  with  advancing  age:  4.6%  in  patients 
65-69  years  of  age,  6.6%  in  patients  70-74  years 
of  age,  and  9.5%  in  patients  75  years  and  older. 
Measured  in  terms  of  hospital  stay,  morbidity 
was  also  greater  in  the  over  65  age  group  than 
in  the  under  65  age  patients.  In  the  group  of 
patients  reported  here,  90  patients  or  18%  were 
70  years  of  age  or  older,  with  the  oldest  being 
84.  None  of  these  patients  died,  and  the  com- 
plication rate  was  no  different  than  the  total 
group.  The  7 acute  deaths  were  in  patients  less 
than  70  years  of  age  who  had  multivessel  dis- 
ease, supporting  the  theory  that  multivessel 
(Please  turn  to  page  275) 
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INDERAL  LA  and 


Hours  after  dose  (steady  state) 


-INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled. 


Smooth  blood  pressure 
control  and  well  tolerated 


_uw«;c-ucfiiy 

INDERALLA 

0mmmHCi)  Capsules^ 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 
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80  mg  INDERAL  LA 
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■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 

with  INDERAL  LA 
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and  feeling  good. 

Added  blood  pressure 
c9ntrol  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.^'* 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  {INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications 


THYROTOXICOSIS-  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (ag,  chronic  bronchitis,  emphysema) — PATIENTS 
WITH  BRONCHOSPASTiC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18  month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


NURSING  MOTHERS.  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  llthiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  m the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  tn  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypotension, 
paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability,  slightly  clouded  sensonum,  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation. mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes;  dry  eyes,  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hyilrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis. 

Central Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions 
Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessness, 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PTCA  has  a risk  of  2-3  times  that  of  single 
vessel  disease. 

Approximately  12%  of  the  patients  had  mul- 
tivessel disease.  Only  the  worst  vessel  or  the 
vessel  which  was  targeted  as  the  cause  of  an- 
gina was  dilated.  This  group  has  done  well 
with  basic  relief  from  angina.  During  a 3-6 
month  follow-up,  they  have  not  required  by- 
pass surgery  or  dilatation  of  other  stenotic  ves- 
sels. 

Conclusions 

Table  2 represents  a typical  example  of  the 
learning  curve  experienced  in  most  large  cen- 
ters performing  PTCA.  Percutaneous  translu- 
minal coronary  angioplasty  can  be  performed 
in  a community  based  hospital  with  a risk/ 
benefit  ratio  that  is  equal  to  or  better  than  that 


of  coronary  bypass  surgery.  As  is  shown  in 
this  article,  the  procedure  can  be  offered  to 
elderly  patients  and  patients  with  multivessel 
disease.  As  experience  is  gained,  the  success 
rate  is  enhanced. 
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COMMENTING 

EDITORIALLY 

ENTER  OUR  PROFESSION 
WITH  PRIDE 


The  practice  of  medicine  is  an  art,  not  a trade;  a 
calling,  not  a business;  a calling  in  which  pour  heart 
will  be  exercised  equally  with  your  head.  Often  the 
best  part  of  your  work  will  have  nothing  to  do  with 
potioyis  and  powders,  but  with  the  exercise  of  an 
influence  of  the  strong  upon  the  weak,  of  the  right- 
eous upon  the  wicked,  of  the  wise  upon  the  foolish. 
— Sir  William  Osier  (1849-1919)  — The  Master 
Word  in  Medicine 


The  beauty  of  Spring  is  upon  us.  New 
growth  is  all  around.  We  spend  long, 
dreary  hours  each  winter  looking  ahead  to  the 
wonders  of  a new  growth  season.  So  it  is  with 
life;  each  new  season  of  our  professional  ca- 
reers heralds  the  emergence  of  the  new  prac- 
titioners of  medicine.  And,  we  welcome  them. 

Some  of  these  new  physicians  may  regard 
themselves  as  entering  the  business  of  medi- 
cine; that  may  be  true,  but  the  practice  of  med- 
icine still  remains  a calling.  It  can  be  a very 
satisfying  calling.  Our  gratification  comes  from 
the  fact  that  we  do  well  for  ourselves  by  doing 
well  for  others.  Oliver  Wendell  Holmes  in  his 
Scholastic  and  Bedside  Teaching  said,  "The  best 
a physician  can  give  is  never  too  good  for  the 
patient." 

The  practice  of  medicine  is  filled  with  emo- 
tion. Those  entering  the  active  practice  of 
health  care  will  soon  have  this  fact  become 
evident.  The  one-to-one  relationship  — the  doc- 
tor-patient  relationship  — will  become  real,  and 


will  grow  in  intensity  with  experience.  The 
tedium  of  medical  school  with  the  subsequent 
embellishment  of  formal  residency  training 
prepares  the  new  physician;  then  it's  time  to 
perfect  and  apply  all  that  supervised  learning. 

Osier  also  wrote  "Medicine  is  a most  diffi- 
cult art  to  acquire.  All  the  college  can  do  is  to 
teach  the  student  principles,  based  on  facts  in 
science,  and  give  him  good  methods  of  work. 
These  simply  start  him  in  the  right  direction; 
they  do  not  make  him  a good  practitioner  — 
that  is  his  own  affair." 

Sir  William  Osier  was  a physician,  scholar, 
philosopher  and  family  man.  He  is  the  com- 
plete professional  role  model  for  any  physician 
who  truly  has  had  the  call  to  practice  medicine. 
Any  new  medical  graduates  would  do  well  to 
read  his  writings.  For  many  years  medical  col- 
lege graduates  received  a copy  of  Osier's  "Ae- 
quanimitas"  from  a major  pharmaceutical  firm. 
This  Roman  watchword  is  appropriate  today 
for  equanimity  as  an  element  of  our  noble 
profession.  The  writings  of  Osier  remain  ex- 
cellent reading  material  for  the  physician  young 
and  old. 

We  hear  so  much  of  third  party  interference, 
governmental  regulations,  various  programs 
of  prepaid  health  care,  as  well  as  the  litigious 
climate  of  our  entire  social  order.  This  has  to 
concern  those  entering  medical  practice.  It  may 
frighten  some.  Do  the  liabilities  of  our  profes- 
sion outweigh  the  assets? 

A provocative  essay  appears  in  the  April  24, 
1986,  issue  of  the  New  England  fournal  of  Med- 
icine in  this  vein.  Dr.  Carola  Eisenberg,  dean 
of  student  affairs.  Harvard  Medical  School, 
insists,  "It  is  still  a privilege  to  be  a doctor." 
The  thesis  is  that  we  need  to  mobilize  our  nat- 
ural allies  (our  patients  and  the  public  at  large) 
to  help  resist  those  who  deprecate  medical 
services.  We  must  complain  less  of  self-serving 


276  ! Iowa  Medicine 


interests  (income  and  freedoms  of  practice)  and 
emphasize  what  we  can  do  to  provide  good 
health  care  for  our  patients.  As  long  as  we 
concern  ourselves  openly  about  our  self-serv- 
ing concerns,  "we  will  remain  isolated  and  im- 
potent." 

To  the  newly  graduated  and  those  com- 
pleting residency  training  we  congratulate  you 
on  entering  a time-honored  profession.  You 
have  been  trained  well,  but  your  education  is 


Letter  to  the  Editor 
ON  CHEMICAL  DEPENDENCY 

Dear  Editor: 

I was  pleased  to  see  the  focus  of  the  March 
"Iowa  Medicine"  issue  was  that  of  chemical 
and  substance  abuse.  As  the  new  medical  di- 
rector at  the  University  of  Iowa  Chemical  De- 
pendency Center  at  Oakdale,  I was  pleased  to 
see  an  effort  taken  by  the  Iowa  Medical  Society 
to  further  coordinate  and  improve  the  care  of 


far  from  complete.  To  be  a good  practitioner 
is  your  affair.  It  is  your  responsibility  and  your 
privilege  to  serve  your  patients.  You  will  con- 
tinue to  learn  as  you  go  out  among  your  fellow 
physicians.  Do  not  be  dismayed  by  carping 
and  gloom-mongering  by  some.  Medicine  can 
be  an  enjoyable  and  satisfying  profession.  The 
prospects  are  far  from  bleak  and  your  greatest 
rewards  will  certainly  be  other  than  monetary. 
— M.E.A. 


chemically  abusing  patients  in  Iowa  by  pro- 
ducing a publication  relevant  to  our  state.  I 
would  like  to  offer  my  services  for  any  further 
publications  you  may  be  planning  regarding 
substance  abuse  and  alcoholism.  Although  1 
am  relatively  new  to  the  field,  my  position  at 
Oakdale,  which  is  Iowa's  only  state-funded 
chemical  dependency  treatment  center  avail- 
able to  the  entire  state,  has  provided  me  with 
a somewhat  unique  perspective  on  one  aspect 
of  substance  abuse  in  Iowa.  — Ralph  Knud- 
SON,  M.D.,  Assistant  Professor,  Medical  Coordi- 
nator, Chemical  Dependency  Center,  University  of 
Iowa 


A.  J.  HAVLIK,  M.D. 

1910-1986 

Aloysius  j.  Havlik,  M.D.,  was  bom  in  1910, 
graduated  from  Loyola  Medical  School 
in  1933  and  was  in  active  family  practice  in 
Tama,  Iowa  from  1934  until  his  death  in  March 
of  1986.  During  World  War  II  he  served  as  a 
medical  officer  aboard  a destroyer  in  the  Pa- 
cific. He  continued  in  the  Naval  Reserve  and 
retired  as  a captain. 

Dr.  Havlik  was  highly  respected  and  be- 
loved by  the  Tama  community  in  which  he 
practiced  and  was  held  in  high  regard  by  his 
peers  in  the  medical  profession  in  Marshall- 
town where  he  cared  for  his  hospital  patients. 
He  had  a keen  intellect  and  was  ever  the  stu- 
dent, keeping  abreast  of  current  advances  in 
medicine.  He  had  a deep  interest  and  appre- 


ciation of  music  and  spent  one  summer  in  Eu- 
rope studying  music. 

He  was  very  active  in  the  Iowa  Medical  So- 
ciety, being  the  secretary  of  the  Tama  County 
Medical  Society  for  about  35  years,  a delegate 
to  the  IMS  for  Tama  County  for  30  years,  vice- 
president  of  the  IMS  from  1969-1970,  member 
of  the  IMS  Board  of  Trustees  for  6 years;  and 
chairman  of  the  IMS  Board  of  Trustees  from 
1976-1977.  In  1984  he  was  honored  by  the  IMS 
with  the  Merit  award  for  outstanding  achieve- 
ment. 

Dr.  Havlik  was  admired  for  his  integrity,  his 
devotion  to  medicine,  and  particularly  for  his 
positive  attitude  and  enthusiasm  in  all  his  en- 
deavors and  assigned  tasks.  Dr.  Havlik  is  sur- 
vived by  his  wife  Genevieve  and  five  children. 

Al's  constructive  contributions  were  many. 
HE  WILL  BE  MISSED.  — Lawrence  O.  Good- 
man, M.D.,  Marshalltown 
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cialty  organizations.  We  need  to  expand  on 
this  and  give  it  greater  emphasis. 

Communicate  with  Patients 

Secondly,  and  most  importantly,  we  must 
continually  stress  good  communications  with 
our  patients  and  their  families.  Take  that  extra 
minute  to  say,  "What's  new?"  "How's  fish- 
ing?" Efforts  to  establish  good  rapport  will  en- 
hance the  well-being  of  the  patient  and  recap- 
ture the  bond  of  trust  between  you  and  your 
patients.  Further,  such  practice  will  alleviate 


significantly  the  chances  of  any  liability  action. 

Thirdly,  we  need  to  communicate  openly 
and  convincingly  with  our  state  policymakers. 
Those  elected  officials  who  serve  in  the  Iowa 
General  Assembly  need  to  know  of  our  intense 
interest  in  their  actions.  We  are  their  constit- 
uents and  we  must  be  responsive  verbally  and 
financially. 

Now  is  the  time  either  to  start  or  to  step  up 
your  personal  communications  with  your  leg- 
islators. We  have  had  excellent  and  valuable 
support  in  this  area  from  our  spouses.  Our 
Auxiliary  has  done  a wonderful  job  this  year 
on  the  legislative  front;  we  can  use  even  more 
of  this  help. 

We  will  need  to  pursue  further  our  objective 
of  tort  liability  reform.  Then  we  can  get  on  to 
other  issues  of  vital  concern  to  physicians  and 
patients.  We  need  to  be  fair  and  objective  — 
and  we  need  to  be  assertive  as  well. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone:  515/243-3690  or  Iowa  toll-free:  1-800-622-8335 


RECENT  BOOKS 


Giscard  d'Estaing,  Valerie-Anne,  1985,  The 
World  Almanac  Book  of  Inventions,  World  Al- 
manac Publications,  New  York,  N.Y.  $10.95. 
This  almanac  describes  more  than  2,000  in- 
ventions that  have  changed  our  lives.  These 
brief  descriptions  are  divided  in  a number  of 
broad  categories  such  as  transportation,  arts, 
agriculture,  industry  and  medicine  among 
others.  Besides  being  informative,  this  is  a 
"fun"  book.  It  describes  many  bizarre  inven- 
tions in  addition  to  those  which  have  molded 
the  progress  of  society. 

Bettelheim,  Bruno,  1985,  A Home  for  the  Heart, 
University  of  Chicago  Press,  Chicago,  Illinois, 
paper,  $14.95.  The  author  was  the  director  of 
the  Orthogenic  School  at  the  University  of  Chi- 
cago — a home  for  emotionally  disturbed  chil- 
dren — from  1944  until  1973.  This  book 
illuminates  the  physical,  social  and  emotional 
aspects  of  such  an  institution. 
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On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitFate, 
add  ISOPnN^ 

(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo 
tension  (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 


“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever  ’ 


A public  service  of  this  publication. 


Richard  M.  Caplan,  M.D. 

OUR  MAN 
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N EDUCATION 

BOOKS  THAT  MATTERED 


The  local  public  library  recently  sent  a 
questionnaire,  to  whom  all  I don't  know, 
but  their  single  question  seemed  an  intriguing 
challenge  that  gave  me  trouble.  They  asked 
me  to  name  the  one  or  two  books  that  "made 
the  greatest  difference  to  me,  and  why."  I 
paused  to  wonder  how  many  books  I've  read 
totally  or  in  part  since  whenever  it  was  that 
my  reading  began.  It  seems  hard  even  to  es- 
timate, but  probably  the  number  lies  in  the 
many  hundreds,  possibly  even  a few  thou- 
sand. When  compared  to  all  that  have  ever 
existed  or  are  even  now  easily  available,  and 
even  just  in  English,  it's  clear  that  whatever 
number  is  true  for  me,  it's  miniscule  compared 
to  that  total. 

A friend,  recently  retired,  told  me  he'd 
looked  forward  to  reading  as  his  main  activity 
and  joy,  but  in  these  six  post-retirement 
months  he's  scarcely  cracked  a cover  — "just 
listened  to  music  on  the  radio  and  slept  a lot." 
He's  depressed,  I decided.  Retirement  can  do 
that,  of  course.  It  worries  me.  Perhaps  the  pre- 
vention lies  in  building  toward  a strong  read- 
ing program  gradually  so  that  the  full  dose 
suddenly  at  retirement  doesn't  cause  illness 
(I'm  thinking  of  the  technique  for  increasing 
the  increments  of  penicillin  given  to  a peni- 
cillin-sensitive patient  who  "must"  receive  it). 

But  which  one  book?  The  Bible  doubtlessly 
shapes  the  entire  world  view  — for  me  and  I 
suppose  almost  every  other  citizen  of  Western 
civilization.  And  that's  as  true  for  atheists  as 
for  fundamentalists.  If  I free-associate,  there 
pops  into  my  head  Gray's  Anatomy,  or  the  fat, 
excellent  textbook  {Dermatology,  by  Pillsbury, 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


Shelley  and  Kligman)  that  I read  from  cover- 
to-cover  during  the  several  months  before  I 
began  my  residency.  That  text  was  useful  for 
me,  I think,  and  exciting,  partly  because  it  was 
an  uncommonly  well-written  medical  book, 
which  I've  come  to  realize  mostly  in  retrospect 
— but  I'm  not  sure  I'd  urge  such  a procedure 
on  anybody  else  about  to  begin  specialty  train- 
ing. The  trouble  with  these  and  other  answers 
from  my  personal  list  of  "great  books"  was 
that  the  impact  of  any  one  of  them,  though 
great,  was  relatively  diffuse;  I couldn't  pin- 
point a startling  or  even  specific  effect.  Al- 


"Books,  collectively,  have  mattered 
enormously  to  me.  Perhaps  I'm  not 
overstating,  since  I'm  not  an  ardent 
Freudian,  if  I say  that  both  directly 
and  indirectly  they  may  be  given 
credit  or  blame  for  most  of  what  I 
am  and  do." 


though  I recall  how  delighted  I was  with  the 
ingenuity  and  charm  of  Dr.  Suess's  The  Cat  in 
the  Hat  when  first  I read  it  to  our  firstborn,  it 
didn't  influence  my  knowledge,  behavior  or 
attitude  in  a clearly  demonstrable  or  measur- 
able way  except  to  make  me  read  it  over  and 
over  to  our  children  and  to  buy  it  as  my  fa- 
vorite gift  to  friends  on  the  birth  of  their  first- 
born. Maybe  that  should  count  as  a lot  of  in- 
fluence. 

So  what  made  the  "greatest  difference?" 

It  is  exceedingly  difficult  to  choose.  Books, 
collectively,  have  mattered  enormously  to  me. 
Perhaps  Tm  not  overstating,  since  I'm  not  an 
ardent  Freudian,  if  I say  that  both  directly  and 
indirectly  they  may  be  given  credit  or  blame 
for  most  of  what  I am  and  do.  But  finally,  two 
works  come  to  mind,  not  because  they  are  in- 
trinsically great,  nor  would  I put  them  on  a 
(Please  turn  to  page  286) 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 


THE  TOPICAL  AND  SYSTEMIC 
TREATMENT  OF  ACNE  VULGARIS 


The  treatment  of  acne  vulgaris  is  dependent 
upon  the  clinical  expression  of  the  disease. 
Acne  consists  of  noninflammatory  lesions 
(closed  and  open  comedones)  and  inflamma- 
tory lesions  (papules,  pustules,  nodules,  and 
nodulocystic  lesions).  An  abnormal  pattern  of 
follicular  keratinization  results  in  comedonal 
lesions;  therefore,  if  noninflammatory  lesions 
predominate,  therapy  should  be  oriented  to 
reverse  this  abnormal  pattern  of  keratiniza- 
tion. On  the  other  hand,  if  inflammatory  le- 
sions are  predominant,  most  of  the  major  em- 
phasis should  be  placed  on  decreasing  the 
follicular  Propionibacterium  acnes  population 
and/or  the  generation  of  extracellular  inflam- 
matory products  of  P.  acnes  (lipases,  proteases, 
hyaluronidase,  chemotactic  factors).  Drugs  that 
have  an  anti-inflammatory  effect  are  also  used, 
and  in  severe  treatment-resistant  acne,  ther- 
apeutic agents  that  decrease  sebaceous  gland 
activity  may  be  used.  Unfortunately,  the  drugs 
currently  available  to  decrease  sebaceous  gland 
activity  have  potential  side  effect  patterns  that 
preclude  their  use  in  all  acne  patients.  Topical 
and  systemic  therapy  are  discussed  here.  Acne 
surgery  (the  removal  of  the  superficial  non- 
inflammatory and  inflammatory  lesions)  is  be- 
yond the  scope  of  this  review. 

Topical  Therapy 

Benzoyl  peroxide:  Benzoyl  peroxide's  prime 
mode  of  action  is  mediated  through  its  bac- 
teriostatic action  against  P.  acnes;  therefore,  it 
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is  the  topical  treatment  of  choice  in  inflam- 
matory acne.  It  is  believed  that  the  bacterio- 
static action  is  related  to  the  release  of  nascent 
oxygen.  Benzoyl  peroxide  also  has  a slight  ef- 
fect on  follicular  keratinization,  but  it  is  not  as 
active  as  either  vitamin  A acid  or  salicylic  acid 
and,  therefore,  is  not  indicated  in  patients  with 
comedonal  acne,  unless  one  of  these  latter  2 
drugs  cannot  be  used.  The  active  drug  must 
be  present  on  the  skin  surface  in  great  enough 
concentration  and  for  long  enough  to  allow 
penetration  into  the  follicular  canal.  Therefore, 
benzoyl  peroxide  preparations,  as  well  as  all 
topical  preparations  used  for  acne,  should  be 
applied  once  or  twice  daily  and  not  washed 
off  for  several  hours. 

Benzoyl  peroxide  is  available  as  a lotion, 
cream,  or  gel  (both  water  base  and  acetone 
base).  The  lotion  and  cream  are  available  in 
5%  and  10%  concentrations;  the  gel  is  available 
in  2.5%,  5%,  and  10%  concentrations.  In  gen- 
eral, the  gel  preparations  are  therapeutically 
more  active,  but  they  also  may  produce  more 
drying  and  be  more  irritating.  Also,  the  po- 
tential for  irritancy  increases  with  an  increase 
in  the  concentration  of  the  active  material.  A 
few  patients  may  develop  an  allergic  contact 
dermatitis  to  benzoyl  peroxide,  but  true  con- 
tact allergy  is  much  less  common  than  a pri- 
mary irritancy  reaction.  While  benzoyl  per- 
oxide washes  are  available,  they  are  less 
effective  because  of  their  short  contact  time  on 
the  skin.  Benzoyl  peroxide  preparations  may 
cause  some  bleaching  of  colored  hair  or  fabric; 
patients  should  be  warned  of  this  possibility. 

Benzoyl  peroxide  has  been  reported  to  be  a 
tumor  promoter  in  an  animal  two-stage  car- 
cinogenesis model,  but  there  is  no  evidence 
that  benzoyl  peroxide  has  any  tumor-promot- 
ing activity  in  humans.  The  drug  has  been  used 
safely  for  close  to  20  years. 
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Vitamin  A acid:  This  agent  exerts  its  effect 
through  a reversal  of  the  pattern  of  abnormal 
keratinization,  probably  through  a decrease  in 
the  cohesiveness  of  the  intrafollicular  keratin- 
ized material.  As  such,  it  is  considered  a co- 
medolytic  agent  and  is  the  prime  agent  for  the 
management  of  noninflammatory  acne.  While 
vitamin  A acid  does  not  have  any  direct  an- 
tibacterial or  anti-inflammatory  activity,  it  also 
is  of  value  in  inflammatory  acne,  as  these  le- 
sions arise  from  closed  comedones. 

Vitamin  A acid  is  available  as  a cream  (0.05% 
and  0.1%),  a gel  (0.01%  and  0.025%),  and  a 
solution  (0.05%).  The  creams  are  the  least  likely 
to  produce  irritation  while  the  solution  is  the 
most  irritating.  Therefore,  vitamin  A acid  ther- 
apy should  be  started  with  a cream  or  gel  prep- 
aration, and  the  solution  is  indicated  only  when 
tolerance  has  developed  to  the  other  forms  of 
vitamin  A acid.  Because  of  irritation,  some  pa- 
tients may  only  be  able  to  use  the  preparation 
every  2 or  3 days,  especially  when  first  starting 
therapy.  There  is  less  irritation  if  vitamin  A is 
applied  at  least  one-half  hour  after  washing. 
There  may  be  an  initial  flare  of  acne  when 


vitamin  A acid  is  used  (this  is  different  than 
the  irritation  produced  by  the  compound).  Co- 
medones become  softer  and  often  are  extruded 
spontaneously;  those  that  remain  are  easier  to 
remove  with  a comedo  extractor. 

Topical  vitamin  A acid  can  cause  an  in- 
creased response  to  sunlight;  therefore,  it  is 
best  to  use  it  at  night,  although  it  is  not  known 
if  the  mechanism  of  the  photoaugmentation  is 
due  to  photosensitivity  or  epidermal  changes 
produced  by  the  drug.  Some  patients  may  need 
to  use  sunscreens  while  using  vitamin  A acid. 
Vitamin  A acid  has  been  reported  to  act  as  a 
tumor  promoter  in  a two-stage  carcinogenesis 
model  with  ultraviolet  light  acting  as  the  tu- 
mor initiator.  However,  the  results  of  the  an- 
imal studies  have  not  been  consistent  from 
study  to  study;  and  while  vitamin  A acid  has 
not  been  used  as  long  as  benzoyl  peroxide, 
there  also  is  close  to  20  years  of  clinical  ex- 
perience without  any  evidence  of  tumor  de- 
velopment in  humans. 

Topical  antibiotics:  The  rationale  for  the  use 
of  topical  antibiotics  is  obviously  due  to  their 
antibacterial  activity.  Preparations  containing 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Rex  Voegtiin,  CFP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 


COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  FSC  SECURITIES  CORPORATION 
A REGISTERED  BROKER  DEALER  • MEMBER  NASD  • MEMBER  SIPC 


June  1986  / 281 


tetracycline,  erythromycin,  clindamycin,  and 
meclocycline  are  commercially  available.  All  of 
the  antibiotics  are  suspended  in  liquid  vehicles 
except  for  meclocycline,  which  is  compounded 
in  a cream  base.  Topical  tetracycline  is  prob- 
ably less  effective  than  the  other  preparations. 
Where  dryness  is  of  concern,  the  meclocycline 
preparation  may  be  preferable  because  it  is  in 
a cream  base.  As  with  other  topical  acne  agents, 
it  is  recommended  that  topical  antibiotics  be 
used  twice  daily.  They  are  most  effective  in 
mild  to  moderate  acne  and  have  not  replaced 
the  use  of  systemic  antibiotics  in  the  more  se- 
vere cases  of  acne. 

Salicylic  acid:  Salicylic  acid  preparations  are 
comedolytic.  Salicylic  acid  is  not  as  effective 
as  vitamin  A acid;  however,  it  is  of  use  in  pa- 
tients who  cannot  tolerate  vitamin  A acid.  The 
comedolytic  activity  of  salicylic  acid  is  greater 
than  that  of  benzoyl  peroxide. 

Systemic  Therapy 

Antibiotics:  Antibiotics,  and  in  particular  tet- 
racycline, are  the  most  commonly  used  sys- 
temic drugs  for  acne.  The  antibiotics  that  are 
effective  in  the  management  of  acne  decrease 
the  Propionibacterium  acnes  population  within 
the  follicle.  While  this  antibacterial  mechanism 
is  obviously  important,  it  should  be  stressed 
that  acne  vulgaris  is  not  a bacterial  disease  and 
the  clinical  effect  is  mediated  through  a de- 
crease in  the  production  of  extracellular  in- 
flammatory components.  The  antibiotics  may 
have  other  direct  anti-inflammatory  activities 
such  as  the  inhibition  of  neutrophil  chemotaxis 
and  a decrease  in  lipase  production. 

Initial  dosing  with  tetracycline  is  usually  on 
the  order  of  750  to  1000  mg/day  in  split  dos- 
ages. Tetracycline  is  often  continued  for  long 
periods  of  time  with  a maintenance  dose  of 
250  to  500  mg/day.  A few  patients  with  very 
severe  disease  will  benefit  from  the  adminis- 
tration of  dosages  as  high  as  2 to  3 grams/day. 
At  this  level,  hemograms  and  liver  function 
tests  are  indicated  at  frequent  intervals. 

In  spite  of  the  fact  that  tetracycline  therapy 
is  often  prolonged,  the  side  effects  are  mini- 
mal. A small  percentage  of  women  will  de- 
velop a yeast  vaginitis  while  taking  tetracyc- 
line or  other  broad  spectrum  antibiotics.  A few 
patients  may  develop  a gram-negative  folli- 
culitis during  long-term  therapy.  The  gram- 
negative organisms  colonize  the  nasal  mucosa 


and  spread  onto  the  adjacent  skin  surface.  The 
onset  of  a gram-negative  folliculitis  should  be 
suspected  if  a patient  on  long-term  antibiotic 
therapy  develops  highly  inflamed  pustules  or 
nodules  that  are  clustered  around  the  midline 
of  the  face.  Cultures  are  required  to  confirm 
the  diagnosis.  The  emergence  of  true  resist- 
ance to  P.  acnes  is  fortunately  rare  after  the  use 
of  the  broad  spectrum  antibiotics. 

Tetracycline,  of  course,  should  not  be  given 
to  pregnant  women  because  of  the  potential 
deposition  of  the  antibiotic  in  the  deciduous 
teeth  producing  a yellow  staining  of  the  teeth. 
Tetracycline  may  also  inhibit  skeletal  growth 
when  given  to  young  children. 

Erythromycin  is  a satisfactory  alternative  an- 
tibiotic agent,  particularly  when  patients  find 
it  hard  to  take  tetracycline  on  an  empty  stom- 
ach. The  dosage  schedule  is  the  same  as  for 
tetracycline.  Clindamycin  has  been  used,  but 
since  its  use  can  produce  a pseudomembra- 
nous colitis  due  to  clostrial  exotoxins,  it  is  rarely 
used.  Minocycline  in  dosages  of  100  to  200  mg/ 
day  is  probably  more  effective  than  tetracy- 
cline or  erythromycin,  but  the  cost  is  consid- 
erably greater;  and  therefore,  it  is  customary 
to  use  it  in  patients  who  have  not  shown  a 
response  to  tetracycline  or  erythromycin.  Tri- 
methoprim-sulfa combinations  also  may  be 
used  in  patients  who  do  not  have  a satisfactory 
response  to  other  antibiotics. 

Isotretinoin  therapy:  This  drug  has  revolu- 
tionized the  care  of  patients  with  severe  nod- 
ulocystic  acne.  It  has  major  side  effects  and 
should  be  restricted  in  its  use  to  those  with 
very  severe  acne.  It  has  been  discussed  in  a 
previous  University  of  Iowa  Drug  Letter  {Drug 
Letter,  Volume  23,  Number  1,  January  1984  and 
Iowa  Medicine,  170-71,  April  1984)  and  will  not 
be  dealt  with  in  detail  herein.  However,  cer- 
tain points  need  to  be  emphasized.  Isotreti- 
noin should  be  used  for  16  to  20  weeks  in  a 
dosage  of  0.5  to  1.0  mg/kg/day  in  the  average 
patient  requiring  this  form  of  therapy.  If  there 
is  marked  involvement  of  the  back  or  chest, 
the  dose  can  be  increased  to  1.5  to  2.0  mg/kg/ 
day.  If  therapy  needs  to  be  repeated,  there 
should  be  an  eight-week  interval  between  the 
courses  of  therapy.  In  the  dosages  used,  all 
patients  will  have  evidence  of  chronic  hyper- 
vitaminosis  A.  Integumentary  side  effects  are 
predominant  (cheilitis,  dry  skin,  pruritus,  dry 
mucous  membranes,  scaly  dermatitis,  con- 
junctivitis, epistaxis).  A reversible  dose-de- 
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pendent  elevation  of  plasma  triglycerides  may 
occur  and  this  is  accompanied  by  a decrease 
in  plasma  HDLs.  Pseudotumor  cerebri  is  a rare 
side  effect,  but  patients  with  a complaint  of 
global  headaches  or  other  signs  of  increased 
intracranial  pressure  such  as  nausea  or  vom- 
iting should  be  checked  for  this  possibility. 
Recently,  minimal  bony  hyperostoses  involv- 
ing the  ligamentous  areas  of  the  spine  have 
been  observed.  To  date  these  have  been 
asymptomatic  and  not  related  to  the  muscu- 
loskeletal pain  that  occurs  in  about  20%  of  pa- 
tients. Nonetheless,  the  long-term  potential  of 
these  bony  hyperostoses  remains  to  be  deter- 
mined. Isotretinoin  is  a potent  teratogen,  ex- 
erting its  effect  early  in  pregnancy  at  the  time 
of  organogenesis.  However,  it  is  not  a muta- 
gen. The  characteristic  lesions  involve  the  cen- 
tral nervous  system,  the  ears,  and  the  vascular 
system.  All  women  with  child-bearing  poten- 
tial must  have  a pregnancy  test  before  starting 
therapy,  should  have  a normal  menstrual  pe- 
riod after  this  test,  and  then  be  on  an  effective 
contraception  program  throughout  therapy 
and  for  one  month  after  therapy  is  stopped. 
Many  other  side  effects  have  been  seen  with 
isotretinoin  therapy,  which  may  or  may  not 
be  drug  related.  These  are  discussed  in  the 
package  brochure,  which  should  be  read  in 
detail  by  all  those  who  are  planning  to  pre- 
scribe isotretinoin.  Furthermore,  the  drug 
should  only  be  prescribed  by  physicians  who 
are  thoroughly  familiar  with  the  side-effect 
patterns  of  the  drug  and  the  correct  monitor- 
ing procedures. 

Corticosteroids:  Corticosteroids  can  be  used 
in  low  dosages  for  their  activity  in  suppressing 
sebaceous  glands  or  in  high  dosages  for  their 
anti-inflammatory  activity.  The  use  of  corti- 
costeroids in  once-daily  dosages  of  5 to  7.5  mg 
of  prednisone  or  0.25  to  0.5  mg  of  dexameth- 
asone  at  night  is  indicated  in  patients  with 
treatment-resistant  acne  in  whom  increased 
adrenal  androgen  production  can  be  demon- 
strated. When  high-dose  therapy,  employing 
as  much  as  40  mg  of  prednisone  per  day,  is 
used,  obviously  the  primary  effect  is  anti-in- 
flammatory although  these  dosages  also  sup- 
press the  sebaceous  gland.  High-dose  therapy 
should  be  of  short-term  duration  because  of 
the  potential  for  the  development  of  side  ef- 
fects. Anti-inflammatory  activity  may  be  ob- 
tained without  the  systemic  side  effects 


through  intralesional  injection  of  corticoster- 
oids. 

Estrogens:  Prior  to  the  availability  of  isotret- 
inoin, high-dose  estrogen  oral  contraceptives 
were  used  to  treat  women  with  chronic  acne. 
Estrogens  in  dosages  of  75  to  100  micrograms 
of  ethinyl  estradiol  or  its  equivalent  suppress 
sebaceous  gland  activity.  Therefore,  oral  con- 
traceptives with  a high  estrogen  content  are 
needed,  increasing  the  risk  of  side  effects.  The 
response  to  estrogen  therapy  is  slow,  often 
requiring  4 to  6 months  of  cyclic  use.  Relapses 
may  occur  after  therapy  is  discontinued.  The 
combination  of  estrogens  and  low-dose  corti- 
costeroids, both  of  which  inhibit  the  sebaceous 
glands,  has  proven  to  be  therapeutically  su- 
perior to  the  use  of  either  agent  alone.  In  Eu- 
rope estrogens  have  been  given  with  an  an- 
tiandrogen, cyproterone  acetate,  with  good 
results. 

Sulfones:  Dapsone  in  a dosage  of  50  to  200 
mg  daily  may  be  of  benefit  in  highly  inflam- 
matory acne.  Its  mechanism  of  action  is  un- 
known, but  it  probably  acts  as  an  anti-inflam- 
matory agent.  Dapsone  will  produce  a severe 
hemolytic  anemia  in  patients  with  a glucose- 
6-phosphatase  deficiency,  so  that  enzyme  lev- 
els should  be  within  normal  limits  before  ther- 
apy is  started.  A drop  in  hemoglobin  is  ex- 
pected in  all  patients  treated  with  dapsone. 
Methemoglobinemia  is  also  to  be  expected.  Pa- 
tients must  be  carefully  monitored  with  hem- 
ograms including  reticulocyte  counts  during 
dapsone  therapy.  The  use  of  dapsone  for  acne 
is  limited  now  that  isotretinoin  is  available.  — 
John  S.  Strauss,  M.D.,  Professor  and  Head,  De- 
partment of  Dermatology 
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STATE  DEPT.  OF 

PUBLIC  HEALTH 

rvTf 

PUBLIC  HEALTH  NURSING 
GRANT  RULES  REVISED 


The  Iowa  State  Department  of  Health  has 
provided  state  funds  to  local  boards  of 
health  to  help  support  public  health  nursing 
services  since  1977.  The  current  state  appro- 
priation is  just  over  2 million  dollars  and  is 
allocated  to  the  counties  by  a formula.  Typi- 
cally the  grant  funds  comprise  about  13%  of 
the  total  budget  of  the  public  health  nursing 
agency. 

The  Department  has  recently  adopted  re- 
vised rules  on  these  funds.  The  revised  rules 
are  significantly  more  detailed  than  the  pre- 
vious ones.  They  are  organized  in  two  major 
sections.  The  first  section  outlines  the  respon- 
sibilities of  the  local  board  of  health  regarding 
the  grant  funds;  the  second  section  identifies 
provider  agency  responsibilities. 

The  funds  are  contracted  by  law  to  the  local 
boards  of  health.  The  boards  are  allowed  to 
provide  the  service  with  their  own  staff  or  sub- 
contract with  a governmental  or  non-profit 
agency.  In  accepting  the  funds  the  local  board 
of  health  agrees  to  comply  with  the  rules  which 
state  in  part: 

"470-79.4(135)  Local  board  of  health  re- 
sponsibility. The  local  board  of  health  shall 
establish  a plan  for  the  provision  in  homes 
and  community  settings  of  generalized  public 
health  nursing  services  for  the  residents  of 
the  jurisdiction.  This  plan  shall  cover  provi- 
sion of  no  less  than  the  following  compo- 
nents: 

79.4(1)  Needs  assessment.  Review  and  an- 
nually update  a written  assessment  of  public 
health  needs  and  resources  of  the  community. 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


This  should  be  done  in  coordination  with  re- 
lated community  agencies  and  organizations. 

79.4(2)  Communicable  disease  control. 

79.4(3)  Risk  reduction  and  health  promo- 
tion. 

79.4(4)  Maternal  and  child  health. 

79.4(5)  Nursing  care  to  individuals  in  their 
homes. 

a.  Provide  part-time  intermittent  nursing 
care  in  the  home  to  individuals  with  medical 
diagnosis(es)  through  an  agency  certified  as 
a home  health  agency  by  the  Health  Insurance 
Benefits  Program  (Medicare). 

b.  Each  agency  shall,  not  less  than  an- 
nually, complete  a cost  analysis  to  determine 
the  cost  of  providing  a unit  of  service.  A slid- 
ing fee  scale  based  on  income  and  family  size 
for  the  home  care  component  of  the  public 
health  nursing  services  shall  be  established 
and  used  for  those  people  able  to  pay  all  or 
a part  of  the  cost  of  service.  The  sliding  fee 
scales  shall  be  used  as  guidelines  with  ad- 
ditional circumstances  taken  into  account  in 
determining  with  the  patient  the  fee  that  will 
be  paid.  The  exceptions  based  on  additional 
circumstances  shall  be  applied  in  a consistent 
manner. 

c.  Medicare,  Medicaid  and  health  insurance 
carriers  shall  be  billed  in  all  appropriate  cases 
for  services  provided. 

79.4(6)  Evaluation.  Evaluate  the  total  public 
health  nursing  program  according  to  a written 
evaluation  plan  each  year.  The  evaluation 
shall  assess  the  extent  to  which  the  total  pub- 
lic health  nursing  program  is  appropriate,  ad- 
equate, effective  and  efficient. 

These  broad  requirements  should  help  to 
assure  the  continuation  of  generalized  public 
health  nursing  services  throughout  Iowa. 

As  indicated  the  services  may  be  provided 
by  agencies  under  board  of  health  auspices  or 
by  separate  agencies  who  are  granted  sub-con- 
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tracts  by  the  board  of  health.  In  either  case  the 
provider  agency  must  meet  the  following 
standards. 

STANDARD  I — Legal  authority  to  operate 
in  conformity  with  all  laws  and  rules. 

STANDARD  II  — Plan  and  provide  pro- 
grams in  accordance  with  the  agency's 
purpose,  in  relation  to  community  health 
needs  and  the  total  community  health 
program.  There  shall  be  established 
priorities,  policies,  procedures,  measur- 
able objections  and  the  agency  shall  pro- 
vide a specified  amount  of  health  pro- 
motion services. 

STANDARD  III  — The  agency  shall  have 
a personnel  management  system. 

STANDARD  IV  — The  agency  shall  main- 
tain administrative,  fiscal,  personnel  and 
case  records  which  include  specified  in- 
formation and  are  accessible  to  author- 
ized representatives  of  the  Department. 
The  agency  shall  submit,  no  less  than  an- 
nually, a copy  of  the  Health  Care  Fi- 
nancing Administration  Cost  Report  or 
an  alternate  cost  report  approved  by  the 
Department.  The  agency  shall  also  sub- 
mit, not  less  than  quarterly,  a statistical 
report  of  services  provided,  on  forms  ap- 
proved or  provided  by  the  Department. 

STANDARD  V — The  agency  shall  have  a 
written  plan  for  evaluation  of  the  re- 
sponsibilities assigned  to  it  in  the  board 
of  health's  plan. 

The  funds  will  be  budgeted  on  a purchase 
of  service  basis  in  each  county's  contract.  "The 
state  grant  funds  shall  only  be  billed  for  nurs- 
ing visits  not  reimbursed  by  third  party  payers 
or  the  portion  not  paid  by  the  recipient  on  the 
sliding  fee  scale.  The  state  grant  funds  may 
also  be  billed  for  health  promotion  home  visits 
determined  by  the  Health  Care  Financing 
Administration  Cost  Report  or  an  alternate  cost 
report  approved  by  the  department." 

We  do  not  expect  these  revised  rules  will 
result  in  major  changes  in  current  programs 
but  they  should  help  to  clarify  responsibilities. 
For  further  information  or  a copy  of  the  rules, 
please  contact  your  local  board  of  health  or 
Darken  Sickert,  R.N.,M.P.H.,  director.  Public 
Health  Nursing  Section,  Division  of  Family  and 
Community  Health,  Iowa  State  Department  of 
Health,  Lucas  State  Office  Building,  Des 
Moines,  Iowa  50319.  515/281-4912. 


Your  Investment  Advisor 
Should  Take  ^ur 
Business  Personally. 


Nothing  is  more  fmstrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 

Suite  840  Des  Moines  Bldg. 

. Des  Moines,  Iowa  50309 

Statesman  Investment 
Advisors,  Inc. 

515-284-7648 
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April  1986  Morbidity  Report 


Disease 

April 

1986 

Total 

1986 

to 

Date 

1985 

to 

Dote 

Most  April  Coses 
Reported  From 
These  Counties 

Aids 

0 

8 

2 

Amebiasis 

3 

14 

18 

Boone,  Johnson 

Brucellosis 

1 

1 

0 

Chickasaw 

Chickenpox 

1239 

4923 

4140 

Scattered 

Campylobacter 

15 

56 

42 

Scattered 

Cytomegalovirus 

1 

9 

2 

Polk 

Eatons  Agent 
Infection 

1 

4 

6 

Johnson 

Encephalitis,  viral 

1 

3 

10  Clayton 

Erythema  Infectiosum 

58 

58 

0 

Scattered 

Gastroenteritis  (GIV) 

1320 

9643 

8267 

Scattered 

Giardiasis 

23 

107 

91 

Scattered 

Hepatitis,  A 

3 

13 

10 

Hancock,  Linn,  Polk 

Hepatitis,  B 

8 

30 

37 

Scattered 

Hepatitis,  Non  A-B 

2 

7 

5 

Fayette,  Grundy 

Hepatitis 

type  unspecified 

0 

0 

4 

Herpes  Simplex 

68 

388 

311 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

4 

9 

3 

Crawford,  Pocahontas, 

Infectious 

mononucleosis 

12 

109 

84 

Polk,  Tama 
Scattered 

Influenza, 

lab  confirmed 

28 

241 

166 

Scattered 

Influenza-like 
illness  (URI) 

2844 

66261 

21754 

Scattered 

Legionellosis 

0 

4 

2 

Malaria 

0 

1 

1 

Meningitis 

aseptic 

1 

7 

11 

Clinton 

bacterial 

10 

33 

49 

Scattered 

meningococcal 

0 

6 

7 

Mumps 

5 

10 

7 

Linn,  Muscatine, 

Pertussis 

1 

5 

3 

Pocahontas,  Scott 
Polk 

Rabies  in  animals 

21 

54 

58 

Scattered 

Reye  Syndrome 

0 

0 

4 

Rheumatic  Fever 

4 

5 

0 

Black  Hawk,  Decatur, 

Rubella 

(German  measles) 

0 

0 

0 

Jasper,  Mahaska 

Measles 

1 

1 

0 

Johnson 

Salmonellosis 

4 

40 

47 

Adair,  Keokuk,  Polk 

Shigellosis 

0 

3 

8 

Toxic  Shock 
Syndrome 

1 

4 

5 

Linn 

Tuberculosis 
total  ill 

3 

14 

27 

Johnson,  Page,  Wapello 

bact.  pos. 

2 

13 

25 

Page,  Wapello 

Typhoid  Fever 

0 

1 

0 

Venereal  diseases: 
Gonorrhea 

277 

1166 

1386 

Scattered 

Chlamydia 

162 

720 

11 

Scattered 

Syphilis 

0 

5 

12 

Other  Non-Reportable  Diseases:  Ascaris  — 1 , Winneshiek;  Rotravirus  — 
2,  Allamakee,  1,  Linn;  Urealytica  Urealyticum — 1,  Washington. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meet  your 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp*. 


PEftMA 
TAMP 


We're  Iowa's 
Only  Perma  Stamp 
Manufacturer! 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


OUR  MAN  IN  EDUCATION 

(Continued  from  page  279) 


list  of  "great  books,"  or  "must  read."  They 
did,  however,  each  make  something  happen 
in  my  life  in  a way  that  1 particularly  remem- 
ber, and  changed  my  attitudes  and  behavior 
quite  sharply,  and  that  specificity  is  more  than 
I can  say  of  most  works. 

One  is  The  Feminine  Mystique  by  Betty  Frie- 
dan  (read  on  the  command  of  my  wife  — the 
only  book  she  has  ever  assigned  me).  As  it  did 
to  many  others,  this  book  awoke  me  to  the 
modern  issues  and  crusade  regarding  femi- 
nism and  sexism.  The  effect  was  like  a wet- 
towel-slap.  The  other  work  was  The  Complete 
Sherlock  Holmes  by  Arthur  Conan  Doyle,  a 
pleasant  diversion  1 first  read  in  my  early 
twenties.  But  when  I re-read  it  at  about  age 
48,  after  having  attended,  at  a friend's  insti- 
gation, a meeting  of  a Sherlock  Holmes  Soci- 
ety, it  propelled  me  into  a new  hobby  which 
has  brought  me  many  delightful  hours  of  read- 
ing, searching,  writing,  and  even  the  publish- 
ing of  imaginative  fiction. 

What  book  mattered  to  you? 
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TABLETS 


Upjohn 


A Century 
of  Caring 


1986  The  Upjohn  Company 


J-6 1 38  January  1 986 . 


“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”’ 


270 


j 250 
1i  I 

(230 


170 


I 


150 1: 
130  ^ 

nil 


91J 

70 


‘*1 


If  your  patients^havol^ 
^probably  have  bif  h 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.”^  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 


}IMensin 

^guanabenz  acetate) 


See  important  information  on  following  page. 


ReferancM:  1 . Glueck  CJ:  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  artd  Coronary  Heart  Disease,  Washington,  D C.,  March  31 . 1 985.  2.  The  Framingham 
Study,  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28,  U S.  Dept,  of  Health,  Education,  and  Welfare.  3.  National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1 984:  Vol  5,  No  7,  p 4.  4.  Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 
Cardiovascular  Diseases,  XXVI  (3)  : 177,  Nov/Dec,  1983.  5.  Castelii  WP;  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D C.. 

March  31, 1985.  6.  Data  on  file,  Wyeth  Laboratories. 
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}Nvlensin. 

(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Suomury 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug 

Precautions:  I Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g.,  pbenothiazines.  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  msuftciency.  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure  3.  Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyteosio  may  rarely  result  in  'overshoot'  hyper- 
tension and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wyteosln  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  mav  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes, SGOT.  bilirubin,  alkaline  phosphatase,  uric  acid.  BUN.  creatinine,  glucose,  cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long  term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high 
density  lipoprotein  fraction  In  rare  insunces  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  cbnical  evidence  of  hepatic  disease 
DRUG  I NTERACTIONS  Wyleoslo  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e g , digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfective  agents,  inclinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG'  LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wyteosio  use 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a two-year  oral  study  with  Wyteosio 
aiupto9  5 mg  kg'day.  i e , about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames)  test  system.  Wyteosio  at  200-500 
megper  plate  or  at  30-50  mcgml  in  suspension  gave  dose- related  increases  in  num- 
ber of  mutants  in  one  ( TA  153^)  of  five  Salmontlla  lypbimurium  strains  with  or 
Without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Scbtzosaccbar 
omyces  pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccbaromyces  cerevistae. 
Wytenslo  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showedadecreased  pregnancy  rate  in  rats  given  high 
oral  doses  (9  6 mg  kg ) suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mgkg)  may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteosln  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg/kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  m rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteosio  given  to  pregnant  rats  ( 14  mg'kg)  and  rabbits  (20  mg'kg).  Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women  Wytenslo 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wyteosio  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE.  Safely  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  859  patients  on  Wyteosio  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytenslo  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wyteosio  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

r 

Weakness 

■> 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mgday  in  4*^6  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38% ) and  dizziness  was  slightly  lower 
( 12%  ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con- 
trolled trial  Although  these  side  effects  were  not  serious  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  morereceni  studies  using  an  initial  dose 
of  8 mgday  in  2'^4  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car- 
diovascular-chest pain,  edema,  arrhythmias,  palpitations  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system— anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic— rash, 
pruritus  Urogenital— urinary  frequency,  disturbances  of  sexual  function  Other — 
gynecomastia,  taste  disorders 

Drug  Abuse  and  Depeodcoce:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years.  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac- 
cidental overdosage  is  limited,  suggested  treatment  is  mainly  supportivewhile  drug 
IS  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wytenslo 
diaiyzability 

Dosage  and  Administration:  Individualize  dosage  A starting  dose  of  4 mg  b i d 

15  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg'day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  bid  , but  doses  this  high  are 
rarely  needed 

How  Supplied:  (guanabenz  acetate)  Tablets,  4 mg  books  of  100  and  S(X>:  8 mg  and 

16  mg  bonks  of  100  Revised  2/14/85 

Wyeth  Laboratories 


TWEIVE 

IMPECCABLE 


FORNOTGIVING 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9. I’m  going  out 
of  town. 

10. Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


• 1984,  Wyeth  Laboratories 


In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


ti j td  g.~  ^ Si 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


News  About  Colleagues 

ABOUT 

vWy 

IOWA  PHYSICIANS 

Dr.  James  C.  Carr,  New  Hampton,  was  a re- 
cipient of  the  Iowa  High  School  Athletic  As- 
sociation's Team  Doctor  Award  during  the 
State  Wrestling  Tournament  in  Des  Moines. 
Dr.  Carr  was  the  State  Champion  at  103  pounds 
on  New  Hampton's  1957  title  wrestling  team. 


Dr.  John  Hoffman  has  joined  Dr.  Richard 
Kreiter  in  the  practice  of  orthopedic  surgery 
in  Davenport.  Dr.  Hoffman  received  the  M.D. 
degree;  interned  and  served  his  orthopedic  re- 
sidency at  the  University  of  Wisconsin.  He 
completed  a fellowship  in  sports  medicine  in 


Toronto,  Canada  and  also  studied  at  the  Mas- 
sachusetts Institute  of  Technology  in  Boston, 
Massachusetts,  and  the  McArdle  Cancer  Re- 
search Lab  in  Madison,  Wisconsin.  . . . Dr. 
Donald  W.  Todd,  Guthrie  Center,  recently  was 
honored  for  his  17  years  as  chairman  of  the 
Guthrie  County  Board  of  Health.  A plaque  was 
presented  to  Dr.  Todd  in  recognition  of  this 
service.  Dr.  Steven  R.  Bascom,  Guthrie  Cen- 
ter, will  replace  Dr.  Todd  on  the  Board. 


Dr.  Steven  Rosebrock  has  joined  the  medical 
staff  at  Burlington  Medical  Center.  Dr.  Rose- 


^1 

• RAPID  DIAGNOSIS  • PROMPT  TREATMENT 

• INCREASED  REVENUE 

OUR  SALES  PROFESSIONALS  CAN  HELP  YOU  TAILOR  IN- 
OFFICE LABORATORY  TESTING  FOR  INCREASED  PATIENT 
CARE  AND  EXTRA  REVENUE. 

• AMES  • SERAGEN 

• BOEHRINGER  MANNHEIM 
• ELECTRO-NUCLEONICS 

Hawkeye  Medical  Supply, 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY.  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

“After  the  sale  . . . it's  the  SERVICE  that  counts.  ’’ 

\ y 


Inc. 

IOWA  WATS 
1 -800-272-6448 
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brock  received  the  M.D.  degree  at  North- 
western University  Medical  School  in  Chicago; 
he  had  his  family  practice  residency  at  the  Uni- 
versity of  Nebraska.  . . . Dr.  Reginald  R. 
Cooper,  chairman.  Department  of  Orthopae- 
dics, U.  of  I.  College  of  Medicine,  has  been 
named  first  vice  president  of  the  American 
Academy  of  Orthopaedic  Surgeons.  . . . Dr. 
Theodore  P.  Roman,  Sioux  City,  was  guest 
speaker  at  a recent  meeting  of  the  Sioux  City 
Association  of  Life  Underwriters.  Dr.  Roman's 
topic,  "How  Patients  With  a Heart  Problem 
Can  Live  Longer."  . . . Dr.  Donovan  F.  Ward, 
Dubuque,  former  AMA  president,  has  been 
named  president-elect  of  the  American  Society 
of  Abdominal  Surgeons.  Dr.  Ward  will  assume 
his  new  post  in  February,  1987.  . . . Dr.  John 
P.  Jacobs,  Cedar  Rapids,  was  presented  the 
Team  Doctor  Award  by  the  Iowa  High  School 
Athletic  Association  during  the  recent  Boys 
State  Basketball  Tournament.  Dr.  Jacobs  has 
served  on  the  Board  of  Education  of  both  the 
St.  Jude  Grade  School  and  LaSalle  High  School 
and  has  been  team  doctor  for  LaSalle  athletics 
since  1965. 


Dr.  Frank  R.  Richmond,  Fort  Madison,  has 
retired  after  65  years  in  medical  practice.  Dr. 
Richmond  received  the  M.D.  degree  at  the 
U.  of  1.  College  of  Medicine  and  interned  at 
Lying-In  Hospital  and  Cook  County  Hospital 
in  Chicago.  Dr.  Richmond  is  a life  member  of 
the  Iowa  Medical  Society.  . . . Dr.  Edeliro  A. 
Escobar,  Fort  Madison,  is  the  new  president 
of  the  Lee  County  Medical  Society.  Other  of- 
ficers are  — Dr.  Stanley  J.  Hartznowitz,  vice 
president,  and  Dr.  Min  Chung,  secretary- 
treasurer.  Both  are  Keokuk  physicians.  . . . Dr. 
Richard  Peters  has  joined  the  Family  Health 
Clinic  in  Carroll.  Prior  to  locating  in  Carroll, 
Dr.  Peters  was  associated  with  St.  Joseph's 
Hospital  in  Omaha.  . . . Dr.  Whealen  Koontz 
has  been  named  president  of  Mercy  Hospital 
medical  staff  in  Cedar  Rapids.  Other  officers 
are  — Dr.  William  W.  Eversmann,  Jr.,  vice 
president  and  Dr.  Mary  Anne  Nelson,  secre- 
tary-treasurer. All  are  Cedar  Rapids  physi- 
cians. . . . Dr.  Edward  J.  Hertko,  Des  Moines, 
recently  opened  the  Midwest  Diabetes  and  En- 
docrinology Center  in  West  Des  Moines.  Dr. 
Hertko  is  former  medical  director  of  the  Cen- 
tral Iowa  Diabetes  Education  Center  at  Iowa 
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10  Reasons  For  The 
Alternative  Billing  Solution 
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Methodist  Medical  Center  in  Des  Moines.  . . . 

. . . Dr.  Stephen  Vanourny  has  been  elected 
president  of  the  medical  staff  at  St.  Luke's 
Hospital  in  Cedar  Rapids.  Other  officers  are 
— Dr.  Werner  J.  Friesen,  vice  president  and 
Dr.  James  H.  Boddicker,  secretary-treasurer. 
All  are  Cedar  Rapids  physicians. 


Dr.  John  T.  McCoy,  Cedar  Falls,  has  retired 
after  35  years  in  medical  practice.  In  recogni- 
tion of  his  longtime  service  to  the  community, 
the  Sartori  Memorial  Hospital  has  named  its 
intensive  care  unit  in  his  honor.  . . . Dr.  Beh- 
rouz  Rassekh  has  been  appointed  chief  of  staff 
at  Mercy  Hospital  in  Council  Bluffs.  . . . Dr. 
Raphael  J.  Hennes,  longtime  Oxford  physi- 
cian, has  retired.  Dr.  Hennes  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine.  He 
began  medical  practice  in  Oxford  in  1931.  . . . 
Dr.  Linda  M.  Her  is  new  president  of  the  med- 
ical staff  at  Stewart  Memorial  Community 
Hospital  in  Lake  City.  Dr.  Donald  L.  Skinner, 
Jr.,  was  named  vice  president  and  Dr.  James 
C.  Comstock,  secretary.  All  are  Lake  City  phy- 
sicians. . . . Dr.  Sam  I.  Kuramoto,  Webster 
City,  has  retired  from  medical  practice.  Dr. 
Kuramoto  received  his  medical  education  at 
the  University  of  Osteopathic  Medicine  and 
Health  Sciences  in  Des  Moines.  He  began 
medical  practice  in  Webster  City  in  1944.  . . . 
Dr.  Jagadamba  Chalasani  has  joined  the  staff 
at  Keokuk  Area  Hospital.  Dr.  Chalasani  re- 
ceived her  medical  education  at  Guntur  Med- 
ical College  in  Guntur,  India  and  interned  in 
the  Government  General  Hospital  in  Guntur. 
She  served  her  residency  in  anesthesiology  at 
Allegheny  Hospital  in  Pittsburgh,  Pennsyl- 
vania. Prior  to  locating  in  Keokuk,  she  was  an 
assistant  professor  of  anesthesiology  at  the 
University  of  Pittsburgh. 


Dr.  Heinz  S.  Jacobi  has  been  named  president 
of  the  medical  staff  at  Allen  Memorial  Hospital 
in  Waterloo.  President-elect  is  Dr.  Hriden  Basu 
and  secretary.  Dr.  Joseph  J.  Dimartini.  All  are 
Waterloo  physicians.  . . . Dr.  Donald  E.  Grey- 
danus,  Des  Moines,  was  guest  speaker  at  a 
recent  meeting  of  the  7th  District,  Iowa  Nurses 
Association.  His  topic:  The  Depressed  Ado- 
lescent. . . . Dr.  Donald  G.  Seibel  began  med- 
ical practice  in  Clarksville  in  January.  Dr.  Sei- 
bel received  the  M.D.  degree  at  the  University 


of  Alberta  in  Edmonton,  Alberta,  Canada  and 
served  his  family  practice  residency  with  the 
Armed  Forces  in  Cold  Lake,  Alberta,  Canada. 
Prior  to  locating  in  Clarksville,  he  practiced 
medicine  in  Forest  City,  Arkansas.  . . . Dr. 
Carl  R.  Aschoff,  Cedar  Rapids,  has  resigned 
as  director  of  the  Cedar  Rapids  Medical  Edu- 
cation Program  and  Family  Practice  Residency 
based  at  Mercy  Hospital  to  accept  a similar 
post  in  the  Persian  Gulf  country  of  Bahrain. 
Dr.  Aschoff  will  be  in  charge  of  24  resident 
physicians  completing  their  medical  education 
at  the  700-bed  hospital  in  the  capital  city  of 
Manama  and  at  13  outlying  health  centers.  Mrs. 
Aschoff  will  accompany  him.  . . . Dr.  Wil- 
son L.  Davis,  Jr.  was  elected  president  of  the 
medical  staff  at  Keokuk  Area  Hospital;  Dr. 
Timothy  D.  Peterson,  vice  president;  and  Dr. 
Lowell  Barrows,  secretary-treasurer. 
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CLASSIFIED 

ADVERTISING 


FARGO  CLINIC,  LTD.  — Family  Practice  opportunity  available  for  an 
Immediate  Care  physician;  metropolitan  area  of  130,000;  35  minutes 
from  clean  lakes  region;  no  call;  regular  office  hours.  If  interested, 
please  send  C.V.  and  references  to  Dr.  Chuck  Anderson,  P.O.  Box  2067, 
Fargo,  North  Dakota  58123. 


MINNEAPOLIS  — FAMILY  PRACTICE,  INTERNAL  MEDICINE,  OB- 
STETRICS/GYNECOLOGY, CHILD  PSYCHIATRY,  OPHTHALMOL- 
OGY — Join  established  multispecialty  group  in  one  of  America's  lead- 
ing metropolitan  areas.  Group  provides  professional  liability,  4 weeks 
paid  vacation,  2 weeks  paid  conference  leave,  disability,  retirement, 
hospital  dues  and  more.  Must  be  board  certified  or  board  eligible. 
Direct  inquiries  to:  Paul  J.  Brat,  M.D.,  Medical  Director,  GROUP 
HEALTH,  INC.,  2829  University  Avenue,  S.E.,  Minneapolis,  Minne- 
sota 55414. 


STAFF  PHYSICIAN  — For  Student  Health  Services,  University  of  Iowa. 
Salary  negotiable  and  competitive.  An  Equal  Opportunity/Affirmative 
Action  Employer.  Send  letter  of  application  and  curriculum  vitae  to 
Mary  Khowassah,  M.D.,  Student  Flealth  Services,  Steindler  Building, 
Iowa  City,  Iowa  52242. 


CLINICAL  PRECEPTORSHIP  WANTED  — American  medical  student 
in  3rd  year  of  training  at  University  of  Pavla,  Italy,  seeks  a 1-month 
preceptorship  (August,  1986)  with  a private  practitioner  in  the  specialty 
of  internal  medicine,  pediatrics,  or  family  practice.  For  more  infor- 
mation, contact  Chris  Gratton,  M.D.,  P.O.  Box  186,  Waterloo,  Iowa 
50704. 


FAMILY  PRACTICE  — DENISON  — Excellent  opportunity  to  join  2 
established  general  practitioners  in  Donna  Reed's  home  town.  Small 
town  life,  with  excellent  school  system,  and  business  from  3 packing 
plants.  Limited  call  schedule  and  salary  guarantee  with  partnership 
possibility.  Contact  RoseMary  Mason,  M.D.  or  David  M.  Tan  Creti, 
M.D.,  1820  Highway  30  East,  Denison,  Iowa  51442.  712/263-6116. 


WANTED  IMMEDIATELY  — Used  treadmill  and  monitor.  Must  be  in 
excellent  condition.  Please  send  appropriate  information  to  RESIDENT, 
620  44th  Street,  Des  Moines,  Iowa  50312. 


WANTED  — ED  PHYSICIANS  — Full  and  part-time  physicians  to  staff 
the  Emergency  Department  at  Mercy  Hospital  Medical  Center.  Please 
contact  Dr.  Kenneth  P.  Schultheis  at  515/247-4445  or  write:  Dr.  Kenneth 
P.  Schultheis,  Emergency  Physicians  Services,  P.C.,  Mercy  Hospital 
Medical  Center,  Sixth  and  University,  Des  Moines,  Iowa  50314. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — BC/BE  — To  join  a 10- 
physician,  multi-specialty  group  in  eastern  Iowa,  within  a 30-mile  drive 
of  the  University  of  Iowa.  Well  equipped  80-bed  JCAH  hospital  adja- 
cent. First  year  salary  guaranteed.  Liberal  fringe  benefits.  A diverse 
and  stable  economy  in  a 40,000  population  service  area  with  an  excellent 
school  system.  Contact  Mark  Odell,  M.D.,  Muscatine  Health  Center, 
P.C.,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761.  319/264-3220. 


FOR  PURCHASE  — Established  medical  practice  of  36  years  includes 
well-equipped  building  adequate  for  several  physicians.  Located  in 
northwest  Des  Moines.  Available  after  October  1,  1986.  For  further 
information,  write  No.  1569,  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — In  northwest  Iowa 
community  of  80,000  with  2 well-equipped  hospitals  and  tertiary  care 
facilities.  For  further  information,  write  No.  1570,  IOWA  MEDICINE, 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


IMMEDIATE  OPENING  IN  IOWA  — Full-time  emergency  physician 
to  staff  2 community  hospitals  in  Sioux  City,  population  90,000.  ACLS/ 
ATLS  required.  Independent  contractor  status  with  excellent  hourly 
compensation.  Call  or  send  CV  to  Don  E.  Boyle,  M.D.,  2918  Hamilton 
Blvd.,  Sioux  City,  Iowa  51104.  712/255-1649  or  Paul  Berger,  M.D.,  5909 
Pine  View  Drive,  Sioux  City,  Iowa  51106.  712/276-3308. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


MEDICAL  BILLING  — We  are  an  Iowa-based,  physician-owned  service 
bureau  offering  professional  management  services  for  a profitable  prac- 
tice. We  can  professionally  manage  your  accounts  receivable  and  pay- 
able, bookkeeping,  payroll  and  inventory  control  programs. 
Computerized,  modem,  state-of-the-art  equipment  with  hospital  data 
capture  and  electronic  claims  submission  capabilities.  Contact  Dwight 
Hughes,  Professional  Management  Systems,  Waterloo,  Iowa  50701.  319/ 
232-6000. 


NEEDED  — GENERAL  INTERNIST  AND  SURGEON  — Board  certi- 
fied or  board  eligible.  Associate  with  group.  County  seat  town.  Cen- 
terville, Iowa.  Call  515/437-4344  or  515/437-4443. 


WANTED  — Medical  paraphernalia  of  historical  interest.  Contact  D.  E. 
Dorrenbos,  M.D.,  194  6th  Avenue,  N.E.,  Le  Mars,  Iowa  51031.  Phone 
712/546-8113. 


URGENT  CARE  CENTER  — Physicians  needed  for  full  or  part  time 
position  at  clinic  in  Illinois  Quad  Cities  area.  Must  have  a valid  Illinois 
license  and  BNDD  license.  Call  319/338-6825  Evenings  between  7 P.M. 
and  10  P.M. 


FOR  SALE  — WA  oto-ophthalmo  halogen  pocket  set.  Complete  with 
recharger  and  batteries;  case  and  holder.  Only  used  a few  times.  Write 
or  call  Scott  Linge,  M.D.,  1511  Matterhorn  Dr.  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767.  HALF  PRICE,  $149. 


FOR  SALE  — DELUXE  MEDICAL  BUILDING  — In  Cedar  Falls,  Iowa. 
1,500  sq.  ft.  including  an  attached  garage,  parking  area,  and  some  fur- 
nishings available  for  lease  or  sale.  Contact  John  T.  McCoy,  M.D.,  2325 
Hawthorne  Drive,  Cedar  Falls,  Iowa  50613.  319/266-2381. 


EMERGENCY  MEDICAL  DIRECTOR  — For  Sartori  Hospital  Emer- 
gency Room.  Full  time  position  in  a competitive,  aggressive,  full  health 
care  hospital.  Sartori  Hospital  is  located  in  a university  town  of  35,000 
and  a metro  area  of  100,000;  a unique  blend  of  university  life,  culture, 
industry,  and  small  town  friendliness.  Contact:  Administrator,  Sartori 
Memorial  Hospital,  6th  and  College,  Cedar  Falls,  Iowa  50613.  319/266- 
3584. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


ELECTRODIAGNOSIS 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
51 5/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

343  13TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
OES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D., 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA.  M.O.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P,C. 

MICHAEL  W.  HILL,  M,D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P,C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER.  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L,  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS.  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD.  M.D. 

WILLIAM  C.  KOENIG.  JR..  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA.  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  8.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D,0„  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
51 5/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 

\tP/ 

PUBLIC  INTEREST 

Special  Arm 
Of  Iowa  Medicine 

There  is  a special  arm  of  organized  medi- 
cine in  Iowa  that  deserves  periodic  rec- 
ognition. It's  been  around  since  the  1950's.  Its 
sole  function  is  helping  lowans. 

The  Iowa  Medical  Foundation  exists  to  en- 
gage in,  promote  and  contribute  to  the  support 
of  educational  and  scientific  activities  and  proj- 
ects. 

The  current  multi-faceted  program  of  the 
Foundation  reflects  this  early  charge.  In  recent 
years,  a pattern  of  diversification  has  become 
well-established. 

Financial  Aid  For  Tomorrow's 
Physicians 

The  Iowa  Medical  Foundation  has  2 signif- 
icant thrusts.  One  is  represented  by  the  Dr. 
George  Scanlon  Medical  Student  Loan  Fund. 
Helping  lowans  become  physicians  is  the  his- 
torical purpose  of  the  Foundation. 

The  Foundation  student  loan  fund  honors 
Dr.  George  Scanlon,  an  Iowa  City  surgeon  who 
inspired  and  guided  the  program  for  many 
years.  During  the  past  SVi  decades.  Founda- 
tion money  has  been  loaned  to  529  medical 
students.  The  total  amount  loaned  is  $1.3  mil- 
lion. 

Federal  funding  cutbacks  and  the  spiraling 
cost  of  medical  schooling  have  increased  the 
need  for  financial  aid  among  Iowa  medical  stu- 
dents. Of  the  total  $1.3  million  supplied  to 
medical  students  $960,000  has  been  loaned  in 
the  last  15  years.  $565,500  of  this  has  been 
loaned  since  1980. 

In  the  1985-86  academic  year,  loans  totalling 
$93,050  were  made  to  29  students.  These  stu- 
dents came  from  23  different  Iowa  communi- 
ties. For  the  1986-87  academic  year,  the  Foun- 
dation board  has  allocated  $150,000  for  student 
loans;  $125,000  of  this  is  for  students  attending 


the  University  of  Iowa  College  of  Medicine. 

Foundation  loans  are  now  available  up  to 
$5,000  per  year  for  junior  and  senior  medical 
students  with  Iowa  ties. 

Support  For  Worthy  Projects 

The  Iowa  Medical  Foundation  is  also  privi- 
leged to  have  the  Dr.  Henry  Albert  Physician 
Benevolence  and  Public  Health  Fund.  Dr.  Al- 
bert practiced  medicine  in  Iowa  and  stipulated 
in  his  will  that  proceeds  from  his  estate  be  used 
for  activities  and  projects  benefiting  health  and 
medicine.  The  Foundation  has  received 
$216,300  from  this  source  since  the  mid-1960's. 

The  Albert  Fund  is  available  to  help  needy 
physicians  and/or  their  widows.  In  this  same 
vein,  the  Iowa  Medical  Society  initiated  an  As- 
sistance Program  for  Troubled  Physicians  in 
1980.  The  APTP  is  available  to  help  those  Iowa 
physicians  who  are  hampered  by  addiction  or 
other  problems. 

In  Summary 

Over  the  last  12  years,  the  Foundation  has 
received  average  contributions  of  $28,000  per 
year.  Almost  all  of  these  contributions  have 
come  from  physicians. 

The  Foundation  is  involved  in  various  other 
activities  beneficial  to  medicine  and  the  health 
of  Iowa's  citizens.  The  Foundation  has  helped 
sponsor  the  Hawkeye  Science  Fair  for  many 
years  and  supports  medical  student  activity  in 
organized  medicine.  The  Foundation  contin- 
ues its  involvement  in  the  Iowa  Coalition  for 
Comprehensive  School  Education,  which 
sponsors  an  annual  health  education  confer- 
ence. 

The  Iowa  Medical  Foundation  is  an  organization 
of  which  the  physicians  of  Iowa  can  be  proud. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2  691- 
697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:T8]-788.  Dec  1982  5.  Frasf  JDJr,  DeLucchi  MR: 
JAmGeriofrSoc27541-546,  Dec  1979  6.  Dement  WC, 
etal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
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. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 
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f. . . appears  to 
the  best  safety  record 
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of  any 

of  the  benzodiazepines  ff 

Psychiatrist 
California 


brand  of 

flurazepam  FICI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  odministrotion  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
I A 0'V'''69nancy  Benzodiazepines  may  cause  fetal  damage  when 
I i v/A  rv  ladministered  during  pregnancy  Several  studies  suggest  on 
increased  risk  of  congenital  malformations  associated  with 

JUN  O lyoOtf  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
Wc  YiO'/  /\p/\np'PP^ents  to  discontinue  drug  priorto  becoming  pregnant  Con- 
INtiV  I Ur(A  possibility  ot  pregnancy  prior  to  instituting  therapy 

OF  MEDICI  ['vMfih'ings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  eftect 
may  occur  if  alcohol  is  consumed  the  day  tollowing  use  tor 
nighttime  sedation  This  potential  may  exist  tor  several  days 
tollowing  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activifies  may  occur  the  day  following  ingesfion.  Nof 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  obrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  fhose 
pafienfs  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  sotisties  patients. . . 
and  the  wide  nnargin  ot  sotety  that  sotisties  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

1 5-mg/30-nng 
capsules 


Precoufions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  fhose  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


^IFORSLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  youTe  satisfied  by  the  exceptionally 
wide  margin  of  safety.''®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 


s preceding  page  for  summary  of  producf  informafion. 
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Terence  J.  McCormally,  M.D. 

Family  Practice 
Wapello 

Gene  M.  Kiiehn,  M.D. 
Obstetrics  / Gynecology 
Mason  City 

Dale  D.  Morgan,  M.D. 
Anesthesiology 
Cedar  Rapids 


IPMIT/ 


William  McMillan,  M.D. 

Otolaryngology 

Ottumwa 

Carters.  Young,  D.O. 

Radiology 
Des  Moines 

R.  Bruce  Trimble,  M.D. 

Rheumatology 
Mason  City 


Richard  R.  Ripperger,  M.D. 

Orthopedics 

Davenport 

iMwrence  O.  Goodman,  M.D. 

Internal  Medicine 
Marshalltown 

Marion  E.  Alberts,  M.D. 

Pediatrics 
Des  Moines 


Clarkson  L.  Kelly,  Jr.,  M.D. 

Genera!  Surgery 
Charles  City 

Elias  C.  Jacobo,  M.D. 

Urology 

Waterloo 

Leo  j.  Plummer,  M.D. 

Ophthalmology 
West  Des  Moines 


We’re  taking  charge! 

We  ’re  meeting  our  mediea!  Habiiity  insurance 
needs  with  a program  of  our  own  making. 

We’re  iowa  physicians  working  together  to 
maintain  a stahie  protection  with  significant 
input  from  the  doctor  insureds.  AH  iMS  members 
may  appiy.  Join  our  ranks — soon! 


AMACO!  Join  Us! 


Don’t  duck  it!  A challenge,  that  is.  Respond! 
Aggressively!  Intelligently!  Creatively!  Efficiently! 

That’s  what  we’re  doing  with  medical  malpractice 
insurance  in  Iowa.  We’re  rising  to  the  challenge. 

Like  physicians  across  the  country. 

The  Iowa  Medical  Society-sponsored  IPMIT  / 
AMACO  Professional  Liability  Insurance  Program 
is  doctors  working  together  to  meet  a critical  need. 
We’re  in  our  second  year.  We’re  nearly  700  in 
number  — physicians  from  across  the  state  and 
across  the  specialty  spectrum.  A few  of  us  are 
pictured  here. 

We  have  protection  limits  up  to  $5  million.  Our 
program  is  following  a well-conceived  plan.  We’re 
using  the  input  of  many  Iowa  physicians  through 
IPMIT  — the  Iowa  Physicians  Mutual  Insurance 
Trust.  We  have  the  capacities  and  capabilities  of 
AMACO  — the  American  Medical  Assurance 
Company.  We’re  backed  by  a major  reinsurer.  We’re 
using  the  actuarial  and  insurance  expertise  of  a 
nationally  known  consultant.  We’re  stressing  the 
role  of  Iowa  physicians  in  IPMIT  / AMACO  — 
a role  that’s  increasing  steadily  and  significantly. 
There’s  physician  input  in  underwriting.  A physi- 
cian committee  — with  various  specialties  repre- 
sented — is  working  with  the  claims  manager  and 
legal  counsel.  Risk  management  is  the  responsibility 
of  yet  another  physician  committee. 

IPMIT  / AMACO  is  different  from  a commercial 
insurance  company.  Different  particularly  in  its 
involvement  of  Iowa  physician  insureds.  If  you’re 
not  part  of  IPMIT/ AMACO,  you  should  apply! 


Our  IPMIT/ AMACO  coverage  Is  provided 
by  IMS  SERVICES,  a specially-formed 
subsidiary  of  the  Iowa  Medical  Society. 
Coverage  Information  is  just  a tetter  or 
telephone  call  away.  Call  515/223-1401 
or  800/422-3070;  or  write  IMS  SER- 
VICES, 1001  Grand  Avenue,  WestOes 
Moines,  Iowa  50265. 


IPMITIAMACO 
MEDICAL  LIABILITY 
INSURANCE 

From  Your 

IOWA 

MEDICAL 

SOCIETY 


Do  You  Need 
A Life  Insurance 
Check-up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It*s  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 

The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 
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ABOUT  THE  COVER  — Cover  photo  shows  Iowa 
Governor  Terry  Branstad,  guest  speaker  at  the 
April  19  IMS  House  of  Delegates  banquet,  with 
(at  left)  L.  Dean  Caraway,  M.D.,  Amana,  the 
new  IMS  president  and  Emmett  B.  Mathiasen, 
M.D.,  Council  Bluffs,  outgoing  IMS  president. 
Pictorial  highlights  and  a summary  of  the  1 986 
House  of  Delegates  session  begins  on  page  304. 
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to  follow  your  orders 


Your  patients  can’t  get  the  full 
benefit  of  their  medication  unless 
they  take  it  properly.  So  Peoples 
Drug  Stores  has  established  a 
comprehensive  system  of  auxiliary 
labeling.  These  auxiliary  labels 
highlight  your  prescription  orders 
clearly  and  simply  to  help  prevent 


misuse  and  remind  patients  about 
possible  side  effects. 

For  over  80  years,  Peoples  Drug 
Stores  has  served  patients  reliably  and 
professionally.  Today,  all  the  services 
we  offer  reflect  our  continuing  commit- 
ment to  help  our  customers  as  their 
health  care  needs  change. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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PRESIDENT'S 

PRIVILEGE 


CAN  YOU  IMAGINE  the  potential  benefits  for 
patients  and  for  our  profession  if  phy- 
sicians communicated  with  100%  effective- 
ness? 

Of  course,  it's  unrealistic  to  expect  anything 
to  be  perpetually  perfect.  It  is  realistic  to  expect 
physicians  will  constantly  strive  to  improve 
their  communication  skills.  It  should  also  be 
our  goal  to  never  underestimate  the  potential 
value  of  these  skills  in  any  professional  situ- 
ation. 

Much  has  been  written  and  said  about  phy- 
sician-patient communication.  Discussed  less 
often  is  the  equally-important  area  of  intra- 
professional communication.  Yet,  each  time  a 
physician  fails  to  communicate  effectively  with 
another  physician  the  patient  could  be  af- 
fected. 

Ideally,  lines  of  communication  between 
physicians  — including  those  in  various  spe- 
cialties — should  be  wide  open.  Whether  the 
situation  involves  2 physicians  caring  for  the 
same  patient  or  a group  of  physicians  with 
common  concerns,  there  is  no  acceptable  sub- 
stitute for  productive,  preferably,  verbal  com- 
munication. 

The  practice  of  medicine  places  many  de- 


mands on  our  time;  but  we  must  never  be  too 
busy  to  listen  to  the  concerns  of  colleague  phy- 
sicians, nurses,  therapists,  pharmacists  and 
other  hospital  staff. 

I challenge  you  to  take  a hard  look  at  your 
intraprofessional  communications  skills.  Make 
a conscious  effort  to  improve  them.  Take  time 
to  listen.  Higher  quality  patient  care  will  be 
the  result. 


L.  Dean  Caraway,  M.D. 
President 
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Summary  of  1986  Actions 
— IMS  House  of  Delegates 


Setting  Iowa  Medical  Society  pol- 
icy on  key  health  care  issues  was 
the  order  of  the  day  at  the  1986  IMS 
House  of  Delegates  April  19120. 
Physicians  from  across  Iowa  rep- 
resented their  county  medical  so- 
cieties to  consider  subjects  such  as 
health  care  delivery  systems,  med- 
ical manpower,  organ  transplanta- 
tion ana  unified  membership.  You 
are  encouraged  to  read  this  sum- 
mary to  better  understand  the  is- 
sues addressed  by  the  House  of  Del- 
egates. 


The  1986  Annual  Meeting  of  the  Iowa  Medi- 
cal Society  House  of  Delegates  was  April 
19-20  in  Des  Moines.  Sessions  of  the  House 
each  day  were  chaired  by  W.  C.  Rosenfeld, 
M.D.,  Speaker.  Open  hearings  were  con- 
ducted by  4 reference  committees  on  April  19. 
The  Delegates'  banquet  occurred  April  19  and 
was  chaired  by  President  Emmett  B.  Mathi- 
asen,  M.D. 

The  1986  Iowa  Medical  Society  Merit  Award 
recipients  were  Warren  V.  Wulfekuhler,  M.D., 
and  Pablo  R.  Recinos,  M.D.  These  Mason  City 
physicians  have  provided  major  leadership  in 
founding  the  Iowa  Medical  Society-sponsored 
IPMIT/AMACO  professional  liability  insur- 
ance program. 


April  19  Session 

Registered  for  the  April  19  session  of  the 
House  were  169  delegates  and  6 ex  officio 
members.  Minutes  of  the  April  21,  1985  An- 
nual Meeting  and  the  October  13,  1985  Special 
Session  of  the  House  of  Delegates  were  ap- 
proved as  summarized  in  the  July,  1985  and 
November,  1985  issues  of  iowa  medicine.  Re- 
ports contained  in  the  1986  handbook  for  the 
HOUSE  OF  DELEGATES  Were  approved  with  the 
exception  of  the  report  of  the  Committee  on 
Articles  of  Incorporation  and  Bylaws  and  the 
report  of  the  Judicial  Council.  Both  were  re- 
ferred to  the  Reference  Committee  on  Reports 
of  Officers  and  Articles  of  Incorporation  and 
Bylaws. 


Supplemental  Reports 

The  following  reports  were  made  to  the  1986 
House  of  Delegates: 

Board  of  Trustees,  by  Dennis  J.  Walter,  M.D., 
chairman.  Included  was  a wrap-up  of  the  IMS 
tort  reform  campaign  and  a 1-year  status  re- 
port on  the  IPMIT/AMACO  Professional  Lia- 
bility Insurance  Company.  IPMIT  represen- 
tatives Warren  V.  Wulfekuhler,  M.D.,  Pablo 
R.  Recinos,  M.D.  and  Donald  C.  Young,  M.D. 
submitted  reports  on  the  following  aspects  of 
IPMIT  operations;  underwriting,  marketing, 
claims  adjudication  and  risk  management. 
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HOUSE  SPEAKERS  — 1986  House  of  Delegates  sessions  were  chaired  by  (left)  Donald  L.  Kahle,  M.D.,  Dubuque,  vice-speaker,  and 
William  C.  Rosenfeld,  M.D.,  Mason  City,  speaker. 


Judicial  Council,  by  Robert  L.  Kent,  M.D., 
chairman.  This  report  stressed  the  importance 
of  membership  recruitment. 

Necrology,  by  Robert  L.  Kent,  M.D.,  chair- 
man, Judicial  Council. 

Nominating  Committee,  by  K.  K.  Judiesch, 
M.D.,  chairman.  The  committee  announced 
support  for  a Judicial  Council  decision  allow- 
ing physicians  to  run  for  both  AMA  delegate 
and  AMA  alternate  delegate  seats. 

Committee  on  Legislation,  by  Clarence  H. 


Denser,  Jr.,  M.D.,  chairman.  This  report  com- 
mended physicians  who  were  instrumental  in 
the  tort  reform  campaign,  including  legislative 
contact  physicians,  grassroots  action  team 
members  and  19  physician  spokespersons. 

Iowa  Medical  Political  Action  Committee 
(IMPAC),  by  Jackson  D.  VerSteeg,  M.D., 
chairman. 

Iowa  Medical  Foundation,  by  Dennis  J.  Wal- 
ter, M.D.,  president.  Foundation  Board  of  Di- 
rectors. 


MERIT  AWARD  WINNERS  — Pablo  R.  Recinos,  M.D.  (left)  and  Warren  V.  Wulfekuhler,  M.D.  (right),  shared  the  1986  Iowa  Medical 
Society  Merit  Award.  The  two  Mason  City  physicians  are  pictured  with  Dennis  J.  Walter,  M.D.,  Des  Moines,  IMS  president-elect. 
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AWARD  WINNERS  — James  D.  Collins,  Jr.,  M.D.,  Waterloo  (above  left),  received  the  Ben  T.  Whitaker  Interstate  Teaching  Award 
at  the  IMS  annual  banquet  April  19.  Donald  F.  Rodawig,  M.D.,  Spirit  Lake,  presented  the  award.  Above  right,  David  Crosson  of 
the  Iowa  State  Historical  Department  receives  the  Iowa  Medical  Society's  Washington  Freeman  Peck  Award  from  outgoing  IMS  president 
Emmett  B.  Mathiasen,  M.D.,  Council  Bluffs. 


Blue  Shield,  by  Clarkson  L.  Kelly,  Jr.,  M.D., 
chairman.  Blue  Shield  Board  of  Directors. 

Iowa  Foundation  for  Medical  Care,  by  Charles 
Jons,  M.D.,  president,  IFMC. 

Two  checks  from  the  AMA-Educational  and 
Research  Foundation  were  presented  by  Den- 
nis J.  Walter,  M.D.,  chairman,  IMS  Board  of 
Trustees,  to  the  University  of  Iowa  College  of 
Medicine.  One  check  was  for  $10,462.21,  an 
unrestricted  grant;  the  other  in  the  amount  of 


$7,905.77  was  designated  for  medical  student 
assistance.  John  W.  Eckstein,  M.D.,  dean, 
U.  of  I.  College  of  Medicine,  accepted  the 
checks  on  behalf  of  the  University. 

Supplemental  reports  were  noted  as  being 
in  the  delegates  packets  from:  Committee  on 
Medical  Service;  Committee  on  Public  Assist- 
ance; Committee  on  Alternate  Delivery  Sys- 
tems; Committee  on  Emergency  Medical  Serv- 
ices and  Committee  on  Delivery  of  Health 
Services.  They  were  not  read. 


CITED  FOR  SERVICE  — Outgoing  IMS  president  Emmett  B.  Mathiasen,  M.D.,  Council  Bluffs  (at  left)  presented  a recognition  plaque 
to  immediate  past  president  John  Tyrrell,  M.D.,  Manchester,  in  appreciation  of  his  years  of  IMS  service.  In  the  photo  above  right,  James 
Ross  Lightfoot,  U.S.  Representative,  Fifth  Congressional  District,  addresses  attendees  at  Saturday  evening's  annual  banquet. 
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NEW  LIFE  MEMBERS  — 1 986  IMS  Life  Members  present  at  the  annual  banquet  were  (front,  from  left)  Albert  J.  Gantz,  M.D.,  Greenfield; 
Paul  J.  Laube,  M.D.,  Dubuque;  Lawrence  G.  Schaeferle,  M.D.,  Garwin;  Irving  J.  Hanssmann,  M.D.,  Council  Bluffs;  (back,  from  left) 
Ephraim  L.  Manning,  M.D.,  Davenport;  Thomas  E.  Kane,  M.D.,  Boone;  Robert  C.  Locher,  M.D.,  Cedar  Rapids;  Henry  H.  Corn,  M.D., 
West  Des  Moines;  Rudolph  A.  Selo,  M.D.,  Omaha;  and  Richardson  E.  Clark,  M.D.,  Manchester. 


In  his  comments  to  the  House,  President 
Mathiasen  discussed  the  outcome  of  the  IMS 
tort  reform  campaign  and  outlined  future  goals. 
Stressing  a theme  of  “quality  care  at  a reason- 
able cost,"  he  said  care  of  Iowa's  elderly  should 
continue  to  be  a key  IMS  concern.  Mathiasen's 
remarks  were  published  in  the  June  1986  issue 
of  IOWA  MEDICINE. 

Twenty-three  resolutions  were  formally  in- 
troduced and  referred  to  reference  commit- 
tees. Actions  taken  on  these  resolutions  are 
reported  subsequently. 


Life  Members 

The  following  physicians  were  elected  to  Life 
Membership  in  the  Iowa  Medical  Society: 

James  W.  Agnew,  M.D.,  Bettendorf 
Monroe  P.  Allison,  M.D.,  Northwood 
Samuel  J.  Altman,  M.D.,  San  Diego,  Calif. 
Raymond  G.  E.  Bunge,  M.D.,  Iowa  City 
Abner  Buresh,  M.D.,  Lime  Springs 
Richardson  E.  Clark,  M.D.,  Manchester 
Henry  H.  Com,  M.D.,  West  Des  Moines 
Ellis  Duncan,  M.D.,  Louisville,  Kentucky 
Martin  S.  Esders,  M.D.,  Davenport 
Albert  J.  Gantz,  M.D.,  Greenfield 
Homer  J.  Gilfillan,  M.D.,  Bloomfield 
Irving  J.  Hanssmann,  M.D.,  Council  Bluffs 
Carl  A.  Jacobs,  M.D.,  Sioux  City 
Edward  H.  Sibley,  M.D.,  Pharr,  Texas 


Thomas  E.  Kane,  M.D.,  Boone 
Edson  C.  Knight,  M.D.,  Ventura,  Calif. 
Selig  M.  Korson,  M.D.,  Sun  City  West, 
Ariz. 

James  W.  Lannon,  M.D.,  Mason  City 
Paul  J.  Laube,  M.D.,  Dubuque 
Ronert  C.  Locher,  M.D.,  Cedar  Rapids 
Ephraim  L.  Manning,  M.D.,  Davenport 
F.  L.  Nelson,  Jr.,  M.D.,  Ottumwa 
Gardner  D.  Phelps,  M.D.,  Waterloo 
James  J.  Redmond,  M.D.,  Cedar  Rapids 
Guido  J.  Sartor,  M.D.,  Mason  City 
Lawrence  G.  Schaeferle,  M.D.,  Garwin 
Rudolf  A.  Selo,  M.D.,  Omaha,  Neb. 

Paul  Stephen,  M.D.,  Cedar  Rapids 

The  following  physicians  were  elected  to  As- 
sociate Membership  in  the  Iowa  Medical  So- 
ciety: 

Black  Hawk:  Edward  J.  Sitz,  M.D.,  Water- 
loo 

Calhoun:  Paul  Ferguson,  M.D.,  Lake  City 
Cerro  Gordo:  William  G.  Renee,  M.D.,  Ma- 
son City  and  Harold  J.  Roddy,  M.D.,  Mason 
City 

Clay:  Lyle  F.  Frink,  M.D.,  Spencer  and  Wil- 
liam H.  Myerly,  M.D.,  Spirit  Lake 

Crawford:  Robert  A.  Huber,  M.D.,  Charter 
Oak 

Des  Moines-Louisa:  John  J.  McElwain, 
M.D.,  Burlington 

(Please  turn  to  page  308) 
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1986  REFERENCE  COMMITTEE  CHAIRMEN  — The  four  physicians  above  chaired  1986  House  of  Delegates'  Reference  Committees. 
Shown  from  left,  John  M.  O'Shea,  M.D.,  Clinton,  Committee  on  Legislation;  Peter  Stephens,  M.D.,  Davenport,  Committee  on  Medical 
Service;  Larry  W.  Goetz,  M.D.,  Creston,  Commitee  on  Reports  of  Officers  and  Articles  of  Incorporation  and  Bylaws;  James  W.  White, 
M.D.,  Dubuque,  Commitee  on  Miscellaneous  Business. 


Dubuque:  Richard  V.  McKay,  M.D.,  Du- 
buque; Elvin  E.  Olm,  M.D.,  Dubuque;  Clark 
W.  Stevens,  M.D.,  Dubuque;  and  Robert  D. 
Storck,  M.D.,  Dubuque 

Emmet:  Hugo  Lindholm,  M.D.,  Estherville 

Greene:  Elvin  D.  Thompson,  M.D.,  Jeffer- 
son 

Jasper:  Lewis  D.  Norris,  M.D.,  Newton 

Jefferson:  Jack  N.  Morgan,  M.D.,  Fairfield 

Johnson:  Harley  G.  Feldick,  M.D.,  Rogers, 
Arkansas;  Lloyd  J.  Filer,  M.D.,  Iowa  City;  and 
Frederic  W.  Stamler,  M.D.,  Iowa  City 

Linn:  Walter  M.  Block,  M.D.,  Cedar  Rap- 
ids; William  J.  Moershel,  M.D.,  Cedar  Rap- 
ids; Robert  A.  Sautter,  M.D.,  Cedar  Rapids; 
Raymond  A.  Shank,  M.D.,  Cedar  Rapids; 
John  F.  Troxel,  M.D.,  Cedar  Rapids;  and 
Campbell  F.  Watts,  M.D.,  Cedar  Rapids 

Marshall:  Harold  E.  Sauer,  M.D.,  Mar- 
shalltown and  Donald  E.  Tyler,  M.D.,  Mar- 
shalltown 

Mitchell:  Robert  B.  Isham,  M.D.,  Osage 

Polk:  Jerry  A.  Barnett,  M.D.,  Des  Moines; 
Lawrence  O.  Ely,  M.D.,  Des  Moines;  John  L. 
Fatland,  M.D.,  Des  Moines;  John  Hess,  Jr., 
M.D.,  Des  Moines;  John  J.  Polich,  M.D.,  Des 
Moines;  Robert  J.  Porter,  M.D.,  Des  Moines; 
Paul  H.  Potter,  M.D.,  West  Des  Moines;  and 
Wayne  L.  Severson,  M.D.,  Des  Moines 

The  speaker  presented  information  on  the 
reference  committee  hearings,  the  balloting 
procedures  and  the  concluding  session  of  the 
House. 


April  20  Session 

Registered  for  the  April  20  session  of  the 
House  were  173  delegates  and  5 ex  officio 
members.  The  minutes  of  the  April  19  session 
of  the  House  were  read  and  approved. 

Mrs.  Dorothy  Carpenter,  immediate  past 
president,  IMS  Auxiliary,  addressed  the  del- 
egates and  commented  on  joint  projects  un- 
dertaken by  the  IMS  and  the  Auxiliary. 

The  following  physicians  were  announced 
as  having  been  elected  or  reelected  to  the  po- 
sition noted: 

Dennis  J.  Walter,  M.D., 
Amana 

Enfred  E.  Linder,  M.D., 
Ogden 

William  C.  Rosenfeld,  M.D., 
Mason  City 

Donald  L.  Kahle,  M.D., 
Dubuque 

Carol  A.  Aschenbrener,  M.D., 
Iowa  City 

Clarence  H.  Denser,  Jr., 

M.D.,  Des  Moines; 

John  M.  Rhodes,  Sr.,  M.D., 
Pocahontas; 

and  Donald  C.  Young,  M.D., 
Des  Moines 

Lawrence  O.  Goodman, 

M.D.,  Marshalltown 
and  Eugene  Johnson,  M.D., 
LeClaire 

The  speaker  complimented  the  reference 
committees  and  asked  the  delegates  to  report 
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highlights  of  the  meetings  to  their  constituent 
physicians.  Following  adjournment  of  the 
House  of  Delegates,  Lynn  D.  Caraway,  M.D. 
was  installed  as  president  of  the  IMS  for  the 
coming  year  and  addressed  the  House  briefly. 
His  inaugural  comments  were  published  in  the 
June  issue  of  iowa  medicine.  Organizational 
meetings  of  the  Board  of  Trustees  and  the  Ju- 
dicial Council  occurred  immediately  following 
the  installation. 

Highlights  and  actions  of  the  Reference 
Committee  reports  are  summarized  as  follows: 


Reference  Committee  on  Reports  of 
officers  and  Articles  of  Incorpora- 
tion and  Bylaws  — Larry  W.  Goetz, 
M.D.,  Creston;  Gordon  A.  Flynn, 
M.D.,  Davenport;  Gene  M.  Kuehn, 
M.D.,  Mason  City;  Dale  D.  Morgan, 
M.D.,  Cedar  Rapids;  and  Dwight  G. 
Sattler,  M.D.,  Kalona 


House  Action:  Approved  a unified  mem- 
bership requirement,  i.e.,  physicians  must  be 
members  of  both  the  Iowa  Medical  Society  and 
their  component  county  medical  society. 

House  Action:  Directed  appointment  of  a 
committee  to  investigate  unified  membership 
for  all  3 federation  levels  (county/state/ AMA), 
with  a report  to  be  presented  to  the  1987  House 


of  Delegates. 

House  Action:  Approved  $25  annual  dues 
for  IMS  resident  members  and  directed  that 
1987  IMS  dues  remain  at  $300  for  members. 

House  Action:  Directed  that  all  references 
to  gender  be  removed  from  IMS  Articles  of 
Incorporation  and  Bylaws. 

House  Action:  Commended  IMS  officers  for 
their  efforts  in  representing  the  interests  of  the 
membership. 

House  Action:  Commended  IMS  officers  and 
staff  for  keeping  members  informed  on  im- 
portant developments  affecting  the  medical 
profession  through  Society  publications. 


Reference  Committee  on  Miscella- 
neous Business  — James  W.  White, 
M.D.,  Dubuque;  Henry  M.  Perry, 
M.D.,  Bloomfield;  Robert  C.  Brown, 
M.D.,  Iowa  City;  John  V.  Fernandez, 
M.D.,  Council  Bluffs;  and  Robert  L. 
Kollmorgen,  M.D.,  Des  Moines. 


House  Action:  Requested  the  University  of 
Iowa  College  of  Medicine  to  pursue  with  the 
State  Board  of  Regents  its  plan  to  initiate  a 
phased  enrollment  reduction. 

House  Action:  Encouraged  the  College  of 
Medicine  to  downsize  its  Physician's  Assist- 

(Please  turn  to  page  310) 


1986/87  IMS  JUDICIAL  COUNCIL  — Members  of  the  new  IMS  Judicial  Council  pictured  ore:  (front,  from  left)  Thomas  C.  Graham, 
M.D.,  Iowa  Falls,  District  11;  Lester  Beachy,  M.D.,  Des  Moines,  District  8;  Donald  J.  Soli,  M.D.,  Denison,  District  14;  Robert  L.  Kent, 
M. D.,  Burlington,  District  1;  Max  E.  Olsen,  M.D.,  Minden,  District  13;  R.  Bruce  Trimble,  M.D.,  Mason  City,  District  12;  (back,  from  left) 
Russell  W.  Conkling,  M.D.,  Cedar  Rapids,  District  4;  Sidney  A.  Smith,  M.D.,  Oskaloosa,  District  7;  Tom  Throckmorton,  M.D.,  Spencer, 
District  15;  Kent  D.  Miller,  D.O.,  Waterloo,  District  6;  Robert  T.  Melgaard,  M.D.,  Dubuque,  District  5;  Kenneth  D.  Dolan,  M.D.,  Iowa 
City,  District  2;  Harold  W.  Miller,  M.D.,  Davenport,  District  3.  Not  pictured  are:  John  H.  Gay,  M.D.,  Des  Moines,  District  9;  James  F. 
Black,  M.D.,  Marshalltown,  District  10;  and  Robert  A.  Boldus,  M.D.,  Sioux  City,  District  16. 
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ants  Training  Program  in  correlation  with  any 
cutback  in  medical  students. 

House  Action:  Acknowledged  that  the  IMS 
needs  to  continue  to  study  matters  of  medical 
manpower  in  a thoughtful  and  extended  man- 
ner. 

House  Action:  Resolved  that  the  IMS  sup- 
port pluralistic  care  delivery  to  include  organ 
transplantation,  so  long  as  quality  is  funda- 
mental. 

House  Action:  Said  the  IMS  should  foster 
coordination  and  cooperation  in  organ  trans- 
plantation under  leadership  of  the  Committee 
on  Organ  Transplantation. 

House  Action:  Reaffirmed  the  importance  of 
an  IMS  program  to  identify  troubled  physi- 
cians and  facilitate  the  rehabilitation  of  these 
physicians. 

House  Action:  Instructed  the  IMS  Assist- 
ance Program  for  Troubled  Physicians  to  re- 
view existing  information  materials  produced 
by  the  AMA  and  other  organizations  with  a 
view  toward  making  the  information  available 
to  hospital  staffs,  county  medical  societies  and 
other  physician  organizations. 

House  Action:  Requested  the  Committee  on 
Organ  Transplantation  to  consider  preparing 


a brochure  underscoring  the  importance  of  the 
organ  donor  program.  The  Committee  is  also 
to  encourage  more  physician  participation  in 
organ  retrieval. 

House  Action:  Asked  for  more  IMS  effort  to 
educate  the  public  on  the  risk  of  tobacco  use; 
also  encourged  member  physicians  to  expand 
this  patient  education  activity  in  their  offices 
and  hospitals. 

House  Action:  Commended  physician  lead- 
ers of  the  IPMIT/AMACO  Professional  Liabil- 
ity Insurance  Program  for  their  risk  manage- 
ment activity.  Asked  for  further  development 
of  effective  risk  management  programming  to 
be  made  available  to  all  member  physicians. 

House  Action:  Directed  the  IMS  Board  of 
Trustees  to  maintain  an  information  clearing 
house  on  medical  meetings  which  have  state- 
wide impact. 

House  Action:  Instructed  the  IMS  Board  of 
Trustees  to  inform  medical  specialty  groups  of 
Society  annual  meeting  dates  to  help  avoid 
conflicts. 

House  Action:  Requested  contact  with  the 
AMA  regarding  eligibility  for  supplementary 
health  insurance  for  senior  physicians. 

House  Action:  Directed  the  IMS  to  cancel 


PAST  PRESIDENTS  — IMS  past  presidents  were  honored  at  o special  breakfast  held  during  the  annual  meeting.  Those  present  were: 
(front,  from  left):  Hormoz  Rassekh,  M.D.,  Council  Bluffs  — 1983;  James  F.  Bishop,  M.D.,  Davenport  — 1977;  Russell  S.  Gerard,  II, 
M.D.,  Waterloo  — 1979;  (back,  from  left)  John  E.  Tyrrell,  M.D.,  Manchester  — 1985;  Paul  M.  Seebohm,  M.D.,  Iowa  City  — 1980; 
John  H.  Sunderbruch,  M.D.,  Davenport  — 1971  and  William  R.  Bliss,  M.D.,  Ames  — 1981. 
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1986/87  IMS  BOARD  OF  TRUSTEES  — The  new  lAAS  Board  is  pictured.  Seated  are:  (from  left)  Dennis  J.  Walter,  AA.D.,  Des  Moines, 
president-elect;  L.  Dean  Caraway,  M.D.,  Amana,  president;  Daniel  M.  Youngblade,  M.D.,  trustee  and  board  chairman;  (back,  from  left) 
Donald  F.  Rodawig,  M.D.,  trustee  and  secretary-treasurer;  Carol  Aschenbrener,  M.D.,  Iowa  City,  trustee;  Enfred  E.  Linder,  M.D.,  Ogden, 
vice-president  and  Emmett  B.  Mathiasen,  M.D.,  Council  Bluffs,  immediate  past  president. 


the  benefit  programs  of  any  member  physi- 
cians (except  in  cases  of  true  financial  hard- 
ship) whose  dues  become  delinquent. 


Reference  Committee  on  Legisla- 
tion — John  M.  O'Shea,  M.D.,  Clin- 
ton; James  C.  Carr,  M.D.,  New 
Hampton;  Leo  J.  Plummer,  M.D.,  Des 
Moines;  Jeny  L.  Jochims,  M.D.,  Bur- 
lington; and  Raymond  D.  Schamel, 
M.D.,  Fort  Dodge. 


House  Action:  Approved  6 resolutions  sub- 
mitted by  the  Committee  on  Emergency  Med- 
ical Services.  These  include  adoption  of  a pro- 
tocol for  alcohol-caused  trauma  evaluation  and 
support  for  legislation  making  .05%  blood  al- 
cohol content  the  per  se  legal  impairment  level 
for  drivers. 

House  Action:  Said  the  IMS  should  oppose 
complete  decentralization  of  the  University  of 
Iowa  indigent  care  program.  The  IMS  is  to  work 
with  University  Officials  and  legislative  com- 


mittees on  a indigent  care  program  to  cover 
locally  the  costs  of  low-risk  pregnancy  care  for 
women  who  reside  long  distances  from  Iowa 
City. 

House  Action:  Directed  the  IMS  to  initiate 
legislation  to  allow  physicians  to  serve  on  all 
hospital  boards  of  directors. 

House  Action:  Resolved  IMS  support  of  leg- 
islation providing  appeal  mechanisms  to  rural 
hospitals  located  within  75  miles  of  urban  areas 
to  help  them  achieve  equity  in  Medicare  reim- 
bursement. This  topic  is  to  be  the  subject  of 
an  IMS  resolution  to  the  1986  AMA  House  of 
Delegates. 

House  Action:  Called  for  the  IMS  to  pro- 
mote legislation  prohibiting  vending  machine 
sales  of  tobacco  products,  raising  the  mini- 
mum legal  age  for  purchasing  tobacco  to  21 
and  providing  tougher  penalties  for  the  sale 
of  tobacco  products  to  minors. 

House  Action:  Supported  federal  legislation 
to  provide  appropriate  compensation  to  per- 
sons seriously  injured  as  a result  of  state  man- 
dated immunizations,  not  merely  as  an  alter- 
(Please  turn  to  page  312) 
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native  to  existing  legal  remedies.  Further,  the 
House  directed  the  IMS  to  study  the  cost  of 
the  state  providing  vaccine  for  administration 
by  private  physicians. 

House  Action:  Reaffirmed  IMS  support  for 
Medicare  policy  revisions  to  permit  direct  ac- 
cess to  skilled  nursing  facilities. 

House  Action:  Resolved  the  IMS  continue 
to  inform  its  members  of  roll  call  votes  of  leg- 
islators when  appropriate. 


Reference  Committee  on  Medical 
Service  — Peter  Stephens,  M.D., 
Davenport;  Sharon  K.  Goodwin, 
M.D.,  Waterloo;  Homer  L.  Skinner, 
M.D.,  Carroll;  William  Wessels, 
M.D.,  Marshalltown;  and  Steven  L. 
Wolfe,  M.D.,  Spencer. 


House  Action:  Reaffirmed  IMS  policy  that 
physicians  practicing  in  Iowa  be  reviewed  by 
Iowa  physicians  with  only  IFMC  physician 
representatives  permitted  to  deny  hospital  ad- 
missions. 

House  Action:  Resolved  the  IMS  continue 
its  liaison  with  the  Iowa  Foundation  for  Med- 
ical Care  through  Society  representatives  to 
the  Provider  Advisory  Committee  and  joint 
meetings  of  officers  of  both  organizations. 

House  Action:  Said  the  IMS  should  inform 
it  members  periodically  that  the  IMS  has  3 rep- 
resentatives on  the  IFMC  Provider  Advisory 
Committee  who  are  willing  to  assist  members 
experiencing  differences  with  the  Foundation. 

House  Action:  Encouraged  the  IFMC  to 


eliminate  inconsistencies  in  the  interpretations 
by  its  nurse  reviewers. 

House  Action:  Urged  that  the  IFMC  com- 
municate with  physicians  on  Foundation  pol- 
icy changes  in  utilization  review  or  peer  re- 
view. 

House  Action:  Requested  the  IFMC  to  work 
more  closely  with  specialty  societies  to  ensure 
appropriate  medical  input. 

House  Action:  Resolved  the  IMS  examine 
its  organizational  structure  to  better  interface 
with  specialty  societies,  particularly  in  the  leg- 
islative and  political  arenas. 

House  Action:  Asked  that  IMS  leaders  iden- 
tify issues  which  cause  divisiveness  among 
physicians  and  work  to  resolve  any  differ- 
ences. 

House  Action:  Resolved  the  IMS  Committee 
on  Alternate  Delivery  Systems  begin  to  de- 
velop a statewide  alternate  delivery  system. 

House  Action:  Resolved  the  IMS  Committee 
on  Alternate  Delivery  Systems  continue  to 
gather  information  on  operational  and  pro- 
posed alternate  delivery  plans  in  Iowa  and  dis- 
seminate this  information. 

House  Action:  Resolved  the  IMS  support 
AMA  policy  on  the  tax  status  of  satellite  clinics 
and  other  out-patient  facilities  operated  by  not- 
for-profit  institutions.  John  J.  Ring,  M.D., 
member,  AMA  Board  of  Trustees,  said  the 
board  is  sympathetic  to  the  issue  of  fairness 
but  in  its  view,  resolution  of  this  matter  will 
be  difficult. 

House  Action:  Instructed  that  the  1983  IMS 
credo  of  principle  and  philosophy  entitled  These 
Are  Our  Beliefs  be  updated  and  redistributed. 


FUTURE  MEETINGS 


As  the  interim  policy  making  body  of  the  Iowa  Medical  Society,  the  Executive  Council  has 
scheduled  meetings  during  the  coming  year  on  September  11,  November  20  and  January  15. 

The  1987  meeting  of  the  IMS  House  of  Delegates  will  occur  at  the  Savery  Hotel  in  Des  Moines 
on  April  18-19. 
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The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 


Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are: 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
AFFILIATED  WITH  BERGAN  MERCY  HOSPITAL,  CHILDRENS  HOSPITAL,  AND  METHODIST  HOSPITAL 


Advanced  Diagnostic  Medicine  For  Better  Health  Care 


! 


JOHN  J.  RING,  M.D. 
Mundelein,  Illinois 


Two  Views  of  the  Future 


If  current  trends  are  carried  to  their 
logical  extremes,  what  will  health 
care  delivery  be  like  in  the  future? 
This  'worst  possible  scenario'  — and 
what  physicians  can  do  to  avert  it 
— highlighted  remarks  by  John  J. 
Ring,  M.D.,  AMA  Trustee,  to  the  1986 
IMS  House  of  Delegates. 


This  morning,  I want  you  to  do  some  brain- 
storming with  me.  Let's  look  at  the  worst 
possible  scenario  for  health  care  delivery  in 
this  country  and  then  look  at  the  best.  Finally, 
I want  to  discuss  briefly  the  current  liability 
situation  and  what  the  AMA  proposes. 

Not  long  ago,  1 was  thinking  what  might  be 
the  worst  thing  that  could  happen  to  American 
doctors  and,  more  importantly,  to  our  pa- 

Dr.  Ring  is  a family  practitioner  in  Mundelein,  Illinois  and  has  served 
on  the  AMA  Board  of  Trustees  since  1985. 


dents.  It  was  not  a pleasant  exercise.  I reached 
this  worst  possible  scenario  by  imagining  the 
current  trends  visible  today  would  continue 
indefinitely  and  be  carried  to  their  logical  ex- 
tremes. 

Primarily,  I assumed  a narrow  concentration 
on  the  cost  of  care  would  continue  without 
regard  to  other  factors.  By  following  this  as- 
sumption, it  isn't  difficult  to  picture  what  med- 
ical care  may  be  like  in  just  a few  years. 

Third  party  payors,  would  gain  the  most. 
The  cost  of  medical  care  for  the  people  of  this 
nation  would  not  only  be  controlled  but  thor- 
oughly and  completely  predictable. 

Government  programs  and  private  carriers 
would  know  the  exact  maximum  to  be  spent 
in  any  year  for  their  beneficiaries.  That  would 
be  true  because  each  person  would  be  allowed 
a specific  amount  for  his  or  her  health  care.  In 
addition,  all  beneficiaries  would  pay  a large 
share  of  the  premium  plus  large  deductibles 
and  co-payments.  Once  a maximum  amount 
had  been  reached,  there  would  be  no  more 
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care  unless  the  individual  could  pay  for  it.  It 
would  be  difficult  to  go  beyond  the  stipulated 
amount  — not  because  the  limit  would  be  so 
generous,  but  because  the  amount  and  kind 
of  care  would  be  determined  by  the  payors. 

Every  procedure  ordered  by  a doctor  would 
need  to  be  approved  in  advance.  Once  ap- 
proved, each  procedure  — whether  a routine 
innoculation,  a series  of  treatments  or  major 
surgery  — would  command  a specified  pay- 
ment to  the  physician  from  the  carrier. 

If  hospitalization  was  required,  the  patient 
could  be  hospitalized  only  a set  number  of 
days.  All  payments  for  medical  procedures, 
supplies,  drugs,  therapy  and/or  hospital  care 
would  be  carefully  calculated  according  to  na- 
tional averages  for  the  various  illnesses  and 
conditions.  If  the  specified  and  approved  treat- 
ments, surgery  or  medication  failed  to  solve 
the  problem  and  the  patient  remained  ill  or 
died,  it  would  be  determined  they  fell  outside 
those  national  averages. 

Fortunately  for  medical  and  health  statistics, 
such  incidents  would  fall  well  within  carefully 
developed  and  perfectly  acceptable  percent- 
ages of  morbidity  and  mortality. 

The  rules  I've  been  describing  would  not 
apply  to  people  who  could  pay  for  care.  There 
would  be  no  limit  on  payment  from  one's  own 
pocket.  The  well-off  would  enjoy  the  very  best 
of  care  in  whatever  kind  of  facility  they  chose. 
In  addition,  the  rules  would  not  apply  to  peo- 
ple who  could  not  pay  for  their  care  — the 
poor  and  the  unemployed. 

Those  not  qualifying  for  government  pro- 
grams, people  with  low-paying  jobs  whose 
employers  chose  not  to  provide  health  insur- 
ance, would  go  to  church-sponsored  and  other 
privately  maintained  clinics  providing  mini- 
mum care  at  no  cost.  They  would  be  staffed 
mostly  by  doctors  and  nurses  retired  from  ac- 
tive practice  and  who  could  afford  to  volunteer 
time  to  help  people  who  could  otherwise  not 
receive  care. 

There  would  be  fewer  doctors.  The  carriers 
would  have  stopped  paying  toward  "frills"  like 
medical  research,  medical  education,  post- 
graduate medical  education  and  technology 
development.  That  would  fall  to  the  private 
sector.  In  many  parts  of  the  country,  patients 
would  be  on  waiting  lists  to  see  the  few  avail- 
able doctors.  More  than  half  the  hospitals 
would  close.  The  level  of  care  would  be  about 
the  same  patients  received  in  the  70's  and  80's 


because  few  new  techniques,  medications  or 
technologies  for  diagnosis  and  treatment 
would  be  made.  All  in  all,  this  is  a pretty  grim 
picture. 

Fortunately,  there  is  a second  possibility. 
This  one  will  result  from  our  continued  in- 
sistence on  high  quality  cost-effective  care  de- 
livered in  a pluralistic  system. 

Physicians  and  other  health  care  profession- 
als would  continue  their  diversification  into 
more  efficient,  economical  and  convenient 
forms  of  practice.  These  would  include  the  solo 
practitioner,  hospital-based  ambulatory  care 
and  ambulatory  surgery  centers,  free-standing 
ambulatory  surgery  centers,  residential  and 
shopping  mall  urgent  and  routine  care  centers. 


"In  many  parts  of  the  country  pa- 
tients would  be  on  waiting  lists  to 
see  the  few  available  doctors.  More 
than  half  the  hospitals  would  close." 


It  would  also  include  not-yet-developed  forms 
of  custom  medical  care,  all  carried  out  with 
consideration  of  cost  and  effectiveness.  There 
would  also  be  a continuation  of  combination 
financing  and  delivery  systems  such  as  HMO's 
and  PPO's,  at  greater  efficiency  and  cost  con- 
tainment. 

Beneficiaries  of  both  private  and  govern- 
mental insurance  programs  would  assume 
more  responsibility  for  their  care  through  pre- 
mium sharing,  deductibles  and  co-insurance; 
but  not  to  a level  that  would  deter  them  from 
getting  the  care  needed.  Those  who  have  little 
or  no  resources  would  be  cared  for  through 
governmental  programs  and  private  insurance 
risk  groups.  All  payors  would  contribute  their 
fair  share  toward  the  vitally-important  medical 
education,  scientific  research  and  technology 
development  so  the  quality  of  care  and  the 
level  of  its  results  would  continue  to  rise  to 
meet  the  needs  of  patients. 

This  much  more  desirable  result  can  come 
about  if  the  people  want  it  and  demand  it  from 
the  private  sector  and  from  their  government. 
However,  if  society  sits  back  and  permits  the 
quality  and  availability  of  care  to  be  sacrificed 
on  the  altar  of  cost,  we  are  more  likely  to  see 

(Please  turn  to  page  316) 
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the  first  possibility  — the  nightmare  — come 
true. 

As  physicians,  we  have  2 responsibilities. 
We  have  always  been  leaders  in  providing  care 
and  we  must  be  leaders  in  meeting  these  re- 
sponsibilities. The  first  is  to  continue  working 
with  government,  industry  and  society  to  make 
sure  our  nation  never  abandons  its  aspirations 
for  high  quality  health  care  for  all. 

Second,  to  continue  helping  our  members 
provide  high  quality  care  in  the  most  cost-ef- 
ficient, economical  and  effective  manner  pos- 
sible. If  we  do  this,  and  if  society  demands 
high-quality  but  cost-effective  care,  this  dream 
of  the  future  will  come  true  — not  the  afore- 
mentioned nightmare. 

One  of  the  most  important  things  we  must 
do  is  bring  order  out  of  the  chaos  in  profes- 
sional liability.  The  AMA  has  put  this  item  on 
the  top  of  its  priority  list.  We  are  not  going  to 
rest  until  this  problem  is  solved.  It  looks  like 
there's  help  coming  from  all  directions.  Lia- 
bility is  no  longer  just  a medical  problem,  but 
a national  problem. 


The  AMA  has  joined  200  other  organizations 
in  forming  the  American  Tort  Reform  Asso- 
ciation. We  have  also  joined  specialty  societies 
and  state  medical  associations  in  an  effort  to 
correct  the  situation.  We  have  volunteered  to 
become  a clearinghouse  for  information  on 
professional  liability.  Our  communications  di- 
vision is  preparing  advertisements  to  call  the 
attention  of  the  public  to  this  problem.  We 
intend  to  develop  an  alternative  plan  to  the 
current  tort  system. 

We  are  not  going  to  rest  until  this  situation 
is  corrected.  The  alternative  is  a diminution  in 
the  availability  and  quality  of  health  care  serv- 
ices available. 

So  there  you  have  it,  ladies  and  gentlemen. 
The  health  care  system  of  the  United  States 
and  the  future  of  an  honored  profession  — 
both  subjects  of  societal  decisions.  It's  up  to 
us  to  influence  these  decisions.  It's  up  to  us 
to  tell  the  public  where  their  best  interests  lie. 
It's  a job  that  must  be  done.  It's  a job  that  will 
be  done  with  your  help. 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Rex  Voegtiin,  CFP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  ESC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER  • MEMBER  NASD  • MEMBER  SIPC 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.*“ 
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Ron  Saf  Retires  — 

Kept  Tabs  on  Iowa  Docs 
For  33  Years 


Ronald  V.  Saf  retires  July  1,  1986 
after  33  years  as  executive  director 
of  the  Iowa  State  Board  of  Medical 
Examiners  (BME).  Through  the 
years,  Mr.  Saf  has  become  widely 
known  to  Iowa  physicians  for  his 
work  with  the  BME,  and  coopera- 
tive endeavors  with  the  Iowa  Med- 
ical Society.  In  1973,  he  received 
the  Society's  John  F.  Sanford  Award 
for  distinguished  service  to  medi- 
cine by  a layman.  Saf  has  worked 
for  9 different  physicians  who  have 
chaired  the  BME  during  his  state 
employment.  Here,  Saf  reflects  on 
his  career  and  on  the  many  changes 
the  BME  has  experienced. 


Ron  saf  predicts  it's  the  "great  relation- 
ships I've  had  with  doctors  over  the  years" 
he's  going  to  miss  the  most. 

A proven  survivor  of  change  and  challenge, 
Saf  officially  retires  July  1 after  33  years  as  ex- 
ecutive director  for  the  Iowa  State  Board  of 
Medical  Examiners.  He  readily  admits  that  the 
plethora  of  change  inundating  the  BME  during 
the  past  decade  is  one  reason  he  views  his 
retirement  with  "mixed  emotion." 


"I'd  have  to  say  part  of  the  reason  I stayed 
so  long  is  because  there  was  very  little  change 
in  the  Board's  composition  and  duties  during 
the  first  20  years,"  he  says.  "It  was  not  until 
about  1975  that  things  really  started  to  mush- 
room for  the  BME." 

Only  Regulated  M.D.'s 

Saf  holds  education  and  law  degrees  from 
Drake  University.  He  went  to  work  as  an  in- 
vestigator and  legal  advisor  to  the  Department 
of  Health  after  law  school  graduation.  He  was 
hired  by  Dr.  Walter  Bierring,  past  president  of 
the  IMS  and  AMA  and  then  Iowa  Commis- 
sioner of  Public  Health.  Saf  became  the  BME 
executive  director  on  July  1,  1953. 

At  that  time,  the  Board  was  comprised  of  5 
physicians  who  dealt  mostly  with  licensing  and 
examination  of  Iowa  M.D.'s.  The  Board  op- 
erated on  a trust  fund  financed  from  fees  paid 
by  physicians;  it  had  no  authority  to  conduct 
formal  hearings  on  physician  competence. 

"The  Board  dealt  with  disciplinary  matters 
infrequently.  We  handled  them  on  an  informal 
basis  by  having  the  physicians  appear  before 
the  Board,"  Saf  recalls.  "Patient  complaints  to 
the  BME  were  unheard  of  30  years  ago." 

BME  activity  was  such  that,  until  1975,  Saf 
was  able  to  practice  law  part  time.  He  dis- 
charged his  duties  and  function  for  the  Board 
from  his  law  office. 

"In  1975,  Board  functions  were  becoming  so 
complex  that  I had  to  go  one  way  or  the  other." 
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More  Board  Members,  Press  Attention 

About  1958,  the  BME  was  authorized  to  con- 
duct administrative  hearings  and  invoke  dis- 
cipline. In  1963,  2 osteopathic  physicians  were 
added  and  the  BME  became  a “composite  li- 
censing board"  for  both  medical  and  osteo- 
pathic physicians.  In  1975,  the  Iowa  General 
Assembly  also  added  2 public  members  to  the 
Board  and  mandated  that  no  Board  member 
could  serve  more  than  three  3-year  terms. 


"Patient  complaints  to  the  BME 
were  unheard  of  30  years  ago.  The 
BME  has  really  seen  the  evidence 
of  the  change  in  the  physicianlpa- 
tient  relationship." 


“In  1978,  the  legislature  imposed  CME  re- 
quirements and  rules  regarding  what  we  call 
the  'snitch  law'  — doctors  reporting  other  doc- 
tors to  the  Board.  The  legislature  granted  im- 
munity from  liability  and  we  saw  stepped-up 
reporting  by  doctors,  hospitals  and  patients," 
Saf  relates.  “The  BME  has  really  seen  the  evi- 
dence of  the  change  in  the  physician/patient 
relationship." 

It  was  about  this  time  that  the  press  became 
more  interested  in  activities  of  the  Board,  a 
development  with  which  Saf  isn't  entirely 
comfortable. 

“Tve  been  concerned  over  the  fact  that  we 
can  no  longer  handle  discipline  matters  with- 
out a lot  of  publicity,"  he  states. 

As  an  example,  Saf  cites  the  time  the  Des 
Moines  Register  printed  the  name  of  14  physi- 
cians placed  on  probation  by  the  BME. 

“I  was  worried  about  the  effect  it  would 
have.  Later,  I asked  one  of  the  doctors  if  the 
publicity  had  hurt  his  practice.  He  said  his 
practice  was  even  better  than  before."  Jokes 
Saf,  “I  asked  him  if  he  wanted  the  Board  to 
put  him  on  probation  again." 

"You're  Not  An  Island" 

Ron  Saf  has  seen  the  BME  grow  from  5 mem- 
bers dealing  almost  exclusively  with  physician 
licensing  to  9 members  overseeing  complex  li- 
censure and  discipline  procedures  for  medical 
doctors,  osteopathic  physicians  and  surgeons. 


\ 

K 

RONALD  V.  SAF 

P.A.'s,  E.M.T.'s  and  paramedics.  More  change 
is  on  the  horizon.  The  1986  legislature  passed 
a bill  placing  a physician's  assistant  on  the 
Board  as  of  July  1.  In  addition,  due  to  the  gov- 
ernment reorganization,  the  Board  will  now 
operate  more  extensively  under  the  auspices 
of  the  Department  of  Health. 

"Despite  these  changes,  I believe  the  Board 
will  still  have  autonomy,"  Saf  stresses.  "But, 
with  all  this  increased  activity,  the  Board  will 
need  more  staff  and  more  money." 

While  the  incoming  BME  executive  director 
(as  yet  unannounced)  is  dealing  with  these 
changes,  Saf  and  his  wife,  Doris  (Flo),  just 
might  be  found  relaxing  in  their  cottage  west 
of  Minneapolis. 

"Tve  had  the  cottage  for  30  years,  but  there 
hasn't  been  much  chance  to  get  away,"  he 
says.  "I  plan  to  take  it  easy,  go  fishing  and 
play  golf." 

Ron  Saf  has  some  parting  advice  for  his  suc- 
cessor. 

"I've  learned  you're  not  an  island  unto  your- 
self. You  have  to  work  with  many  professional 
associations  and  health  related  agencies.  You 
have  to  maintain  relationships  with  those  or- 
ganizations and  they  are  quality  people." 
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Charles  jons,  M.D. 

QUESTIONS 

w 

AND  ANSWERS 

IFMC  PRESIDENT 
REVIEWS  PROGRAM 


The  Iowa  Foundation  For  Medical 
Care  — a one-time  progeny  of  the 
Iowa  Medical  Society  — nas  been 
designated  as  the  Iowa  PRO  (Peer 
Review  Organization)  for  the  next  2 
years.  Here,  Charles  Jons,  M.D., 
IFMC  President,  discusses  the  I MSI 
IFMC  relationship  and  the  IFMC's 
changing  impact  on  health  care  de- 
livery in  Iowa. 


Please  review  the  historical  ties  between  the 
Iowa  Medical  Society  and  the  Iowa  Founda- 
tion For  Medical  Care  (IFMC). 

Fifteen  years  ago,  the  Iowa  Medical  Society 
took  a courageous  and  adventuresome  leap 
into  the  area  of  peer  review.  The  IMS  per- 
ceived a mechanism  of  peer  review  which 
would  be  responsive  to  the  needs  of  lowans. 
It  was  concluded  this  peer  review  could  best 
be  accomplished  through  an  independent  or- 
ganization run  by  physicians.  The  IFMC  be- 
came this  organization.  Initially,  the  impact  of 
the  IFMC  on  the  practice  of  medicine  was  rel- 
atively small  and  limited  primarily  to  fee  ar- 
bitration. 

What  developments  brought  about  a change 
in  the  IFMC's  impact  on  health  care  delivery? 

In  the  early  1980's,  the  IFMC  began  to  re- 
view for  both  private  and  governmental  or- 
ganizations. The  Foundation  then  developed 
programs  of  its  own  and,  in  many  cases,  these 
programs  started  to  impinge  upon  the  classic 
practice  patterns  of  Iowa  physicians. 


Two  years  ago,  the  IFMC  was  designated  as 
a statewide  PRO.  With  this  designation  came 
a federal  requirement  to  review  hospital  ad- 
missions and  discharges  and  to  evaluate  the 
quality  of  care  being  delivered.  Initiation  of  the 
prospective  payment  system  2 years  ago  was 
a difficult  transition  for  Iowa  physicians  and 
hospitals  because  it  changed  hospitals'  reim- 
bursement systems.  Suddenly,  the  hospital 
practice  of  Iowa  physicians  was  being  chal- 
lenged by  this  one-time  progeny  of  the  Iowa 
Medical  Society.  The  IFMC  is  perceived  by 
some  as  the  cause  of  the  present  crisis  facing 
rural  hospitals.  It's  not  surprising  physicians 
have  often  felt  betrayed  by  the  very  organi- 
zation they  created. 

What  is  the  current  peer  review  climate  in 
Iowa? 

Today's  consumer  of  medical  care  demands 
that  the  medical  services  delivered  be  neces- 
sary, appropriate  for  the  illness  and  adequate 
to  handle  the  problem.  This  is  true  whether 
the  consumer  is  a private  patient,  an  employer 
or  a governmental  organization.  Most  physi- 
cians will  agree  peer  review  in  some  form  is 
here  to  stay.  In  its  lobbying  efforts  for  legis- 
lative tort  reform,  the  Iowa  Medical  Society 
has  strongly  advocated  peer  review. 

As  peer  review  becomes  more  in  demand, 
other  organizations  are  entering  the  market. 
However,  they  are  attempting  to  provide  re- 
view without  significant  physician  input  and 
with  a limited  appeal  mechanism.  In  order  to 
meet  this  challenge,  the  IFMC  must  become  a 
more  efficient  organization. 

What  improvements  do  you  hope  to  attain  in 
the  IFMC's  peer  review  process? 

In  the  past,  the  IFMC  has  tried  to  do  peer 
review  utilizing  competent  physicians  at  the 

(Please  turn  to  page  321) 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 

add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients, aswell  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


isopnrr 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduaion  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result-in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patierats  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1  7%),  AV  block; 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (11%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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local  level  whenever  possible.  During  the  next 
2 years,  we  will  try  to  continue  this  policy;  but 
we  will  also  try  to  consolidate  review  using 
physicians  who  have  demonstrated  their  abil- 
ity to  do  consistent  review.  Although  we  can't 
pay  physicians  to  review  each  case,  we  will 
continue  to  require  a physician  be  involved  in 
the  denial  process  and  a method  of  appeal  be 
available. 

One  of  the  IFMC's  biggest  problems  has  been 
inconsistency  in  the  review  process.  Although 
perfect  consistency  is  nearly  impossible  when 
multiple  reviewers  are  used,  we  will  try  to  do 
a better  job  in  the  future.  We  have  developed 
an  internal  validity  group  to  monitor  our  peer 
reviewers.  We  would  appreciate  physicians' 
help  in  substantiating  any  inconsistencies. 

I would  also  like  to  attract  more  specialists 
to  the  review  program.  This  would  ensure  an 
appropriate  specialist  is  involved  in  the  review 
process  for  reconsideration  of  previous  deci- 
sions. 

Another  area  I feel  deserves  additional  at- 
tention is  the  IFMC's  responsiveness  to  phy- 
sicians and  hospitals.  It  is  frustrating  for  a phy- 
sician to  call  with  a concern,  complaint  or 
question  and  not  get  a timely  or  direct  answer. 
We  do  not  expect  physicians  to  always  agree 
with  Foundation  decisions,  but  I believe  phy- 
sicians deserve  an  explanation.  1 can't  tell  you 
exactly  what  we  will  do  to  improve  this  situ- 
ation, but  I hope  the  solution  will  be  evident 
and  implemented  by  this  time  next  year. 


What  advice  do  you  have  for  physicians  in 
the  area  of  peer  review? 

I encourage  IMS  member  physicians  to  ac- 
knowledge that  peer  review  and  the  IFMC  will 
not  go  away,  at  least  for  another  2 years.  As 
an  old  adage  advises,  it's  better  to  deal  with 
the  devil  you  know  than  the  devil  you  don't 
know. 

I am  also  concerned  about  payment  pres- 
sures placed  on  physicians  by  hospitals  and 
insurance  carriers.  As  a physician,  I know  we 
each  have  a loyalty  to  our  own  hospital;  but  I 
hope  we  do  not  forget  more  important  loyal- 
ties, those  to  our  patients  and  ourselves.  Fed- 
eral and  state  governments,  as  well  as  many 
employers,  are  counting  on  physicians'  dedi- 
cation to  quality  care  to  help  them  lower  their 
costs.  In  these  days  of  DRG's  and  budget  re- 


straints, hospitals  sometimes  give  physicians 
subtle  hints  to  discharge  the  money  losers.  The 
interests  of  the  patient  can  get  lost  in  the  strug- 
gle. It  will  remain  the  responsibility  of  Iowa 
physicians  to  determine  quality  care  is  being 
delivered.  Physicians  must  be  willing  to  with- 
stand the  pressure  to  compromise  medical  care 
because  ultimately  the  physician  — not  the 
hospital  — will  be  responsible  for  the  patient's 
outcome.  The  IFMC,  as  a physician  organi- 
zation, will  continue  to  support  physicians  in 
this  ethical  conflict  on  patient  care. 

How  do  you  view  the  future  relationship  of 
the  IMS  and  the  IFMC? 

I hope  the  IFMC  remains  innovative  enough 
to  compete  in  today's  marketplace,  yet  mature 
enough  to  accept  criticism  when  it  is  justified. 
The  IFMC  has  appreciated  the  Iowa  Medical 
Society's  help  and  respects  the  Society's  opin- 
ion. 1 am  sure  we  will  have  occasional  family 
fights  in  the  coming  year,  but  I am  confident 
we  can  keep  the  lines  of  communication  open. 
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Bankers  Leasing  Company  can  help  you  real- 
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• Leasing  lets  you  retain  cash  in  your  prac- 
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There  are  many  other  advantages  in  a pro- 
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Primary  malignancies  of  the  small 
intestine  are  seen  infrequently. 
Earlier  routine  radiologic  sUidies  of 
the  small  intestine  had  diagnostic 
limitations.  Newer  techniques  have 
improved  the  accuracy.  This  case 
report  demonstrates  the  progress 
which  has  been  made. 


Adenocarcinoma  of  the  small  bowel  is  rare. 

A preoperative  diagnosis  is  unusual.  It 
is  discovered  most  commonly  at  the  time  of 
surgical  exploration. 

One  percent  of  all  gastrointestinal  cancers 
are  primary  in  the  small  intestine;  one-half  of 
these  are  adenocarcinomas.  This  case  report 
describes  the  combined  use  of  endoscopic  and 
radiographic  techniques  used  to  make  a cor- 
rect preoperative  diagnosis. 

Case  Report 

A 79-year-old  was  hospitalized  with  a 1-week 
history  of  recurrent  vomiting,  diarrhea  and 


The  authors  are  Des  Moines  physicians.  Dr.  Caterine  is  a general 
surgeon;  Dr.  Prusak  is  a gastroenterologist;  Drs.  Tapp  and  Green  are 
family  physicians;  and  Dr.  Young  is  a radiologist. 


hematochezia.  There  was  no  indication  of  sig- 
nificant abdominal  pain  or  weight  loss. 

Physical  examination  was  noncontributory. 
However,  laboratory  studies  revealed  a hemo- 
globin of  7.0  gm%  and  a hematocrit  of  25%. 

An  initial  upper  gastrointestinal  series  re- 
vealed a markedly  dilated  stomach  with  nu- 
merous granular  filling  defects  suspected  of 
being  due  to  blood  secondary  to  an  erosive 
gastritis.  Esophagogastroduodenoscopy  sug- 
gested the  presence  of  a small  duodenal  ulcer. 

The  patient  was  transfused  and  treated  with 
cimetidine  and  metoclopramide.  The  diarrhea 
and  rectal  bleeding  stopped;  the  hemoglobin 
stabilized  at  11  gm%.  Resumed  oral  feeding 
produced  recurring  vomiting. 

A repeat  upper  gastrointestinal  study  and 
small  bowel  series  were  performed  10  days 
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after  the  initial  examination.  Continued  gastric 
dilation  was  present.  Moreover,  interval  di- 
lation of  the  entire  duodenum  suggested  the 
presence  of  an  extrinsic  pressure  defect  in- 
volving the  third  portion  of  the  duodenum.  A 
repeat  endoscopic  examination  was  per- 
formed in  an  attempt  to  reach  the  distal  duo- 
denum. This  was  unsuccessful;  however,  a 
catheter  was  passed  through  the  endoscope 
with  barium  injected.  This  technique  identi- 
fied a 4 cm  annular  lesion  involving  the  prox- 
imal jejunum.  Please  note  Figures  1 and  2. 

Surgical  Findings 

As  diagnosed  preoperatively,  surgery  dem- 
onstrated an  annular  small  intestinal  carci- 
noma. There  was  no  evidence  of  any  regional 
or  distant  metastases.  The  lesion  was  resected 
with  a primary  anastomosis.  The  postopera- 
tive course  was  uneventful. 

Surgical  Pathology 

The  surgical  specimen  was  17  cm  in  length 
and  included  4 cm  of  resected  mesentery  and 
associated  lymph  nodes.  The  lesion  repre- 
sented a well  differentiated  adenocarcinoma 


Figure  1 


Figure  2 


of  the  jejunum  invading  near  the  serosa;  there 
was  no  evidence  of  nodal  metastases. 

Discussion 

Primary  malignancy  of  the  small  intestine 
constitutes  only  1 percent  of  all  gastrointes- 
tinal malignancies.  Of  these,  one-half  are  ad- 
enocarcinoma with  90%  of  these  found  in  the 
duodenum.  It  is  well  known  that  small  intes- 
tinal x-ray  studies  may  not  produce  a diag- 
nosis. However,  some  of  the  newer  radiol- 
ogical techniques  have  improved  accuracy. 

Enteroclysis  involves  an  antegrade  small 
bowel  enema  after  a tube  has  been  placed  into 
the  upper  portion  of  the  duodenum  at  which 
time  barium  is  injected  through  the  tube,  and 
a series  of  films  is  obtained.  Enteroclysis  dem- 
onstrates fine  mucosal  details  of  the  small  in- 
testine; it  is  a very  sensitive  technique  in 
studying  the  small  bowel. 

Our  technique  is  similar  to  enteroclysis.  It 
permits  evaluation  of  the  gastric  and  duodenal 
mucosa  at  which  time  appropriate  biopsies  can 
be  obtained.  When  endoscopy  is  negative,  we 
can  then  inject  barium  through  a catheter 
passed  through  the  endoscope  to  visualize  the 
small  intestine  beyond  the  proximal  duo- 
denum. This  technique  is  suggested  when  en- 
doscopy is  negative  land  a lesion  of  the  upper 
gastrointestinal  tract  is  suspected.  Other  le- 
sions such  as  early  Crohn's  disease  and  Meck- 
el's diverticulum  are  also  detected  earlier  and 
evaluated  more  completely  with  this  tech- 
nique. 
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PARENTAL  INTERFERENCE 


Do  THOSE  of  you  who  are  over  40  or  50 
remember  how  a baseball  game  was  or- 
ganized? The  boys  (and  rarely  a girl)  would 
gather  together  on  a vacant  lot.  The  owner  of 
the  ball  bat  would  grab  the  neck  of  the  bat, 
then  a person  representing  the  opposing  team 
would  grasp  above  the  hand  of  the  first.  Grasps 
were  alternated  until  the  last  covered  the  end 
of  the  bat.  That  determined  who  would  have 
first  choice  in  the  selection  of  members  of  his 
team.  When  the  last  selection  was  made  — 
usually  the  smallest  kid  on  the  block,  the  game 
began. 

No  adults  interfered.  Rules  were  altered  as 
the  occasion  demanded.  Everyone  had  a good 
time.  Occasionally  an  argument  erupted  but 
resolution  was  forthcoming.  The  game  contin- 
ued until  the  kid  owning  the  bat  or  the  ball 
had  to  go  home.  Sure,  there  were  the  older 
ones  who  either  browbeat,  but  often  be- 
friended, the  littlest  one.  All  in  all,  the  neigh- 
borhood boys  got  along  well  and  enjoyed  each 
sport  in  season  — baseball,  football  (touch,  not 
tackle),  ice  hockey;  soccer  was  unknown. 

Our  children  were  brought  up  in  another 
era  of  sports  activity.  "Organized”  baseball  and 
football  came  into  being.  Eventually  the  or- 
ganization nearly  reached  the  proportions  of 
professional  sports.  Adults  took  control,  and 
often  in  their  misguided  zeal  caused  heartache 
for  many  youngsters.  The  idea  of  having  fun 
was  made  secondary  by  a coach  or  team  man- 
ager. He  had  only  one  purpose,  to  win  at  any 
price.  In  addition,  parents  became  over-en- 
thusiastic and  sportsmanship  suffered.  There 
would  be  taunts  directed  toward  the  umpires, 
booing  of  opposing  players  and  hard  feelings 
developed. 


A few  years  ago  soccer  became  very  popu- 
lar. Groups  of  youngsters  formed  teams, 
learned  the  rules,  and  had  fun.  Some  parents 
became  involved,  but  most  of  them  were  not 
familiar  with  the  new  sport,  and  could  not  be 
critical  of  the  manner  of  play.  However,  times 
change.  Recently  I read  a news  report  which 
sounded  a familiar  theme.  Apparently  adults 
are  becoming  more  familiar  with  soccer  and 
are  now  venting  their  emotion  in  much  the 
same  way  as  baseball  parents. 


"Occasionally  an  argument  erupted 
hut  resolution  was  forthcoming.  The 
game  continued  until  the  kid  own- 
ing the  bat  or  the  ball  had  to  go 
home." 


Apparently,  baseball  is  declining  in  popu- 
larity as  soccer  becomes  more  evident.  This  is 
good  because  soccer  is  both  good  exercise  and 
a good  team  sport.  Baseball  is  a rather  inactive 
game  for  the  most  part,  i.e.,  much  time  spent 
in  sitting,  with  one  or  two  active  at  the  time. 

I take  no  stand  against  adults  supervising 
the  activities  of  youngsters.  The  rules  of  the 
game,  like  the  rules  of  life  in  general,  must  be 
taught  to  the  children.  Good  sportsmanship  is 
imperative.  The  players,  however,  should  be 
encouraged  to  enjoy  the  sports  in  a less  strict 
competitive  environment.  Too  many  pseudo- 
professional adults  can  spoil  the  entire  concept 
of  organized  sports  for  youngsters.  Yes,  that 
applies  also  to  high  school  athletes.  Safe- 
guards must  provide  for  safe  play,  there  must 
be  stimuli  for  fair  play,  and  all  children  should 
be  given  equal  opportunity  to  be  involved.  Let 
the  children  enjoy  their  childhood.  There  is 
time  in  later  life  for  athletes  to  be  exploited  by 
adults  for  glory  or  money.  — M.E.A. 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w^hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Fat  tj  ctj  iV  t,'  ^ ao;  v tu  v »! 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

MEDICAL  MANAGEMENT 
OF  ACUTE  PEPTIC  ULCER  DISEASE 


The  management  of  peptic  ulcer  disease 
(PUD)  has  changed  greatly  since  the  in- 
troduction of  cimetidine,  an  Ha-histamine  re- 
ceptor antagonist,  10  years  ago.  Currently,  4 
classes  of  drugs  have  been  shown  to  be  effec- 
tive in  healing  and  relieving  the  symptoms  of 
PUD  (Table  1).  Some  of  these  drugs  remain 
investigational  in  the  U.S.;  therefore,  this  ar- 
ticle will  focus  on  those  agents  approved  for 
clinical  use  in  this  country.  The  agents  to  be 
reviewed  include  ranitidine,  cimetidine,  and 
sucralfate.  Antacids  have  been  shown  to  ac- 
celerate the  healing  of  duodenal  ulcer  when 
compared  to  placebo,  but,  because  of  the  re- 
quired frequency  and  cumbersome  nature  of 
their  use,  antacids  should  be  used  mainly  for 
symptomatic  relief  in  the  management  of 
PUD.^  * Both  ranitidine  and  sucralfate  have 
been  shown  to  be  as  effective  as  cimetidine 
and  antacids  in  the  short-term  treatment  of 
gastroduodenal  ulcers. 

We  review  and  present  a rational  approach 
to  the  medical  management  of  PUD.  A num- 
ber of  reviews  have  dealt  with  this  topic. 

H2~Receptor  Antagonists 

Probably  no  other  drug  has  had  such  an  ex- 
tensive evaluation  as  cimetidine  had  before  its 
introduction  for  the  treatment  of  peptic  ulcer. 
Controlled  studies  demonstrated  the  efficacy 
of  the  drug;  4-week  healing  rates  for  gastric 
and  duodenal  ulcers  are  69%  and  76%,  re- 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  bv 
the  University  of  Iowa  Hospitals  and  Clinics. 


spectively.^' ^ Most  early  studies  employed  a 
dose  of  300  mg  QID.  Recent  studies  compared 
cimetidine  doses  of  400  mg  BID  and  800  mg 
QHS;  the  4-week  healing  rates  of  duodenal 
ulcers  with  these  doses  were  73%  and  87%, 
respectively.  There  was  no  significant  differ- 
ence in  efficacy  or  safety.  At  the  present  time, 
the  dosage  recommended  in  the  product  la- 
beling for  cimetidine  is  300  mg  QID  or  400  mg 
BID. 

Adverse  effects  of  cimetidine  are  rare.  They 
include  confusion,  gynecomastia,  impotence, 
breast  tenderness,  bone  marrow  depression, 
elevated  serum  creatinine,  pancreatitis,  hy- 
perprolactinemia, bradycardia,  interstitial  ne- 
phritis, headache,  and  hepatocellular  injury. 
Cimetidine  may  produce  adverse  drug  inter- 
actions by  binding  to  the  cytochrome  P450- 
dependent  microsomal  enzymes.  Cimetidine 
prolongs  the  half-life  of  many  drugs  including 
theophylline,  propranolol,  diazepam,  lido- 
caine,  phenytoin,  chlordiazepoxide,  warfarin, 
and  carbamazepine.^  For  this  reason,  dosages 
of  these  drugs  may  need  to  be  adjusted  when 
they  are  administered  with  cimetidine.  Ci- 
metidine has  been  shown  to  interfere  with  the 
absorption  of  ketoconazole,  resulting  in  a 65% 
reduction  in  systemic  availability  and  a five- 
fold decrease  in  peak  plasma  level. ^ 

Ranitidine  is  an  H2-receptor  antagonist  that 
is  chemically  distinct  from  cimetidine,  having 
a furan  ring  rather  than  an  imidazole  ring. 
Rantidine  is  4 to  8 times  more  potent  than 
cimetidine  in  inhibiting  gastric  acid  secretion, 
but,  apart  from  its  potency,  ranitidine  is  phar- 
macokinetically  similar  to  cimetidine.  Con- 
trolled trials  have  shown  that  ranitidine  ac- 
celerates ulcer  healing  and  relieves  symptoms 
of  PUD.  The  healing  rates  of  gastric  and  duo- 

(Please  turn  to  page  327) 
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stituted  a corporate  service  to  assist  Physi- 
cians interested  in  servicing  AMI  hospitals 
in  fee-for-service  private,  solo,  group,  or 
other  multi-specialty  practices.  Current  op- 
portunities are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  There  is  no 
charge  to  physicians  for  this  service. 

Specific  areas  of  interest  are: 


• Family  Practice  • VAS  Surgery 

• Neurology  • Neurosurgery 

• Ophthalmology  • Orthopedic  Surgery 

• Orthopedics  • Occupational  Medicine 

• Gastroenterology  • Cardiology 

• ENT  • Rheumatology 

• Oncology *  *OB/GYN 

• General  Surgery  • Internal  Medicine 
Physicians  interested  in  pursuing  these  oppor- 
tunities should  contact  this  ser\nce  by  calling 
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Norman  Penick 
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Beverly  Hills,  CA  90212 
Call  Collect:  (213)  858-6927 
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Table  1 


denal  ulcers  with  a 4-week  course  of  ranitidine 
are  64%  and  87%,  respectively.  Hence,  rani- 
tidine, 150  mg  BID,  is  better  than  placebo  and 
comparable  to  cimetidine  300  mg  QID  or  “in- 
tensive” antacid  therapy  in  promoting  the 
healing  of  gastroduodenal  ulcers.  A recent  Ca- 
nadian study  demonstrated  that  ranitidine,  300 
mg  QHS,  is  as  safe  and  effective  as  the  stand- 
ard dosage  of  150  mg  BID  in  the  short-term 
treatment  of  uncomplicated  gastric  and  duo- 
denal ulcers. 

The  incidence  (1-2%)  of  adverse  reactions  is 
close  to  that  reported  for  cimetidine.  Adverse 
reactions  to  ranitidine  include  confusion,  bra- 
dycardia, tachycardia,  dizziness,  hepatocel- 
lular injury,  hyperprolactinemia,  impotence, 
gynecomastia,  granulocytopenia,  thrombocy- 
topenia, and  a rash.  Ranitidine  binds  only 
weakly  to  cytochrome  P450  (in  vitro),  and  rec- 
ommended doses  of  the  drug  do  not  inhibit 
cytochrome  P450-linked  liver  enzymes.  De- 
spite this  drug,  drug  interactions  with  raniti- 
dine have  been  reported  for  warfarin,  meto- 
prolol,  and  fentanyl,  and  ranitidine  may  affect 
the  bioavailability  of  some  drugs  by  an  uni- 
dentified mechanism.®  Ranitidine  does  not  af- 
fect the  clearance  of  theophylline.® 

Both  cimetidine  and  ranitidine  are  approved 
for  treatment  of  patients  with  gastric  hyperse- 
cretory disorders  (i.e.,  Zollinger-Ellison  syn- 
drome). Ranitidine  does  not  cause  the  antian- 
drogen side  effects  seen  in  about  half  such 
patients  treated  with  high  doses  of  cimetidine. 

Topical  Therapy 

Sucralfate  is  a basic  aluminum  salt  of  sul- 
fated  sucrose.  It  is  thought  to  protect  ulcer 
sites  by  polymerizing  into  a material  that  cov- 
ers necrotic  tissue.  Controlled  studies  have 
shown  that  sucralfate  is  effective  in  the  short- 
term treatment  of  ulcers,  with  ulcer  healing 
rates  of  61%  at  4 weeks  and  94%  at  8 weeks. ^ 

Sucralfate  is  minimally  absorbed  (2%).  Its 
most  frequent  side  effects  are  constipation, 
nausea,  and  dry  mouth.  It  forms  an  insoluble 
salt  with  phosphorus  and  may  lead  to  reduced 
phospate  absorption.  In  patients  with  normal 
renal  function,  its  prolonged  use  can  lead  to 
phosphate  depletion.  In  patients  with  renal 
failure,  tissue  concentrations  of  aluminum  may 
be  greatly  increased  and  this  is  associated  with 
encephalopathy.  Sucralfate  decreases  the  bio- 
availability of  phenytoin  when  the  2 drugs  are 


I.  Potent  Antisecretory  Agents 
Hj-antagonists  (cimetidine  and  ranitidine) 
*Prostaglandins 

*Substituted  benzimidazoles  (omperazone) 

II.  Weak  Antisecretory  Agents 
Anticholinergics 

‘Tricyclic  antidepressants  (pirenzipine,  trimipramine) 

III.  Coating  Agents 
Sucralfate 
‘Carbenoxolone 
‘Colloidal  bismuth 

IV.  Acid  Neutralizing  Agents 

Antacids  (Mylanta,  Maalox,  Amphojel  . . .) 


‘Not  approved  for  dispensing  in  the  U.S. 


given  concomitantly;  it  is  recommended  that 
doses  of  the  2 drugs  be  given  2 hours  apart. 
There  is  1 report  of  a reduced  plasma  warfarin 
concentration  when  both  agents  were  given 
concomitantly.  Sucralfate  should  be  taken  1 
hour  before  meals  and  at  bedtime.  Sucralfate 
adheres  best  to  ulcer  craters  in  an  acid  envi- 
ronment; for  this  reason,  H2-receptor  antago- 
nists or  antacids  should  not  be  given  concom- 
itantly with  sucralfate.  There  is  no  evidence 
that  the  combined  use  of  several  classes  of 
drugs  achieves  better  results  than  a single  drug 
in  the  treatment  of  peptic  ulcer  disease.  If  heal- 
ing does  not  occur  with  any  one  drug,  it  is 
probably  best  to  switch  to  another  single  drug. 

Summary 

Several  therapeutic  options  are  available  for 
the  acute  management  of  peptic  ulcer  disease: 
antacids;  the  topical  agent,  sucralfate;  and  the 
H2-receptor  antagonists,  cimetidine  and  rani- 
tidine. These  agents  are  of  similar  efficacy, 
safety,  and  cost.  Therefore,  considerations  of 
compliance,  adverse  reactions,  and  drug  in- 
teractions influence  the  choice  of  treatment. 
On  these  counts,  the  advantage  generally  goes 
to  ranitidine  and  sucralfate.  Ranitidine  and  su- 
cralfate are  to  be  preferred  to  cimetidine  in 
those  cases  in  which  the  patient  is  also  taking 
theophylline,  phenytoin,  or  carbamazepine, 
and  in  long-term  maintenance  therapy  to  sup- 
press ulcer  recurrence.  Ranitidine  and  sucral- 
fate, however,  have  had  shorter  clinical  sur- 
veillance than  cimetidine  and  antacids. 

Ranitidine  was  introduced  into  the  U.S.  mar- 

(Please  turn  to  page  330) 
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HOMEAAAKER-HOME  HEALTH 
AIDES  — AN  UNTAPPED 
RESOURCE 


Many  physicians  are  aware  Home  Health 
Aides,  working  under  the  physician's 
plan  of  treatment  and  professional  nurse  su- 
pervision, provide  personal  care  to  patients  in 
their  homes.  But  physicians  are  often  unaware 
the  Home  Health  Aide  is  part  of  a broader 
service  that  may  mean  the  difference  between 
the  patient  being  able  to  continue  living  at 
home  and  being  prematurely  placed  in  a long 
term  care  or  other  facility.  That  service  is  the 
Homemaker-Home  Health  Aide. 

Homemaker-Home  Health  Aides  are  trained 
and  supervised  paraprofessionals  who  pro- 
vide services  in  the  home  to  individuals  or 
families  who,  due  to  the  absence,  incapacity 
or  limitations  of  the  usual  homemaker,  are  ex- 
periencing stress  or  crisis.  The  services  they 
provide,  in  addition  to  the  personal  care  men- 
tioned, include  meal  preparation,  housekeep- 
ing, shopping,  transportation,  respite  care, 
child  care,  money  management/  consumer  ed- 
ucation, and  family  management. 

The  following  situations  illustrate  the  dif- 
ference a Homemaker-Home  Health  Aide  can 
make  in  the  patient's  life. 

• A 76-year-old  man,  recently  widowed,  is 
living  in  a dirty  home,  eating  mostly  cold  cer- 
eals, and  hasn't  changed  his  clothes  for  weeks. 
A Homemaker-Home  Health  Aide  is  assigned 
to  teach  the  man  how  to  perform  essential 
housekeeping,  shop  for  and  prepare  nutri- 
tious meals,  and  operate  the  washer  and  dryer. 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


RESULT:  A well-nourished,  well-dressed 
and  happier  man  in  a clean  home. 

• A 72-year-old  woman  with  COPD  and  hy- 
pertension is  exhausted  by  the  time  she  vac- 
uums her  living  room,  then  takes  3 buses  to 
reach  her  physician's  office  for  monthly  ex- 
aminations. Fatigue  and  worry  about  missing 
homeward-bound  buses  prevents  her  under- 
standing of  instructions  about  medications,  diet 
and  exercise.  A Homemaker-Home  Health 
Aide  is  assigned  to  do  some  housekeeping 
tasks,  help  plan  correct  menus,  and  provide 
transportation  to  the  physician's  office. 

RESULT:  A more  receptive  patient  who  can 
conserve  her  depleting  strength. 

• A 17-year-old  doesn't  know  how  to  prop- 
erly or  safely  care  for  her  new  baby.  The  infant 
is  not  gaining  properly,  cries  a lot,  and  the 
young  mother  appears  to  be  on  the  verge  of 
venting  her  frustration  by  abusing  the  baby. 
A Homemaker-Home  Health  Aide  is  assigned 
to  work  with  the  mother  to  establish  a child- 
care routine,  to  teach  and  role-model  suitable 
ways  to  handle,  feed,  bathe  and  play  with  the 
baby,  and  be  supportive  of  mother's  feelings. 

RESULT:  A less-stressed  young  mother,  a 
happier,  thriving  baby,  and  one  prevented  case 
of  child  abuse. 

• A middle-aged  couple  are  coping  with  their 
shattered  lives  following  the  husband's  debil- 
itating stroke.  The  wife  has  assumed  his  total 
physical  care  in  addition  to  her  household  re- 
sponsibilities, but  feels  isolated  and  tied  down. 
The  Homemaker-Home  Health  Aide  is  as- 
signed to  spend  one  afternoon  a week  caring 
for  the  husband,  giving  the  wife  a planned 
time  to  get  out  of  the  house  without  worrying 
what  might  happen  if  she  leaves  her  husband 
alone. 

RESULT:  A welcome  change  in  routine  for 
both  husband  and  wife,  giving  something  and 
someone  new  for  each. 
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• A young  mother  is  experiencing  a problem 
pregnancy  and  needs  to  stay  off  her  feet  but 
she  has  no  nearby  family  or  close  friends  to 
care  for  her  2 active  and  demanding  pre-school 
children.  A Homemaker-Home  Health  Aide  is 
assigned  to  visit  3 or  4 hours  a day  to  supervise 
the  children,  prepare  lunch,  and  have  supper 
started  when  the  husband  arrives  home  to  take 
over  responsibilities.  While  in  the  home,  the 
Homemaker-Home  Health  Aide  also  keeps  the 
house  tidied  and  does  the  laundry. 

RESULT:  A successful  pregnancy,  a relieved 
mother,  contented  children,  and  a less-harried 
husband. 

These  are  only  5 of  the  limitless  ways  in 
which  Homemaker-Home  Health  Aides  can 
make  a difference. 

The  people  of  Iowa  are  fortunate  to  have 
Homemaker-Home  Health  Aide  service  in  all 
parts  of  the  state.  In  every  Iowa  county,  there 
is  at  least  1 agency  which  provides  Home- 
maker-Home Health  Aide  service  to  residents 
who  need  it;  their  charge  is  based  on  the  in- 
dividual's ability  to  pay  (sliding  fee  scale),  with 
the  remainder  of  the  cost  paid  from  a state 
appropriation  allocated  to  the  county  by  the 
Iowa  Department  of  Public  Health.  These 
agencies  must  meet  a number  of  high  stand- 
ards in  order  to  receive  the  State  funds;  most 
notably  the  standards  require  specific  pre-as- 
signment and  ongoing  training  for  the  Home- 
maker-Home Health  Aides,  frequent  on-site 
supervision  of  the  Homemaker-Home  Health 
Aides  on  the  job,  and  close  accountability  in 
terms  of  fiscal  and  client  records. 

These  State  funds  are  awarded  each  county 
by  the  Board  of  Supervisors,  following  a plan- 
ning process  involving  the  Board  of  Health, 
Board  of  Social  Welfare,  County  Department 
of  Human  Services,  Area  Agency  on  Aging, 
and  local  in-home  health  care  providers.  Serv- 
ices provided  with  the  State  funds,  as  well  as 
agency  operation,  are  monitored  by  a staff  of 
4 Department  of  Public  Health  Field  Consult- 
ants. Each  agency  is  visited  by  a Field  Con- 
sultant at  least  3 times  a year,  when  agency 
policies,  client  and  personnel  records,  and  fis- 
cal records  are  reviewed  for  compliance  with 
the  standards  and  other  parts  of  the  Iowa  Ad- 
ministrative Code. 

The  frequency  and  length  of  Homemaker- 
Home  Health  Aide  visits,  as  well  as  the  tasks 

(Please  turn  to  page  330) 
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to  be  accomplished,  are  determined  by  the 
agency's  Case  Manager  (who  is  often  a nurse, 
a social  worker,  or  a home  economist).  The 
Homemaker-Home  Health  Aide  is  assigned 
only  after  a thorough  assessment  of  the  pa- 
tient's needs  and  abilities  and  a care  plan  have 
been  completed  by  the  Case  Manager.  Service 
may  be  provided  as  frequently  as  once  or  more 
a day  or  as  infrequently  as  every  2 weeks.  Many 
agencies  are  staffed  to  give  service  on  evenings 
and  weekends;  others  may  not  be. 

If  you  have  patients  whom  you  feel  might 
benefit  from  these  services,  your  local  Home- 
maker-Home Health  Aide  agency  would  be 
pleased  to  receive  a referral.  The  local  Board 
of  Supervisors  can  give  you  the  name  of  the 
State-funded  agency,  or  contact  the  local  Pub- 
lic Health  Nursing  Service  or  the  Iowa  De- 
partment of  Public  Health  at  515/281-3104. 


DRUG  THERAPY  REVIEW 

(Continued  from  page  327) 


ket  only  in  1983.  According  to  manufacturers' 
claims,  ranitidine  has  been  used  in  Europe  in 
over  8 million  patients  during  a 5-year  period, 
suggesting  an  acceptable  postmarketing  sur- 
veillance. Significant  adverse  drug  effects  may 
become  apparent,  however,  only  after  wide- 
spread use  for  several  more  years.  — Peter  J. 
Karras,  M.D.,  Resident  in  Internal  Medicine  and 
Konrad  S.  Schulze,  M.D.,  Staff  Physician,  Di- 
vision of  Gastroenterology-Hepatology. 
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Disease 

May 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

Aids 

1 

9 

3 

NA 

Amebiasis 

5 

19 

26 

Scattered 

Brucellosis 

0 

1 

0 

— 

Chickenpox 

1467 

6390 

5144 

Scattered 

Campylobacter 

44 

100 

70 

Scattered 

Cytomegalovirus 
Eatons  Agent 

2 

11 

3 

Black  Hawk,  Johnson 

Infection 

0 

4 

6 

— 

Encephalitis,  viral 

1 

4 

10 

Wayne 

Erythema  Infectiosum 

0 

218 

0 

— 

Gastroenteritis  (GIV) 

1636 

11279 

9801 

Scattered 

Giardiasis 

27 

134 

128 

Scattered 

Hepatitis,  A 

11 

24 

20 

Scattered 

Hepatitis,  B 

11 

41 

40 

Scattered 

Hepatitis,  Non  A-B 
Hepatitis 

4 

11 

8 

Scattered 

type  unspecified 

0 

0 

4 

— 

Herpes  Simplex 

131 

519 

448 

Scattered 

Herpes  Zoster 

0 

0 

0 

— 

Histoplasmosis 

Infectious 

2 

11 

6 

Black  Hawk, 
Clinton 

mononucleosis 

Influenza, 

34 

146 

96 

Scattered 

lab  confirmed 
Influenza-like 

6 

247 

169 

Scattered 

illness  (URI) 

4310 

70571 

24605 

Scattered 

Legionellosis 

1 

5 

3 

Dubuque 

Malaria 

Meningitis 

0 

1 

1 

— 

aseptic 

4 

11 

11 

Dubuque,  Humboldt 
Johnson,  Polk 

bacterial 

6 

39 

61 

Scattered 

meningococcal 

3 

9 

7 

Dubuque,  Polk 

Mumps 

3 

7 

7 

Black  Hawk, 

Warren,  Winneshiek 

Pertussis 

4 

9 

3 

Scattered 

Rabies  in  animals 

23 

77 

81 

Scattered 

Reye  Syndrome 

0 

0 

4 

— 

Rheumatic  Fever 
Rubella 

1 

6 

0 

Polk 

(German  measles) 

0 

0 

0 

-- 

Measles 

17 

18 

0 

Monona 

Salmonellosis 

13 

53 

83 

Scattered 

Shigellosis 
Toxic  Shock 

1 

4 

8 

Linn 

Syndrome 

Tuberculosis 

0 

4 

5 

— 

total  ill 

8 

22 

34 

Scattered 

bact.  pos. 

6 

19 

32 

Scattered 

Typhoid  Fever 
Venereal  diseases; 

0 

1 

0 

— 

Gonorrhea 

376 

1542 

1755 

Scattered 

Chlamydia 

281 

1001 

15 

Scattered 

Syphilis 

0 

5 

14 

— 

Other  Non-Reporiable  Diseases:  Trichinosis  — 1,  Scott;  Ureoplosmo 
Urealyticum  — 1,  Cedar  1,  Cerro  Gordo  1,  Dubuque  8,  Johnson  and 
1 , Scott. 
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Recent  Highlights 

U.  OF  1.  COLLEGE 

OF  MEDICINE 

CANCER  RESEARCH  EMPHASIS  SHOULD 
SWITCH  FROM  TREATMENT  TO  PREVEN- 
TION, report  University  of  Iowa  and  Harvard 
University  researchers.  Using  what  they  con- 
sider to  be  the  single  most  reliable  statistical 
measure,  the  researchers  found  that  for  the 
years  1950-82  the  age-adjusted  cancer  mortal- 
ity rates  showed  a slow  and  steady  increase. 
Elaine  Smith,  Preventive  Medicine  and  En- 
vironmental Health,  reported  that  a shift  in 
emphasis  “from  research  on  treatment  to  re- 
search on  prevention"  may  be  needed  to  lower 
the  mortality  rates.  "These  comments  about 
lack  of  progress  are  in  no  way  an  argument 
against  the  earliest  possible  diagnosis  and  the 
best  possible  treatment  of  cancer."  Cancer 
mortality  for  1950-82  showed  a moderate  in- 
crease for  all  race-sex  groups  combined.  "It  is 
time  for  an  open  debate  to  take  stock  of  past 
achievements  and  to  consider  what  levels  of 
funds  should  be  invested  in  what  kinds  of  fu- 
ture efforts,"  the  researchers  reported. 

THE  EFFECTS  OF  LOCAL  AND  GENERAL 
ANESTHESIA  on  patients'  behavior  following 
surgery  are  being  compared  in  a University  of  Iowa 
College  of  Medicine  study.  A $150,000  grant  from 
the  Robert  Wood  Johnson  Foundation  has  been 
awarded  for  the  study  to  Mohamed  Ghoneim, 
Anesthesia.  Ghoneim  is  studying  the  behavior,  in- 
cluding psychological  and  cognitive  functions,  of 
patients  before  and  after  undergoing  one  of  three 
surgical  operations:  hysterectomy,  hip  or  knee  joint 
replacement  or  removal  of  the  prostate.  The  UI  study 
results  might  be  useful  in  guiding  physicians'  se- 
lection of  the  appropriate  method  of  anesthesia  when 
a choice  is  possible.  The  results  also  may  direct  early 
rehabilitative  efforts  to  patients  at  risk  of  developing 
behavior  complications. 

AT-A-GLANCE  . . . Reynold  Spector,  Inter- 
nal Medicine  and  Pharmacology,  is  the  new 


director  of  the  college's  Clinical  Research  Cen- 
ter ...  Louis  Vaughn  Kirchhoff,  Internal 
Medicine,  was  named  one  of  two  1986  Syntex 
Scholars.  Kirchhoff  will  receive  a Syntex 
Scholar  Award  of  $150,000  to  study  Chagas' 
disease,  a major  cause  of  heart  disease  in  Latin 
America.  An  estimated  10-12  million  people 
are  infected  with  the  parasite  that  causes  heart 
disease.  The  grant  will  help  Kirchhoff  work 
toward  developing  a vaccine  to  prevent  Cha- 
gas' disease.  . . . Gary  L.  Soderberg,  Physical 
Therapy,  was  appointed  director  of  the  UI 
Physical  Therapy  Education  program  in  March. 

. . . Joel  Weinstock,  Internal  Medicine,  has 
been  appointed  director  of  the  UI  Internal 
Medicine  Division  of  Gastroenterology-Hep- 
atology. . . . the  11th  annual  UI  College  of 
Medicine  Research  Day  provided  faculty,  staff 
members,  students  and  members  of  the  gen- 
eral public  with  information  on  143  health  re- 
search projects  at  the  college.  Projects  on  dis- 
play in  May  ranged  from  a preliminary  report 
on  an  aneurysm  study  to  a study  of  the  in- 
surability of  children  with  congenital  heart  dis- 
ease. 

MORE  RURAL  ELDERLY  lOWANS  IN  A UI 
STUDY  are  still  working  and  are  still  able  to  bathe, 
dress  and  eat  without  assistance  than  their  coun- 
terparts in  similar  groups  in  urban  Connecticut  and 
Massachusetts.  Those  are  some  of  the  preliminary 
findings  from  the  65-Plus  Rural  Health  Study  being 
conducted  by  the  UI  College  of  Medicine  Center  for 
Health  Services  Research.  The  4-year-old  study  is 
conducted  by  Robert  Wallace,  Preventive  Med- 
icine and  Environmental  Health.  The  UI  study  is 
a sister  project  to  similar  ones  by  Harvard,  Yale 
and  Duke  universities  that  aim  to  determine  the 
causes,  prevention  and  treatment  of  diseases  and 
disability  in  the  elderly. 

This  report  has  been  compiled  by  The  University  of 
Iowa  Health  News  Service. 
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One  Number 

Deborah  A.  Adkins,  M.D.  • Vito  A.  Angelillo,  M.D.  • James  P.  Balters,  M.D.  • Eugene  J.  Barone,  M.D.  • Francis 
F.  Bartone,  M.D.  • Donald  R.  Bennett,  M.D.  • Thomas  M.  Besse,  M.D.  • Againdra  K.  Bewtra,  M.D.  • Chhanda 
Bewtra,  M.B.B.S.  • Martin  H.  Bierman,  M.D.  • Marvin  J.  Bittner,  M.D.  • Joel  N.  Bleicher,  M.D.  • Richard  W. 
Booth,  M.D.  • Winslow  J.  Borkowski  Jr.,  M.D.  • Patrick  W.  Bowman,  M.D.  • Jeffrey  C.  Brittan,  M.D.  • Alfred  W. 
Brody,  M.D.  • Patrick  E.  Brookhouser,  M.D.  • Walter  A.  Brzezinski,  M.D.  • Steven  N.  Butt,  M.D.  • Clayton  J. 
Campbell,  M.D.  • James T.  Cassidy,  M.D.  • Methven  D.  Cathro,  M.D.  • MieczyslawM.Cegielski.M.D.  • David 
H.  Chait,  M.D.  • Terrence  F.  Ciurej,  M.D.  • George  O.  Clifford,  M.D.  • John  F.  Connolly,  M.D.  • Thomas  L. 
Connolly,  M.D.  • P.  James  Connor,  M.D.  • Roberts.  Cox  Jr.,  M.D.  • Carl  H.  Dahl,  M.D.  • James  W.  Daly,  M.D.  • 
Helen-Sinh  T.  B.  Dang,  M.D.  • H.  Jeoffrey  Deaths,  M.D.  • Peter  R.  DeMarco,  M.D.  • Tom  R.  DeMeester,  M.D.  • 
Euclid  R.  J.  DeSouza,  M.B.B.S.  • Meera  N.  Dewan,  M.D.  • Francis  D.  Donahue,  M.D.  • D.  Arnold  Dowell,  M.D.  • 
Michael  J.  Dunn,  M.D.  • David  L.  Dworzack,  M.D.  • John  F.  Ediand,  M.D.  • Dennis  J.  Esterbrooks,  M.D.  • 
Robert  G.  Faier,  M.D.  • Rose  F.  Faithe,  M.D.  • Richard  J.  Fangman,  M.D.  • Joseph  J.  Fanucchi,  M.D.  • James 
J.  Faylor,  M.D.  • Richard  J.  Feldhaus,  M.D.  • John  J.  Ferry,  M.D.  • Robert  J.  Fitzgibbons  Jr.,  M.D.  • Robert  J. 
Fitzgibbons  Sr.,  M.D.  • Timothy  C.  Fitzgibbons,  M.D.  • William  P.  Fitzgibbons,  M.D.  • Francis  M.  Fitzmaurice, 
M.D.  • Alan  H.  Fruin,  M.D.  • Ramon  M.  Fusaro,  M.D.  • Ray  D.  Gaines,  M.D.  • J.  Christopher  Gallagher,  M.D.  • 
Robyn  Gembol,  M.D.  • Ellen  E.  Golden.  M.D.  • Paul  D.  Goodrich.  M.D.  • John  L.  Gordon,  M.D.  • Peter  M. 
Gordon,  M.D.  • Joseph  F.  Gross,  M.D.  • R.  Michael  Gross,  M.D.  • Michael  L.  Grush,  M.D.  • Michael  J.  Haller, 
M.D.  • Michael  D.  Hammeke,  M.D.  • John  D.  Hartigan,  M.D.  • Thomas  T.  Hee,  M.D.  • John  J.  Heieck,  M.D.  • 
Jerrad  J.  Hertzler,  M.D.  • Leo  T.  Heywood,  M.D.  • Bruce  A.  Holcomb,  M.D.  • Joseph  M.  Holthaus,  M.D.  • 
Russell  J.  Hopp,  D.O.  • Edward  A.  Horowitz,  M.D.  • Mark  B.  Horton,  M.D.  • Robert  M.  Howell,  M.D.  • Gene  R. 
Huebner,  M.D.  • John  A.  Hurley,  M.D.  • Mohammed  B.  Hussain,  M.B.B.S.  • Frank  J.  Iwersen,  M.D.  • Harry  J. 
Jenkins,  M.D.  • Paul  S.  Johnson,  M.D.  • Warren  T.  Kable,  M.D.  • John  W.  Kasik,  M.D.  • David  A.  Katz,  M.D.  • 
J.  Whitney  Kelley,  M.D.  • Jay  G.  Kenik,  M.D.  • Bernard  L.  Kratochvil,  M.D.  • Mary  K.  Kratoska,  M.D.  • Clayton 
A.  Lang,  M.D.  • Gerald  J.  Langdon,  M.D.  • Stephen  J.  Lanspa,  M.D.  • Larry  L.  Latson,  M.D.  • Arnold  W. 
Lempka,  M.D.  • Gernon  A.  Longo,  M.D.  • Robert  J.  Luby,  M.D.  • Henry  T.  Lynch,  M.D.  • Joseph  D.  Lynch,  M.D.* 
Patrick  D.  Mahoney,  M.D,  • James  A.  Mailliard,  M.D.  • James  L.  Manion,  M.D.  • George  D.  Maragos,  M.D.  • 
John  O.  McCarthy,  M.D.  • George  A.  McClellan,  M.D.  • James  E.  McGill,  M.D.  • Matilda  S,  Mclntire,  M.D.  • 
Patrick  J.  McKenna,  M.D.  • John  F.  McLeay,  M.D.  • Nancy  A.  Miller,  M.D.  • Syed  M.  Mohiuddin,  M.D.  • Gilles 
R.  G.  Monif,  M.D.  • Iris  J.  Moore,  M.D.  • Aryan  N.  Mooss,  M.D.  • Michael  J.  Morrison,  M.D.  • Richard  P. 
Murphy,  M.D.  • Chandra  Nair,  M.D.  • Nigar  Nair,  M.D.  • Walter  J.  O'Donohue  Jr.,  M.D.  • James  P.  O’Hara, 
M.D.  • James  V.  Ortman,  M.D.  • Gerald  M.  Paul,  M.D.  • Donald  J.  Pavelka,  M.D.  • S.  Patrick  Peartree,  M.D. 

• Dwaine  J.  Peetz  Jr.,  M.D.  • Richard  B.  Peters,  M.D.  • Fred  J.  Pettid,  M.D.  • Robert  L.  Pierson,  M.D.  • Howard 
F.  Poepsel,  M.D.  • Thomas  J.  Poulton,  M.D.  • Laurel  C.  Preheim,  M.D.  • Ira  A.  Priluck,  M.D.  • Mary  P.  Pugsley, 
M.D.  • Gerald  C.  Ries,  M.D.  • Allan  M.  Rubin,  M.D.  • Vincent  Runco,  M.D.  • Joseph  F,  Ruscio,  M.D.  • Charles 
T Rush,  M.D.  • Jose  A.  Saporta,  M.D.  • Mary  A.  Schermann,  M.D.  • Edward  M.  Schima,  M.D.  • William 
J.  Schlueter,  M.D.  • Richard  D.  Schultz,  M.D.  • Aina  I.  Silenieks,  M.D.  • Michael  H.  Sketch,  M.D.  • Paul 
J.  Somsky,  M.D.  • Gamini  Soori,  M.B.B.S.  • Janet  S.  Soori,  M.D.  • James  F.  Stanosheck,  M.D.  • Paul  E.  Steffes, 

M. D.  • CharlesTaylon,  M.D.  • Robert  G.Townley,  M.D.  • Louis  F.  Tribulato,  M.D.  • Carl  J.Troia,  M.D.  • Robert 

N. Troia,  M.D.  • Sebastian  J.  Troia,  M.D.  • John  A.  Ursick,  M.D.  • Donald  M.  Uzendoski,  M.D.  • Jalleh  Vafai, 
M.D.  • Michael  J.  Weaver,  M.D.  • Leonard  E.  Weber,  M.D.  • Edmund  B.  Weis,  M.D.  • Gary  H.  Westerman,  M.D. 

• Kathleen  E.  Wilken,  M.D.  • Mark  P.  Woodruff,  M.D.  • Jack  R.  Zastera,  M.D.  • Cecile  M.  Zielinski,  M.D. 


1-800-228RSVP 

One  number  puts  you  in  touch  with  over  200  physicians  in  75 
specialty  areas  — 24  hours  a day. 

RSVP  gives  you  a direct  line  to  the  Creighton  University/Saint 
Joseph  Hospital  medical  faculty  for  discussion  of  patients  and  patient 
related  problems,  from  emergencies  to  long  term  treatment  protocols. 

RSVP  also  provides  special  follow-up  services  to  J1I^\ 

any  of  your  patients  referred  to  Saint  Joseph  Hospital  I W if  I 

For  more  information,  call  our  toll  free  number,  I JIJ  I ^ 

1-800-228-RSVP,  and  ask  for  the  RSVP  Coordinator.  \ W 

Regional  System  for  Visiting  Physicians 
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Medical  Developments 

NEWS/PROPUCTS. 
PROGRAMS,  ETC. 


FREE  BOOKLET  — A new  report  on  osteo- 
porosis published  by  the  American  Council  on 
Science  and  Health  (ACSH)  is  available  by 
sending  a self-addressed  stamped  (39^  post- 
age) business-size  ( 10)  envelope  to  Osteo- 
porosis Report,  ACSH,  47  Maple  Street,  Sum- 
mit, New  Jersey  07901. 

SPELLING  OF  ANTICONVULSANT  RE- 
VISED — Roche  Laboratories  announced  re- 
cently that  the  spelling  of  their  anticonvulsant 
medication  Clonopin  will  henceforth  be 
Klonopin.  This  is  to  avoid  confusion  with 
the  generic  name  clonidine,  an  antihyperten- 
sive product. 

FREE  PAMPHLET  — Pfizer  Laboratories  re- 
cently announced  the  publication  of  "Learning 
to  Live  with  Hypertension,"  a patient  infor- 


RECENT BOOKS 


Tilton,  Nan  and  Todd  and  Moore,  Gaylen, 
1985,  Making  Miracles:  In  Vitro  Fertilization, 
Doubleday  and  Co.,  New  York,  N.Y.  $16.95. 
The  story  related  by  the  parents  of  the  first 
pair  of  twins  produced  by  in  vitro  fertilization. 
A personal  story  is  presented  with  a back- 
ground of  an  adequate  discussion  of  this  in- 
teresting method  of  conception. 

Rothbart,  Betty,  editor,  1985,  Frontiers  in  Fer- 
tility, Planned  Parenthood  Federation  of  America, 
New  York,  N.Y.,  $8.95.  This  is  a report  on  a 
symposium  on  human  fertility  regulation, 
technological  frontiers  and  their  implications. 
Discussion  includes  alternatives  in  concep- 
tion, prenatal  responsibilities,  late  abortion  and 
seriously  ill  neonates. 


mation  publication  (PIP)  available  to  physi- 
cians and  other  health  care  providers  for  free 
distribution  to  patients.  This  public  service  by 
Pfizer  continues  a series  of  such  publications 
(previous  publications  include  information 
about  angina,  osteoarthritis,  and  diabetes). 
Requests  for  free  copies  should  be  sent  to  PIP, 
P.  O.  Box  3852X,  Grand  Central  Station,  New 
York,  New  York  10163. 


AIDS  REPORT  — "Answers  About  AIDS"  is 
a new  consumer  information  report  published 
by  the  American  Council  on  Science  and 
Health.  To  receive  a copy  of  this  booklet  send 
a self-addressed,  stamped  (39c  postage),  busi- 
ness size  (#10)  envelope  to  AIDS  Report, 
ACSH,  47  Maple  Street,  Summit,  New  Jersey 
07901. 


Pitzele,  Sefra  Kobrin,  1985,  We  Are  Not  Alone 
— Learning  to  Live  with  Chronic  Illness,  Thomp- 
son and  Co.  Inc.,  Minneapolis,  Minnesota, 
$14.95.  The  patient  with  a chronic  illness  will 
find  much  satisfaction  with  this  practical  dis- 
cussion of  many  of  their  concerns.  The  author, 
a victim  of  lupus,  writes  from  personal  expe- 
rience as  well  as  a devotion  to  the  concerns  of 
others  with  chronic  illness. 

Garber,  Edward  P.,  editor,  1985,  Genetic  Per- 
spectives in  Biology  and  Medicine,  University  of 
Chicago  Press,  Chicago,  Illinois,  cloth,  $30,  pa- 
per, $12.00.  This  is  a collection  of  essays  from 
Perspectives  in  Biology  and  Medicine  which 
since  1957  has  communicated  new  ideas  in  bi- 
ological and  medical  sciences.  This  is  an  in- 
teresting and  informative  work  enhanced  by 
the  editor's  comments. 

(Please  turn  to  page  334) 
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PHYSICIANS, 
WE  SCHEDULE 
OUR  TIME  TO  FIT 
YOUR  TIME. 

We’re  very  flexible  in  the 
Army  Reserve  about  time.  We 
take  into  account  your  practice, 
your  time  and  availability. 

We’re  not  flexible  about  the 
quality  of  medicine.  We  demand 
much  of  ourselves  and  of  every 
member  of  our  medical  team. 

If  you’d  like  to  learn  more 
about  the  medical  opportunities 
in  a nearby  Army  Reserve  unit, 
call  your  Army  Medical 
Personnel  Counselor: 

MAJOR  LARRY  MATTHEWS 
612-854-7702  COLLECT 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


RECENT  BOOKS 

(Continued  from  page  333) 


Altman,  Dennis,  1985,  AIDS:  In  the  Mind  of 
America,  Doubleday  and  Co.  Inc.,  New  York, 
N.Y.  $16.95.  The  author,  a political  scientist, 
has  written  several  books  on  homosexuality. 
He  now  explores  the  social,  political  and  psy- 
chological impact  of  a new  epidemic.  It  is  ob- 
vious the  author  injects  much  personal  feeling 
into  his  research  on  this  subject. 

Bennett,  Cleaves  M.  and  Cameron,  Charles, 
1986,  Control  Your  High  Blood  Pressure  Without 
Drugs,  Doubleday  & Co.,  Inc.,  Garden  City, 
New  York,  Paperback,  $9.95.  Discussion  of  12- 
week  program  on  self-management  of  diet,  ex- 
ercise, and  stress  to  assist  in  the  control  of 
hypertension.  Patients  will  procure  and  read 
this  book;  physicians  should  be  aware  of  its 
content. 

Spinks,  Sarah,  1986,  Cardiac  Arrest,  Doubleday 
& Co.,  Inc.,  Garden  City,  New  York,  $17.95. 
The  story  of  33  babies  who  died  while  in  the 
cardiac  ward  of  the  Hospital  for  Sick  Children 
in  Toronto.  Was  it  murder? 

American  Society  of  Hospital  Pharmacists, 
1986,  The  New  Consumer  Drug  Digest,  Revised 
Edition,  Facts  on  File,  Inc.,  New  York,  New 
York,  $10.95.  For  the  consumer,  an  authori- 
tative, easily  understood  guide  to  common 
non-prescription  and  prescription  drugs. 


INTERNIST  OR 
FAMILY  PRACTITIONER 

Position  available  vYith  established  medical 
group  in  community  of  6,000.  Excellent  fa- 
cility with  49-bed  JCAH  hospital  adjacent. 
Southeastern  South  Dakota  college  com- 
munity offers  excellent  professional  and  rec- 
reational opportunity.  Contact:  Admin- 
istrator, Madison  Clinic,  Ltd.,  903  North 
Washington,  Madison,  South  Dakota  57042. 
605/256-4564. 
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Losing  Your  Patience 
Over  Office  Management  Problems? 


MicroAge  Has  Computers  for  Medical  Management! 

MicroAge  is  committed  to  computerized  medical  solutions!  We  have  the  productivity  tools  physicians 
need  to  take  management  worries  off  their  backs:  IBM,  AT&T  Compaq,  Hewlett-Packard  and  Altos.  At 
West  Des  Moines’  MicroAge,  you’ll  find  the  medical  know-how  physicians  can  depend  on  for  training, 
service  and  support. 

MicroAge  Takes  Management  Worries  Off  Your  Back! 

• Fast,  accurate  insurance  handling  • Physician  productivity  analysis 

• Tight  control  over  receivables  • Rapid  print-outs  of  statements  and  charges 

• Efficient  patient  scheduling  and  handling  • Comprehensive  accounting  system 

• Safe,  protected  records 


MxcxoAqq^ 

“The  Solution  Store”® 

West  Des  Moines 
2900  University 
(Clock  Tower  Square) 

(515)  224-4005 

FREE  COMPUTER  INFORMATION-FOR  PHYSICIANS  ONLY! 


Please  send  me  more  information  on  how  a computerized  medical  management 
system  will  reduce  labor  costs  and  speed  up  billing.  I understand  this  request  does 


not  obligate  me  in  any  way. 
Name 

Snerialtv 

Office  Address 

City 

State 

Send  to:  MicroAge,  2900  University,  West  Des  Moines  50265 
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News  About  Colleagues 

ABOUT 

kWj 

IOWA  PHYSICIANS 

Dr.  John  C.  Justin,  Mason  City,  and  Dr.  James 
Hendrix,  Burlington,  are  the  recipients  of  the 
American  Academy  of  Pediatrics  Review  and 
Education  Program  Fellowship  Award.  The 
award  was  established  to  recognize  members 
of  the  Academy  who  have  actively  participated 
in  the  program  for  6 consecutive  years.  . . . 
Dr.  John  Deck  has  joined  Dr.  George  F.  Fie- 
selmann  in  Spencer.  Dr.  Deck  received  the 
M.D.  degree  at  the  University  of  Nebraska  and 
served  his  family  practice  residency  in  Lincoln, 
Nebraska.  . . Dr.  Dale  G.  Phelps  has  been 
named  president  of  Black  Hawk  County  Med- 
ical Society.  Other  officers  elected  are  — Dr. 


Donald  W.  Schmit,  president-elect;  Dr.  Rob- 
ert L.  Friedman,  secretary;  and  Dr.  Robert  L. 
Savereide,  treasurer.  Drs.  Phelps,  Schmit  and 
Friedman  are  Waterloo  physicians.  Dr.  Sav- 
ereide practices  in  Cedar  Falls. 


Dr.  Steven  Rosebrock  has  joined  the  medical 
staff  at  the  Burlington  Medical  Center.  Dr. 
Rosebrock  received  the  M.D.  degree  at  North- 
western University;  interned  and  completed 
his  family  practice  residency  at  the  University 
of  Nebraska. 


OUR  PROFESSIONAL  SALES  STAFF  BACKED 
BY  QUALITY  PRODUCTS,  PROMPT  SERVICE, 

AND  A COMMITMENT  TO  SATISFACTION 
MEANS  REAL  VALUE  FOR  OUR  CUSTOMERS. 

Hawkeye  Medical  Supply, 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE;  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

‘After  the  sale  . . . it’s  the  SERVICE  that  counts.  ” 

V — ^ 


Inc. 

IOWA  WATS 
1 -800-272-6448 
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Dr.  David  R.  Ahrens  was  reelected  chief  of 
staff  at  the  Guthrie  County  Hospital.  Dr.  Her- 
bert Neff  was  elected  vice  president  and  Dr. 
Donald  W.  Todd,  secretary.  All  are  Guthrie 
Center  physicians. 


DEATHS 


Dr.  Robert  S.  Bell,  72,  Burlington,  died  March 
16  at  Burlington  Medical  Center.  Dr.  Bell  re- 
ceived the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine;  interned  at  St.  Mary  Hospital  in 
Madison,  Wisconsin;  and  served  his  radiology 
residency  at  the  U.  of  I.  He  began  medical 
practice  in  Burlington  in  1948,  retiring  in  1983. 
Dr.  Bell  was  a past  president  of  the  Des  Moines 
County  Medical  Society;  past  president  of  the 
Iowa  Radiologic  Society;  member  of  the  Rocky 
Mountain  Radiology  Society  and  member  of 
the  American  College  of  Radiology. 


Dr.  Harold  Henstorf,  67,  former  Shenandoah 
physician,  died  February  25  at  his  home  in 
Columbia,  Missouri.  Dr.  Henstorf  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medi- 
cine. He  began  medical  practice  in  Shenan- 
doah in  1946  following  World  War  II  military 
service.  In  1970,  he  moved  to  Columbia,  Mis- 
souri, where  he  served  a radiology  residency 
and  later  served  as  chief  of  diagnostic  radiol- 
ogy at  the  University  of  Missouri  at  Columbia, 
retiring  in  1983.  Dr.  Henstorf  was  a member 
of  the  Radiological  Society  of  America  and  in 
1967  was  named  “Citizen  of  the  Year,"  by  the 
Shenandoah  Lions  Club. 


Dr.  Curtis  W.  Johnson,  43,  Clinton,  died  March 
29  at  University  Hospitals  in  Iowa  City. 
Dr.  Johnson  received  the  M.D.  degree  at  the 
University  of  Illinois  Medical  School  in  Chi- 
cago; interned  and  completed  his  ophthal- 
mology residency  at  the  University  of  Ten- 
nessee Hospital  in  Memphis.  He  joined  the 
Bluff  Medical  Center  in  Clinton  in  1974.  Dr. 
Johnson  was  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  the  Iowa  Acad- 
emy of  Ophthalmology  and  past  president  of 
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the  medical  staff  at  Jane  Lamb  Health  Center 
in  Clinton  and  the  Clinton  County  Medical 
Society. 

Dr.  Khosrow  S.  Kaboli,  55,  Donnellson,  died 
April  16  at  his  home.  Dr.  Kaboli  received  his 
medical  education  in  Iran  and  began  medical 
practice  in  Donnellson  in  1966.  He  was  a mem- 
ber of  the  American  Association  of  Obstetri- 
cians and  Gynecologists. 

Dr.  Maurice  W.  Van  Allen,  68,  professor  and 
head  of  the  Department  of  Neurology,  U.  of  I. 
College  of  Medicine,  died  May  2 at  his  home 
in  Iowa  City.  Dr.  Van  Allen  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine;  in- 
terned at  Pennsylvania  Hospital  in  Philadel- 
phia and  served  his  neurosurgery  residency  at 
the  U.  of  I.  He  was  a fellow  of  the  American 
Academy  of  Neurology;  past  president  of  the 
Mid-West  Neurosurgical  Society;  and  member 
of  Society  for  Experimental  Biology  and  Med- 
icine, American  Neurological  Association, 
Harvey  Cushing  Society  and  Central  Society 
for  Neurological  Research. 

Dr.  Edick  Hartunian,  64,  Cedar  Rapids,  died 
April  1 at  St.  Lukes  Hospital  in  Cedar  Rapids. 
Dr.  Hartunian  received  the  M.D.  degree  at  the 
University  of  Nebraska  School  of  Medicine  and 
served  his  residency  in  psychiatry  at  the  U.  of 
I.  College  of  Medicine.  Prior  to  locating  in  Ce- 
dar Rapids,  he  practiced  psychiatry  at  the 
Mental  Health  Institute  in  Mount  Pleasant.  Dr. 
Hartunian  was  a member  of  the  American  Psy- 
chiatric Association  and  Iowa  Psychiatric  So- 
ciety. 

Dr.  Verne  L.  Schlaser,  75,  Cape  Fair,  Missouri, 
longtime  Des  Moines  physician,  died  May  23 
at  Table  Rock  Health  Care  Center  in  Table  Rock, 
Missouri.  Dr.  Schlaser  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine.  He 
began  medical  practice  in  Des  Moines  in  1938. 
Dr.  Schlaser  was  a past  president  and  charter 
member  of  the  Iowa  Academy  of  Family  Prac- 
tice and  past  president  of  the  Iowa  Medical 
Society.  He  was  a 1986  recipient  of  the  Jeffer- 
son Award  for  outstanding  community  serv- 
ice, one  of  15  finalists  selected  nationwide. 


CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  min- 
imum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


EMERGENCY  TREATMENT  CENTER  — University  of  Iowa  Hospitals 
and  Clinics  has  a full  or  part-time  Associate  position  available  for  a 
career-oriented  emergency  physician,  preferably  board  certified  or  board 
eligible  in  emergency  medicine.  Staff  responsibilities  include  active 
involvement  with  statewide  emergency  medical  services  and  air  trans- 
portation services,  teaching  and  research  opportunities.  The  University 
of  Iowa  is  located  in  a college  community  with  excellent  schools,  hous- 
ing and  cultural  activities.  Send  curriculum  vitae  to  Luis  F.  Urdaneta, 
M.D.,  Department  of  Surgery,  The  University  of  Iowa  Hospitals  and 
Clinics,  Iowa  City,  Iowa  52242.  319/353-6328.  The  University  of  Iowa  is 
an  Equal  Opportunity/Affirmalive  Action  Employer. 


FOR  SALE  — Very  reasonably  priced  medical  equipment  including 
Cambridge  EKG,  ultrasonic  treatment  machine,  autoclave,  beautiful 
microscope  and  lab  equipment,  four  complete  examining  room  suites 
with  one  in  first-class  condition  and  other  excellent  (matched  colors). 
Come  and  see  and  make  offer.  Thomas  E.  Kane,  M.D.,  724  Story  Street, 
7th  Floor,  Boone,  Iowa  50036.  515/432-2145 


FAMILY  PRACTICE/INDUSTRIAL  PHYSICIAN  — Needed  for  rapidly 
expanding  F.P. /Industrial  Clinic  in  picturesque  Southeastern  Wiscon- 
sin. Controlled  hours  and  practice  variety  make  this  an  ideal  practice 
within  brief  driving  of  professional  sports,  fine  arts  and  outdoor  sports. 
Salary  negotiable.  Send  C.V.  to  Mark  Sorenson,  Westmound  Clinics, 
N683  Westmound  Drive,  Waukesha,  Wisconsin  53186.  414/549-9100 


INTERNAL  MEDICINE  LOCUM  TENENS  — Available  after  July  8, 
1986.  Two  university  trained  internal  medicine  physicians  available  for 
locums  work.  For  details  call  or  write  Stene/Wahls,  RR  1,  Box  86,  Nich- 
ols, Iowa  52766  or  319/723-4418. 


FAMILY  PRACTICE  — Full  time  faculty  position.  Assistant  Director 
of  Family  Practice  center.  Responsibilities  include  teaching  in  an  out- 
patient setting,  monitoring  residents,  and  teaching  procedural  skills. 
Some  direct  patient  care.  Excellent  compensation  and  benefits.  Contact 
Cheryl  Newman,  West  Suburban  Hospitals,  Erie  at  Austin,  Oak  Park, 
Illinois  60302.  312/383-6200 


FAMILY  PRACTICE  — Several  excellent  opportunities  immediately 
available  to  replace  retiring  physicians  in  western  suburbs  of  Chicago. 
Hospital  will  provide  generous  income  guarantee,  and  practice-build- 
ing and  management  expertise.  Contact  Cheryl  Newman,  West  Sub- 
urban Hospital,  Erie  at  Austin,  Oak  Park,  Illinois  60302.  312/383-6200 


IMMEDIATE  CARE  CENTERS  — Two  immediate  care  centers  in  near 
west  suburbs  of  Chicago  have  full  and  part-time  positions  immediately 
available.  Opportunity  to  develop  private  practice  if  desired.  Hospital 
will  support  practice.  Contact  Cheryl  Newman,  West  Suburban  Hos- 
pital, Erie  at  Austin,  Oak  Park,  Illinois  60302.  312/383-6200 


OCCUPATIONAL  HEALTH  — Freestanding  occupational  health  cen- 
ters associated  with  prestigious  community  hospital  in  western  suburbs 
of  Chicago  have  immediate  openings  for  both  full  and  part-time  phy- 
sicians. Excellent  compensation.  Contact  Cheryl  Newman,  West  Sub- 
urban Hospital,  Erie  at  Austin,  Oak  Park,  Illinois  60302.  312/383-6200 
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EMERGENCY  MEDICINE  — Position  available  now.  Regional  Level 
II  facility  with  full  spectrum  patient  clinical  presentations.  Routine 
ACLS/ATLS  utilization  required.  Contact  C.  Lindquist,  M.D.,  Emer- 
gency Services,  P.O.  Box  1791,  Port  Dodge,  Iowa  50501. 


EMERGENCY  MEDICINE  PHYSICIANS  — Prefer  Board  Certified  or 
Board  Prepared.  Director's  position  and  full-time  staff  position  open 
at  stable,  respected  hospital  in  Council  Bluffs  area.  Attractive,  incentive 
based  compensation  package  that  includes  paid  malpractice,  CME  as- 
sistance, and  more.  For  details  about  these  and  other  opportunities 
nationwide,  call  Mary  Pannullo,  Physician  Search  Consultant,  at  800/ 
227-2092  or  send  CV  to  Fisher  Mangold,  P.O.  Box  788,  Pleasanton, 
California  94566. 


AMBULATORY  CARE  CENTER  PHYSICIAN  — Full  time  position 
available  for  a family  physician  interested  in  the  acute  care  of  patients, 
send  CV  to  G.L.  Schmit,  M.D.,  375  Collins  Rd.,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/393-0222. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


STAFF  PHYSICIAN  — For  Student  Health  Services,  University  of  Iowa. 
Salary  negotiable  and  competitive.  An  Equal  Opportunity/Affirmative 
Action  Employer.  Send  letter  of  application  and  curriculum  vitae  to 
Mary  Khowassah,  M.D.,  Student  Health  Services,  Steindler  Building, 
Iowa  City,  Iowa  52242. 


CLINICAL  PRECEPTORSHIP  WANTED  — American  medical  student 
in  3rd  year  of  training  at  University  of  Pavia,  Italy,  seeks  a 1-month 
preceptorship  (August,  1986)  with  a private  practitioner  in  the  specialty 
of  internal  medicine,  pediatrics,  or  family  practice.  For  more  infor- 
mation, contact  Chris  Gratton,  M.D.,  P.O.  Box  186,  Waterloo,  Iowa 
50704. 


FAMILY  PRACTICE  — DENISON  — Excellent  opportunity  to  join  2 
established  general  practitioners  in  Donna  Reed's  home  town.  Small 
town  life,  with  excellent  school  system,  and  business  from  3 packing 
plants.  Limited  call  schedule  and  salary  guarantee  with  partnership 
possibility.  Contact  RoseMary  Mason,  M.D.  or  David  M.  Tan  Creti, 
M.D.,  1820  Highway  30  East,  Denison,  Iowa  51442.  712/263-6116. 


FAMILY  PRACTITIONER  — The  Midelfort  Clinic,  a 70  physician  mul- 
tispecialty group  practice  with  a growing  HMO,  is  seeking  family  prac- 
tice physicians  for  several  locations  — Main  facilities  in  Eau  Claire, 
Wisconsin,  a university  city  of  50,000;  New  satellite  facility  in  Chippewa 
Falls,  Wisconsin,  a progressive  community  of  15,000;  Satellite  facility 
in  Barron,  Wisconsin,  in  a modem  office  adjacent  to  the  hospital  where 
call  will  be  shared  with  seven  other  clinic  family  physicians.  All  offer 
excellent  practice  opportunities,  attractive  salary  and  fringes.  Contact 
Donald  R.  Griffith,  M.D.,  Medical  Director,  Midelfort  Clinic,  Ltd.,  733 
W.  Clairemont  Avenue,  P.O.  Box  1510,  Eau  Claire,  Wisconsin  54702- 
1510.  715/839-5222 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — BC/BE  — To  join  a 10- 
physician,  multi-specialty  group  in  eastern  Iowa,  within  a 30-mile  drive 
of  the  University  of  Iowa.  Well  equipped  80-bed  JCAH  hospital  adja- 
cent. First  year  salary  guaranteed.  Liberal  fringe  benefits.  A diverse 
and  stable  economy  in  a 40,000  population  service  area  with  an  excellent 
school  system.  Contact  Mark  Odell,  M.D.,  Muscatine  Health  Center, 
P.C.,  1514  Mulberry  Avenue,  Muscatine,  Iowa  52761.  319/264-3220. 


NEEDED  — GENERAL  INTERNIST  AND  SURGEON  — Board  certi- 
fied or  board  eligible.  Associate  with  group.  County  seat  town.  Cen- 
terville, Iowa.  Call  515/437-4344  or  515/437-4443. 


URGENT  CARE  CENTER  — Physicians  needed  for  full  or  part  time 
position  at  clinic  in  Illinois  Quad  Cities  area.  Must  have  a valid  Illinois 
license  and  BNDD  license.  Call  319/338-6825  Evenings  between  7 P.M. 
and  10  P.M. 


FOR  SALE  — WA  oto-ophthalmo  halogen  pocket  set.  Complete  with 
recharger  and  batteries;  case  and  holder.  Only  used  a few  times.  Write 
or  call  Scott  Linge,  M.D.,  1511  Matterhorn  Dr.  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767.  HALF  PRICE,  $149. 


FOR  SALE  — DELUXE  MEDICAL  BUILDING  — In  Cedar  Falls,  Iowa. 
1,500  sq.  ft.  including  an  attached  garage,  parking  area,  and  some  fur- 
nishings available  for  lease  or  sale.  Contact  John  T.  McCoy,  M.D.,  2325 
Hawthorne  Drive,  Cedar  Falls,  Iowa  50613.  319/266-2381. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


PEDIATRICIAN — Growing,  374-bed  community  hospital  in  near-west 
suburb  of  Chicago  seeks  board  eligible  or  board  certified  pediatricians 
to  associate  with  existing  practices.  Salary  to  start,  working  into  part- 
nership. Contact  Cheryl  Newman,  West  Suburban  Hospital,  Erie  at 
Austin,  Oak  Park,  Illinois  60302.  312/383-6200 
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Referral  Guide 
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DIRECTORY 


ALLERGY 


ELECTRODIAGNOSIS 


RICHARD  L.  COOLEY.  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  ALLERGISTS.  P C. 

GEORGE  G.  CAUDILL.  M.D. 

VEUKO  K.  ZIVKOVICH.  M.D. 

1212  PLEASANT.  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE.  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


DERMATOLOGY 


R08ERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 
j.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIM8ALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


R08ERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351  -7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  UUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  6AK0DY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  R0„  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL.  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 


OPHTHALMIC  ASSOCIATES.  P.C. 
ROBERT  D.  WHINERY,  M.D., 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  8.  GOFFSTEIN,  M.D. 
2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK.  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER.  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOURYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA.  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC.  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
51 5/223*8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
51 5/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  8.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  UBORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD.  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  8.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  28 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DDWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 


PUBLIC  INTEREST 


Like  Crime,  This  Program 
Doesn't  Discriminate 

Across  Iowa,  there  are  crime  victims  who 
aren't  being  helped  by  the  Iowa  Crime 
Victim  Reparation  Program.  Why?  Because  not 
enough  members  of  the  public  and  key  profes- 
sional groups  know  the  program  exists. 

Marda  Howard,  coordinator  of  the  Iowa 
Crime  Victim  Reparation  Program,  wants  to 
heighten  public  awareness  of  what  the  pro- 
gram is,  how  it  works  and  who  it  helps.  Iowa 
physicians  are  among  those  professional 
groups  she  would  most  like  to  educate. 

"Because  physicians  are  often  the  first  to  see 
a victim  after  a crime  occurs,  they  can  play  a 
vital  role  in  telling  victims  about  the  program," 
Howard  says. 

The  Iowa  Crime  Victim  Reparation  Program 
was  created  by  an  act  of  the  Iowa  General  As- 
sembly and  began  operation  January  1,  1983. 
The  program  is  funded  through  a $100  civil 
penalty  assessed  individuals  arrested  for  drunk 
driving. 

The  program's  purpose  is  to  compensate  in- 
nocent victims  for  out-of-pocket  expenses  they 
incur  from  violent  crimes  such  as  murder,  at- 
tempted murder,  rape,  assault  and  child  and 
domestic  abuse.  Victims  of  drunk  drivers  also 
qualify  for  the  program.  Major  reimbursable 
expenses  include:  medical  expenses  up  to 
$10,000  (not  covered  by  any  other  collateral 
resource),  lost  income  and  loss  of  support, 
clothing  kept  by  law  enforcement  officers  as 
crime  evidence  and  funeral  and  burial  ex- 
penses. 

There  are  4 criteria  for  eligibility  in  the  pro- 
gram: (1)  The  victim  must  report  the  crime  to 
law  enforcement  within  24  hours  of  the  crime; 
(2)  The  application  for  reimbursement  must  be 
filed  with  the  Department  of  Public  Safety 
within  180  days  after  the  crime;  (3)  the  victim 


must  cooperate  with  law  enforcement  in  in- 
vestigation and  prosecution  of  the  crime;  and 
(4)  the  victim  must  cooperate  with  the  De- 
partment of  Public  Safety  in  processing  the 
application  for  reimbursement. 

"We  are  probably  only  receiving  claims  from 
one  to  10  victims  who  could  expect  to  recover 
expenses.  We  are  anxious  to  get  the  word  to 
the  people  who  have  early  contact  with  victims 
and  have  some  idea  of  whether  the  victim  may 
be  eligible  for  reparation,"  Howard  says. 

In  most  cases,  the  Department  of  Human 
Services  is  required  to  file  a claim  for  victim 
reparation.  The  physician  is  asked  only  to  work 
with  Howard  on  completion  of  necessary  pa- 
perwork. However,  if  the  victim  is  under  age 
18,  the  physician  is  expected  to  file  for  repa- 
ration and  report  the  crime  to  the  Department 
of  Human  Services. 

The  Iowa  Medical  Society  is  currently  rep- 
resented on  the  Ad  Hoc  Advisory  Committee 
on  Crime  Victim  Reparation.  With  the  assist- 
ance of  this  Committee,  Howard  has  begun 
work  on  a public  education  campaign  de- 
signed to  increase  awareness  of  the  program. 

"The  program  isn't  a welfare  program  de- 
signed only  for  lower  income  people.  It's  for 
innocent  victims  of  violent  crimes  in  all  walks 
of  life.  Even  a nonresident  victimized  in  Iowa 
is  eligible,  as  long  as  the  basic  requirements 
are  met." 

for  more  information  about  the  program  or  to 
receive  an  application  for  reparation,  contact  the 
Crime  Victim  Reparation  Program,  Iowa  Depart- 
ment of  Public  Safety,  Wallace  Building,  Des 
Moines,  Iowa,  50319;  or  call  (515)  281-5044. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii. 


ii 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


l . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12:691- 
697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  79;576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32  78] -768,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Gerlatr  Sac  27  6AI-5A6,  Dec  1979  6.  Dement  WC. 
etal:  BehavMed,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol 3:]A0-]50,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-36], 

Mar  1977 


brand  of 

flurazepam  FICI/Roche  (£ 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indicaflons:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  ond  other  CNS  depressants.  An  additive  effect 
may  occur  If  alcohol  is  consumed  fhe  doy  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  disconfinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  Increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orienfatlon  and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI, 


Roche  Products  Inc. 
Manafi,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  ore  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  producf  information 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 
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Terence  J.  McCormally,  M.D. 

Family  Practice 
Wapello 

Gene  M.  Kuehn,  M.D. 

Obstetrics  / Gynecology 
Mason  City 

Dale  D.  Morgan,  M.D. 
Anesthesiology 
Cedar  Rapids 


IPMIT/ 


William  McMillan,  M.D. 

Otolaryngology 

Ottumwa 

Carters.  Young,  D.O. 

Radiology 
Des  Moines 

R.  Bruce  Trimble,  M.D. 

Rheiimatologv 
Mason  City 


Richard  R.  Ripperger,  M.D. 

Orthopedics 

Davenport 

Lawrence  O.  Goodman,  M.D. 

Internal  Medicine 
Marshalltown 

Marion  E.  Alberts,  M.D. 

Pediatrics 
Des  Moines 


Clarkson  L.  Kelly,  Jr. , M.D. 

General  Surger,- 
Charles  C in- 

Elias  C.  Jacobo,  M.D. 

Urology 

Waterloo 

Leo  J.  Plummer,  M.D. 
Ophthalmology 
West  Des  Moines 


We’re  taking  charge! 

We  ’re  meeting  our  medica!  Habiiity  insurance 
needs  with  a program  of  our  own  making. 

We’re  iowa  physicians  working  together  to 
maintain  a stahie  protection  with  significant 
input  from  the  doctor  Insureds.  All  IMS  members 
may  apply.  Join  our  ranks — soon! 


AMACO!  Join  Us! 

Don’t  duck  it!  A challenge,  that  is.  Respond! 

Aggressively!  Intelligently!  Creatively!  Efficiently! 

That’s  what  we’re  doing  with  medical  malpractice 
insurance  in  Iowa.  We’re  rising  to  the  challenge. 

Like  physicians  across  the  country. 

The  Iowa  Medical  Society-sponsored  IPMIT  / 

AMACO  Professional  Liability  Insurance  Program 
is  doctors  working  together  to  meet  a critical  need. 

We’re  in  our  second  year.  We’re  nearly  700  in 
number  — physicians  from  across  the  state  and 
across  the  specialty  spectrum.  A few  of  us  are 
pictured  here. 

We  have  protection  limits  up  to  $5  million.  Our 
program  is  following  a well-conceived  plan.  We’re 
using  the  input  of  many  Iowa  physicians  through 
IPMIT  — the  Iowa  Physicians  Mutual  Insurance 
Trust.  We  have  the  capacities  and  capabilities  of 
AMACO  — the  American  Medical  Assurance 
Company.  We’re  backed  by  a major  reinsurer.  We’re 
using  the  actuarial  and  insurance  expertise  of  a 
nationally  known  consultant.  We’re  stressing  the 
role  of  Iowa  physicians  in  IPMIT / AMACO  — 
a role  that’s  increasing  steadily  and  significantly. 

There’s  physician  input  in  underwriting.  A physi- 
cian committee  — with  various  specialties  repre- 
sented — is  working  with  the  claims  manager  and 
legal  counsel.  Risk  management  is  the  responsibility 
of  yet  another  physician  committee. 

IPMIT / AMACO  is  different  from  a commercial 
insurance  company.  Different  particularly  in  its 
involvement  of  Iowa  physician  insureds.  If  you’re 
not  part  of  IPMIT/ AMACO,  you  should  apply! 


Our  IPMIT/ AMACO  coverage  is  provided 
by  IMS  SERVICES,  a specially-formed 
subsidiary  of  the  Iowa  Medical  Society. 
Coverage  information  is  just  a tetter  or 
telephone  calt  away.  Call  515/223-1401 
or  800/422-3070;  or  write  IMS  SER- 
VICES, 1001  Grand  Avenue,  WestOes 
Moines,  Iowa  50265. 


IPMITIAMACO 
MEDICAL  LIABILITY 
INSURANCE 

From  Your 

IOWA 

MEDICAL 

SOCIETY 


DOCTOR, 

Do  You  Need 
A Life  Insurance 
Check'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1%  tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  That's  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It's  part  of  our  service! 

We'll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We're  at  The  Prouty  Company. 


The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 
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PRESIDENT'S 

PRIVILEGE 


WE  CARE  — LErS  SHOW  IT 

At  the  IMS  Scientific  Session  in  April,  we 
heard  attorneys  on  both  sides  of  the  malprac- 
tice controversy  make  some  frank  statements 
about  physicians'  communication  skills.  We  are 
"notoriously  poor  communicators,"  stated  one. 
Verbally,  doctors  are  "their  own  worst  ene- 
mies," said  another. 

These  are  provocative  assertions  — asser- 
tions that  may  have  made  physicians  in  the 
audience  feel  uncomfortable  and  a little  defen- 
sive. Some  of  us  may  have  been  left  wonder- 
ing, if  we  project  this  same  image  to  our  pa- 
tients. 

I believe  the  vast  majority  of  Iowa  physi- 
cians care  deeply  about  their  patients.  How- 
ever, I also  believe  this  caring  doesn't  always 
come  across  to  those  patients. 

The  healthiest  physician-patient  relation- 
ship is  an  open  one.  Your  patients  should  know 
they  can  ask  questions  and  you  will  gladly 
answer.  They  should  know  you  care  and  they 
can  rely  on  you  in  difficult  circumstances. 

Building  such  rapport  is  not  as  hard  as  you 


may  think.  It's  a matter  of  taking  a little  extra 
time.  Inquire  not  only  about  your  patients' 
health  but  about  their  lives.  When  you  explain 
a procedure,  diagnosis  or  plan  of  treatment, 
do  so  in  a way  that  encourages  questions.  Don't 
shy  away  from  the  sometimes  painful  respon- 
sibility of  explaining  a bad  result.  This  is  the 
time  the  patient  and  the  patient's  family  need 
you  most. 

We  care  about  our  patients,  so  let's  try  to 
show  it.  It's  a big  step  toward  effective  com- 
munication. 


L.  Dean  Caraway,  M.D. 
President 
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PADS:  A Study  of  Prescription 
Drug  Diversion  in  Iowa 


Does  Iowa  have  a serious  problem 
with  illegal  diversion  of  prescrip- 
tion drugs?  Are  health  care  profes- 
sionals and  state  regulatory  agen- 
cies dealing  effectively  zvith  it? 
These  are  the  questions  that  Pre- 
scription Abuse  Data  Synthesis 
project  sought  to  answer.  Begun  in 
late  1984,  the  PADS  project  in- 
volved health  care  professionals 
such  as  the  Iowa  Medical  Society 
and  state  regulatory  and  law  en- 
forcement agencies.  This  story  ex- 
plores how  PADS  worked  and  what 
was  learned  about  prescription 
drug  diversion  in  Iowa. 


National  statistics  on  prescription  drug 
diversion  need  no  embellishment  to 
point  up  the  seriousness  of  this  problem.  The 
figures  speak  for  themselves. 

• Roughly  60%  of  all  drug-related  emer- 
gency room  visits  involve  prescription  drugs. 

• About  70%  of  all  drug-related  deaths  in- 
volve prescription  drugs. 

• 80-90%  of  all  prescription  drug  diversion 
occurs  at  the  hospital,  pharmacy  or  prescriber 
level. 


While  prescription  drug  diversion  for  illegal 
purposes  is  not  a pandemic  problem  in  Iowa, 
neither  are  we  immune  from  it.  In  late  1984, 
Iowa's  health  care  professionals  and  state  reg- 
ulatory and  law  enforcement  agencies  decided 
to  find  out  if  our  resources  for  combating  drug 
diversion  are  being  utilized  effectively  and  ef- 
ficiently. 

Thus,  Iowa's  Prescription  Abuse  Data  Syn- 
thesis (PADS)  project  was  born.  This  June, 
Iowa  became  the  twenty-first  state  to  seek  so- 
lutions to  the  prescription  drug  diversion 
problem  through  completion  of  PADS. 

Identifying  The  Problem 

Spearheaded  by  the  Iowa  Medical  Society 
and  sponsored  by  Governor  Terry  Branstad, 
Iowa's  PADS  project  was  carried  out  with  fi- 
nancial and  technical  assistance  from  the 
American  Medical  Association.  Participants  in 
the  project  included  state  agencies  and  profes- 
sional associations  involved  in  providing  and 
regulating  lowans'  health  care. 

The  PADS  model  being  used  nationwide  is 
designed  to  identify  the  nature  and  scope  of 
prescription  drug  diversion  and  develop  a 
public-private  partnership  to  support  effective 
countermeasures.  The  process  assumes  there 
are  pre-existing  programs  geared  to  attack  the 
problem. 

Therefore,  the  focus  of  Iowa's  PADS  project 
was  on  identifying  the  scope  of  the  problem 
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and  the  strengths  and  weaknesses  of  the  pro- 
grams created  to  deal  with  it.  The  next  step? 
Eliminating  the  vulnerable  spots  in  our  de- 
fense against  prescription  drug  diversion  and 
capitalizing  on  the  strengths. 


The  PADS  Process 

The  Prescription  Abuse  Data  Synthesis  proj- 
ect was  no  small  undertaking.  It  involved  ex- 
amination of  an  extensive  array  of  policies, 
procedures  and  resources  involved  in  Iowa's 
diversion  control  efforts,  as  well  as  targeting 
specific  individuals  and  institutions  for  inves- 
tigation. Under  the  PADS  model,  this  wide 
scope  of  activity  was  coordinated  by  3 working 
groups:  the  PADS  Policy  Group,  Technical 
Group  and  Regulatory  Group. 

(1)  POLICY  GROUP  was  composed  of  a rep- 
resentative from  each  agency  and  organization 
involved  in  the  project.  Its  purpose  was  to  pro- 
vide overall  guidance  and  make  final  PADS 
recommendations . 

(2)  TECHNICAL  GROUP,  a subgroup  of  the 
Policy  Group,  was  charged  with  developing 
better  information  on  drug  diversion  in  Iowa. 
This  group  collected  data  from  a number  of 
sources  and  identified  hospitals,  pharmacists 
and  physicians  for  investigation.  Membership 
of  the  technical  group  included  representa- 
tives of  the  various  organizations  supplying 
this  data. 

(3)  REGULATORY  GROUP,  also  a subgroup 
of  the  Policy  Group,  coordinated  analysis  and 
followup  investigation  based  on  information 
developed  by  the  Technical  Group.  Because  of 
the  confidential  nature  of  these  activities,  this 
group  was  comprised  of  representatives  of  state 
agencies  allowed  by  Iowa  law  to  review  such 
matters. 


Gathering  The  Data 

The  Technical  Group  tapped  several  key 
sources  of  data  on  drug  diversion.  Analysis  of 
this  data  pinpointed  potential  problem  areas 
— for  example,  an  abnormally  high  incidence 
of  use  of  a specific  drug  in  a specific  part  of 
the  state.  Such  information  was  turned  over 


to  the  Regulatory  Group  for  followup  inves- 
tigation. 

To  compile  information  on  the  supply  and 
demand  for  diverted  prescription  drugs  in 
Iowa,  the  Technical  Group  used  several  key 
data  sources: 

• ARCOS  (Automation  of  Reports  and  Con- 
solidated Orders  System)  — A federal  system 
designed  to  provide  accountability  for  con- 
trolled substances  at  each  link  in  the  distri- 
bution chain.  ARCOS  provided  data  on  the 
amount  of  specific  drugs  shipped  into  specific 
parts  of  Iowa. 

• REGULATORY  BOARD  DATA  — Licen- 
sing boards  for  physicians,  nurses,  pharma- 
cists, dentists  and  veterinarians  provided  data 
on  types  of  drugs  encountered  in  board  ac- 
tions involving  licensees. 


PADS  PARTICIPANTS 

The  following  organizations  were 
participants  in  the  Prescription 
Abuse  Data  Synthesis  Project  com- 
pleted this  June: 

Attorney  General 
Board  of  Dental  Examiners 
Board  of  Medical  Examiners 
Board  of  Pharmacy  Examiners 
Board  of  Veterinary  Examiners 
Iowa  Department  of  Human 
Services 

Governor's  Office 
Iowa  Board  of  Nursing 
Iowa  Dental  Association 
Iowa  Department  of  Public  Safety 
Iowa  Department  of  Substance 
Abuse 

Iowa  Hospital  Association 
Iowa  Medical  Society 
Iowa  Pharmacists  Association 
Iowa  Police  Chiefs  and  Peace 
Officers 

Iowa  Nurses  Association 
Iowa  Podiatry  Association 
Iowa  Veterinary  Medical 
Association 
U.S.  Drug  Enforcement 
Administration 
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• MMIS  (Medicaid  Management  Informa- 
tion System)  — This  system  provides  data  on 
drugs  purchased  through  the  state  Medicaid 
system  as  well  as  information  on  high-volume 
prescribers,  dispensers  and  recipients. 

• DEPARTMENT  OF  PUBLIC  SAFETY  — 

Provided  data  on  the  types  of  drugs  seized  on 
the  streets  and  analyzed  in  the  state  criminal- 
istics laboratory. 


Other  sources  used  by  the  PADS  group  in- 
cluded drug  treatment  data  and  reports  from 
thefts,  burglaries,  forgeries  and  scam  opera- 
tions. 


HOW  DOES  IT  HAPPEN? 


Diversion  of  prescription  drugs 
for  illegal  purposes  occurs  in  a 
number  of  ways.  However,  accord- 
ing to  the  report  of  the  Prescription 
Abuse  Data  Synthesis  Project,  most 
diversion  involves  health  profes- 
sionals who  fall  into  one  of  the  so- 
called  "4D"  categories: 

• DISHONEST  or  "script”  doctors 
who  willfully  and  knowingly  pre- 
scribe or  dispense  drugs  for  pur- 
poses of  abuse  (usually  for  profit), 
and  pharmacists  who  willfully  and 
knowingly  dispense  controlled 
drugs  without  a prescription. 


• DISABLED  or  impaired  health 
professionals  whose  competence 
has  been  impaired  by  personal  drug 
or  alcohol  abuse,  or  other  psycho- 
logical disorders. 


• DECEIVED  practitioners  who  un- 
wittingly contribute  to  the  problem 
by  acquiescing  to  some  patients' 
ruses  or  insistent  demands  for 
drugs. 


• DATED  professionals  who  have 
not  kept  pace  with  developments  in 
pharmacology,  drug  therapy  or 
drug  abuse. 


What  Was  Learned? 

Based  on  data  gathered  by  the  PADS  Tech- 
nical Group,  the  Regulatory  Group  identified 
7 drugs  as  targets  for  further  analysis: 

1)  Powdered  opium  — Iowa  ranked  first  in 
the  nation  on  per  capita  consumption,  with 
41%  of  the  drug  distributed  in  areas  containing 
under  15%  of  the  population.  An  investigation 
focused  on  10  registrants  (hospitals,  pharma- 
cists or  physicians)  with  excessive  purchases. 
A check  showed  the  drug  was  being  pre- 
scribed for  elderly  patients  with  terminal  can- 
cer. 

2)  Methylphenidate  — Iowa  ranked  5th  in 
the  nation  in  per  capita  consumption.  Data 
showed  10  pharmacies  and  3 hospitals,  most 
in  the  same  zip  zone,  with  abnormally  high 
usage.  Psychiatric  and  pediatric  groups  were 
the  heaviest  prescribers  in  this  zip  zone,  with 
hyperkinesis  accounting  for  the  majority  of 
usage. 

3)  Amobarbital  — Iowa  ranked  6th  in  the 
nation  in  per  capita  consumption,  with  5 phar- 
macies and  one  hospital  accounting  for  most 
purchases.  Audits  of  the  pharmacies  showed 
usage  involved  a relatively  small  number  of 
patients.  One  practitioner  used  Amobarbital 
as  a mild  tranquilizer  on  elderly  patients.  Usage 
of  the  drug  is  now  limited  to  emergency  sit- 
uations. 

4)  Alphaprodine  — Iowa  ranked  10th  in  the 
nation  in  per  capita  consumption,  with  over 
53%  of  the  distribution  occurring  through  4 
hospitals  or  clinics.  Investigations  of  the  in- 
stitutions showed  96%  of  the  drug  was  pur- 
chased for  use  in  the  labor  and  delivery  rooms. 

5)  Cocaine  — Iowa  ranked  19th  in  per  capita 
consumption  of  prescription  cocaine.  Investi- 
gations showed  a large  Iowa  hospital  accounts 
for  major  purchases  and  use  of  cocaine,  with 
the  greatest  use  in  the  otolaryngology  depart- 
ment. 

6)  Amphetamine  — Iowa  ranked  22nd  in  per 
capita  consumption,  with  over  40%  of  the  drug 
distributed  in  an  area  containing  4%  of  the 
state's  population.  A Board  of  Medical  Ex- 
aminers' (BME)  investigation  of  a practitioner 
accounting  for  31.5%  of  the  distribution  re- 
sulted in  no  action. 

7)  Methaqualone  — Iowa  ranked  27th  in  per 
capita  consumption,  with  57.7%  of  the  usage 
occurring  in  4 zip  zones.  The  PADS  Regulatory 

(Please  turn  to  page  355) 
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Group  concluded  a scam  may  have  been  op- 
erating in  one  of  these  zones.  In  other  zones, 
several  prescribing  physicians  appeared  to  be 
“dated”  and  another  has  lost  his  license  to 
practice  due  to  a felony  related  to  delivery  of 
a controlled  substance. 

Methaqualone  has  now  been  reclassified  to 
Schedule  1 of  the  Controlled  Substance  Act.  It 
is  no  longer  legal  to  prescribe  or  dispense  this 
drug. 

Investigation  Backlog 

The  PADS  Technical  Group  also  compiled 
data  on  recently  concluded  board  actions  re- 
lating to  drug  problems.  The  group  learned 
that  all  the  boards  have  large  backlogs  of  un- 
finished investigations;  however,  a number  of 
investigations  have  been  concluded: 

• Board  of  Pharmacy  Examiners  — From 
1982-1985,  this  board  imposed  51  disciplinary 
sanctions  due  to  drug  problems.  Four  drug 
hearings  were  pending  as  of  December  31, 
1985. 

• Board  of  Nursing  — From  1982-1985,  this 
board  took  39  actions  concerning  drugs.  Eleven 
open  drug  investigations  were  pending  on  De- 
cember 31,  1985. 

• Board  of  Dental  Examiners  — Ten  disci- 
plinary actions  related  to  drugs  were  com- 
pleted from  1982-1985.  One  drug  related  in- 
vestigation remained  open  on  December  31, 
1985. 

• Board  of  Medical  Examiners  — There  were 
150  disciplinary  sanctions  imposed  from  1982- 
1985  concerning  drugs.  This  board  had  25  open 
drug  related  investigations  on  December  31, 
1985. 

Improving  The  System:  PADS 
Recommendations 

In  its  final  report,  the  PADS  Policy  Group 
concludes  Iowa's  system  for  dealing  with  pre- 
scription drug  diversion  is  basically  effective 
but  can  be  improved.  The  report  identifies  sev- 
eral priority  areas  which  can  be  altered  to 
strengthen  the  system: 

• Licensing  board  resources  need  to  be  im- 
proved to  deal  with  the  large  case  backlogs 
and  allow  increased  monitoring  of  possible  di- 
version activities.  This  can  be  accomplished 
through  greater  sharing  of  board  resources  and 
personnel,  cross-jurisdictional  sharing  of  cases, 
cross-training  of  Board  investigators  and  ad- 
ditional funding  to  licensing  boards. 


• Practitioners  should  be  more  informed  of 
the  drug  diversion  problem  and  techniques 
used  by  drug  diverters.  Both  professional  as- 
sociations and  licensing  boards  should  assume 
a leadership  role  in  this  education  effort. 

• More  information  on  physicians  who  dis- 
pense drugs  should  be  available.  The  current 
drug  tracking  system  is  weak  in  the  area  of 
drugs  dispensed  by  physicians  in  their  offices. 

• More  information  on  the  illicit  demand  for 
prescription  drugs  should  be  available.  Better 
information  on  drug  demand  will  help  medical 
professionals  and  law  enforcement  officials 


"This  report  of  the  Iowa  PADS 
Policy  Group  marks  not  the  end  of 
a process,  hut  the  beginning  of  a 
coordinated  effort  to  drive  this  pub- 
lic health  problem  from  Iowa." 


guard  against  diversion  of  certain  “hot”  drugs. 
The  availability  of  such  information  can  be  im- 
proved through  greater  sharing  of  intelligence 
gathered  by  licensing  boards  and  develop- 
ment of  a survey  mechanism  for  emergency 
room  and  drug  treatment  program  admis- 
sions. 

Conclusion 

The  Regulatory  Group,  after  careful  study 
and  investigation  of  available  data,  concluded 
that  Iowa  does  not  have  an  overwhelming 
problem  with  prescription  drug  diversion  but 
that  it  does  occur.  Many  individuals  and  agen- 
cies had  initiated  actions  to  address  this  prob- 
lem before  PADS  began;  recommendations  of 
the  PADS  Policy  Group  are  designed  to  im- 
prove these  programs. 

“Although  many  innovative  steps  have  been 
taken  and  much  progress  has  been  made, 
complex  problems  are  not  solved  quickly  or 
easily,"  the  PADS  report  concludes.  “Thus, 
this  report  of  the  Iowa  PADS  Policy  Group 
marks  not  the  end  of  a process,  but  the  begin- 
ning of  a coordinated  effort  to  drive  this  public 
health  problem  from  Iowa." 

The  PADS  Policy  Group  is  still  active  and 
will  continue  meeting  to  consider  ways  for  im- 
plementing recommendations  contained  in  the 
report. 
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Questions  and  Answers  — 

An  Interview  with  Norman  Johnson,  R.Ph., 
Executive  Secretary,  Board  of  Pharmacy  Examiners 


Physician's  Role  in  Preventing 
Drug  Diversion 


While  not  a serious  problem,  diver- 
sion of  prescription  drugs  for  illegal 
uses  does  occur  in  Iowa.  Much  of 
this  diversion  involves  health  care 
professionals  who  are  unaware  of 
how  prescription  drug  diversion 
works.  Norman  Johnson,  executive 
secretary,  Iowa  Board  of  Pharmacy 
Examiners,  provides  some  enlight- 
ening information  concerning  drug 
diversion  and  what  physicians  can 
do  to  prevent  it. 


Norman  Johnson,  R.Ph. 


In  your  opinion,  how  serious  is  Iowa's  pre- 
scription drug  diversion  problem?  How  do  we 
compare  to  other  states? 

Iowa's  prescription  drug  diversion  problem 
is  'middle  of  the  road'  and  certainly  not  as 
serious  as  many  of  the  more  heavily  populated 
states.  The  diversion  problem  here  is  similar 
in  magnitude  to  that  of  our  midwest  neigh- 
bors, particularly  those  to  our  north,  south  and 
west. 

Who  diverts  prescription  drugs  to  illegal  uses? 
How  does  prescription  diversion  work? 

Prescription  drugs  are  diverted  by  "con"  art- 
ists who  perpetrate  scams  on  unsuspecting 
health  professionals  and  by  thieves  who  steal 
drugs  from  sources  where  they  are  stocked. 
They  are  also  diverted  by  health  professionals 
themselves,  including  employees  of  hospitals, 
pharmacies  and  physicians'  offices.  It  is  esti- 
mated approximately  10%  of  these  drugs  are 
diverted  through  robbery  and  breaking  and 
entering.  The  other  90%  involve  dishonest, 
disabled,  deceived  or  dated  health  profession- 
als. 

In  Iowa,  most  diversion  occurs  through  con- 
fidence schemes  which  prey  on  the  unsus- 
pecting physician  or  pharmacist.  These 
schemes  involve  providing  false  or  misleading 
information  to  the  physician  so  prescriptions 
will  be  issued,  altering  or  copying  of  those 
prescriptions  to  obtain  greater  quantities  of 
drugs,  theft  of  prescription  blanks  from  phy- 
sicians' offices  and  subsequent  passage  of 
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forged  prescriptions  in  pharmacies  through- 
out the  state. 

Which  drugs  are  the  most  popular  targets  for 
prescription  diversion? 

Drugs  with  the  highest  dollar  value  “on  the 
street"  are  Dilaudid®,  Morphine  and  Perco- 
dan®.  Other  drugs  such  as  Tylenol®  with  Co- 
deine, Darvon®  or  Darvocet®,  Valium®,  Tal- 
win®,  Ritalin®  and  narcotic-containing  cough 
products,  are  also  popular.  Recreational  use  of 
prescription  drugs  apparently  involves  multi- 
drug use.  Therefore,  any  drugs  which  contain 
narcotics,  stimulants  and  to  some  extent,  de- 
pressants, are  subject  to  diversion. 


DRUG  DIVERSION  SCAMS: 

TWO  SCENARIOS 

Con  artists  can  be  extremely  ingenious  in 
creating  schemes  for  diversion  of  prescription 
drugs.  To  give  physicians  an  idea  of  typical 
"scams"  used  by  such  people,  the  Iowa  Board 
of  Pharmacy  Examiners  provided  the  follow- 
ing drug  diversion  confidence  schemes  re- 
cently perpetrated  in  Iowa. 

The  "Doctor"  With  No  Office 

This  scam  involved  an  individual  who  came 
to  Des  Moines  posing  as  a hematologist-on- 
cologist. Using  the  name  and  DEA  registration 
number  of  a legitimate  oncologist  from  the  St. 
Louis,  Missouri  area,  he  visited  an  answering 
service  and  obtained  a pager  and  telephone 
number.  Next,  he  visited  a print  shop  and  ob- 
tained prescription  blanks  on  which  he  iden- 
tified himself  as  Mid-Iowa  Oncology  LTD.  The 
blanks  used  a valid  address  where  an  office 
could  be  located  and  the  telephone  number 
obtained  at  the  answering  service. 

He  then  began  writing  prescriptions  for  the 
drug  Dilaudid.®  These  prescriptions  were 
taken  to  area  pharmacies  by  2 accomplices  and 
presented  for  filling.  Being  unfamiliar  with  this 
"doctor,"  the  pharmacists  called  the  number 
on  the  prescription  pad  and  got  the  answering 
service.  The  answering  service  contacted  the 
"doctor."  The  "doctor"  then  called  the  phar- 
macist and  verified  that  he  had  seen  the  pa- 
tient and  was  establishing  an  office  in  the  area. 


Are  Iowa  physicians  aware  of  the  prescription 
diversion  problem? 

Tm  sure  most  Iowa  physicians  are  aware 
that  some  prescription  drugs  are  being  used 
recreationally.  However,  1 doubt  if  many  are 
aware  of  the  ways  these  drugs  are  diverted  for 
illicit  use  or  the  scope  of  the  problem,  both 
locally  and  nationally. 

Are  there  many  Iowa  physicians  who  know- 
ingly participate  in  prescription  drug  diver- 
sion? What  can  be  done  to  solve  this  problem? 

Iowa  has  its  share  of  dated,  disabled  and 
dishonest  physicians.  However,  1 am  not  aware 
(Please  turn  to  page  381) 


This  scam  was  successful  for  3 weeks,  dur- 
ing which  time  several  thousand  Dilaudid® 
tablets  were  obtained.  Dilaudid®  tablets  have 
a street  value  of  $35  to  $65  each. 

A Family  Affair 

Pediatricians  in  eastern  Iowa  were  ap- 
proached by  3 separate  families  who  said  they 
would  soon  be  moving  into  the  community 
and  would  need  a physician  to  treat  their  chil- 
dren. The  children  were  said  to  suffer  from  an 
attention  deficit  disorder  which  had  been  di- 
agnosed by  their  previous  pediatrician.  Ac- 
cording to  "family"  members,  the  prescribed 
treatment  for  these  children  was  Ritalin®  20 
mg.,  3 times  a day.  During  the  visit,  the  chil- 
dren exhibited  disruptive  behavior  which  rein- 
forced the  parents'  statements. 

After  exchanging  information  with  the  phy- 
sician, the  parents  indicated  the  children's  Rit- 
alin® was  nearly  exhausted.  They  asked  if  they 
could  obtain  a prescription  to  last  until  they 
moved  into  their  new  home  and  the  children's 
records  could  be  transferred  from  their  former 
physician.  Most  of  the  local  pediatricians  gave 
them  a prescription  for  100  Ritalin®  20  mg  tab- 
lets. These  were  filled  at  local  pharmacies. 

The  100  Ritalin®  tablets  were  then  sold  to 
another  individual  for  $100.  This  individual 
combined  the  Ritalin®  tablets  with  Talwin®, 
also  obtained  through  a scam.  One  tablet  of 
each  drug  was  sold  to  users  in  Omaha  and 
Kansas  for  $20  a set.  The  street  names  for  this 
combination  are  "Kibbles  and  Bits"  or  "One 
and  One." 
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V 


We  can  help  cure 
feelings  of  dependency 

at  the  pharmacy  counter  of  any 
Peoples  Drug  Store. 

Many  physicians  find  it  useful 
to  have  a copy  of  our  catalog  for 
reference  and  patient  instruction. 

For  over  80  years  we  have 
served  patients  reliably  and  profes- 
sionally. Today  all  the  services  we 
offer  reflect  our  continuing  com- 
mitment to  help  our  customers  as 
their  health  care  needs  change. 

Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 

Please  call  your  local  store  to  obtain  the  number. 


Our  free  Home  Health  Care 
Catalog  has  52  pages  of  everything 
from  hospital  beds  to  wheelchairs  to 
specialized  service  equipment.  All 
delivered  to  your  patients’  homes  by 
one  of  America’s  largest  and  most 
dependable  suppliers.  Your  patients 
can  order  by  mail  or  by  calling  our 
toll-free  phone.  The}^  get  fast 
service  and  expert  consultation. 
They  can  also  order  from  the  catalog 


PEOPLES 

DRUG 


Let  us  send  you  our  new  Home  Health  Care  Catalog:  phone  toll-free  800-368-4243. 
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The  Oakdale  Sample  — A 
Description  of  the  Modern 
Substance  Abusing  Population 


WILLIAM  MELLER,  M.D.  SARAH  KEAFER, 
and  RUBEN  WIDMER,  M.D. 

Iowa  City,  Iowa 


Substance  abuse  continues  to  be  one  of  the 
most  tragic  and  costly  diagnostic  cate- 
gories facing  the  healthcare  professional.  Its 
associated  behavioral  disturbances  impact 
negatively  in  many  areas  of  society  and  in- 
clude depression  and  suicide,  violence  and 
homicide,  family  discord  and  divorce,  de- 
creased productivity,  and  motor  vehicle  acci- 
dents.^'® The  problem  is  widespread  and,  ac- 
cording to  DSM  111,  about  16%  of  the  national 
population  reports  some  problem  associated 
with  alcohol.^  Prevalence  data  on  other  forms 
of  drug  abuse  is  difficult  to  obtain  since  pat- 
terns of  abuse  are  continually  changing.  Re- 
cent Epidemiologic  catchment  area  data  sug- 
gests a lifetime  drug  abuse  prevalance  rate  of 
5-6%  .4- 7 

We  in  Iowa  are  clearly  not  immune.  A study 


The  authors  are  affiliated  with  the  University  of  Iowa  College  of  Medi- 
cine. Dr.  William  Meller  is  a resident  in  the  Department  of  Psychiatry. 
Sarah  Keafer  is  a research  assistant  in  the  Department  of  Pediatrics,  and 
Dr.  Ruben  Widmer  is  a professor  in  the  Department  of  Family  Practice. 


The  authors  describe  a sample  of 
305  consecutive  admissions  to  the 
University  of  Iowa's  Oakdale 
Chemical  Dependency  Center.  Di- 
agnostic heterogeneity,  multiple 
physical  and  psychiatric  compli- 
cations are  stressed.  The  paper 
suggests  Iowa  practitioners  in  the 
field  of  substance  abuse  are  not 
dealing  with  a homogenous  popu- 
lation of  alcoholics,  but  rather  are 
challenged  with  a younger  more 
heterogeneous  population  of  poly- 
substance abusers  who  often  carry 
multiple  diagnoses. 


done  by  Mulford  and  Fitzgerald  in  1979  iden- 
tified 7.9%  of  the  state  population  as  “problem 
drinkers."®  A more  recent  survey  conducted 
by  the  same  research  team  in  1985  suggested 
a problem  drinking  rate  of  9.6%.  Their  study 
also  suggests  the  traditionally  decreased  prev- 
alence in  the  farm  population  has  disappeared 
with  a “problem  drinking"  rate  of  4.3%  in  1961 
jumping  to  approximately  12%  in  1985.^  Ac- 
cording to  another  large  Iowa  study  during 
1974-1976,  10-15%  of  the  population  reported 
experience  with  illegal  drugs,  with  2%  of  the 
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urban  population  and  1%  of  the  rural  popu- 
lation reporting  that  they,  or  a family  member, 
had  been  arrested  and  booked  on  drug 
chargesd“ 

Discovering  effective  methods  for  treatment 
of  substance  abuse  is  therefore  an  important 
local,  as  well  as  national,  issue.  This  process 
is  greatly  complicated  by  the  impressive  num- 
ber of  psychiatric  symptoms  and  the  marked 
diagnostic  heterogeneity  found  in  the  sub- 
stance abusing  population.  What  follows  is  a 
description  of  a sample  of  305  substance  abuse 
patients  consecutively  admitted  to  the  Uni- 
versity of  Iowa  Oakdale  Chemical  Depend- 
ency Center. 

This  facility  received  referrals  from  the  en- 
tire state  of  Iowa  as  well  as  neighboring  out- 
of-state  communities.  During  the  1 year  sam- 
pling period  (Sept.,  1984-Sept.,  1985),  patients 
came  from  almost  half  the  counties  in  Iowa 
with  an  over  representation  of  the  southeast- 
ern quadrant  of  the  state  (Figure  1).  Because 
of  this  state-wide  catchment  area,  we  believe 


TABLE  I 

DIAGNOSES*  AVAILABLE  THROUGH  THE  ODh 


this  population  may  be  of  general  interest  to 
Iowa  physicians. 

Our  purpose  in  reporting  a descriptive  pa- 
per is  to  help  local  practitioners  understand 
current  trends  and  problems  in  Iowa's  sub- 
stance abusing  population.  It  will  become  clear 
Iowa's  physicians  are  not  faced  with  a ho- 
mogeneous population  of  "alcoholics,"  rather 
we  are  challenged  by  a heterogeneous  popu- 
lation, often  suffering  from  multiple  psychi- 
atric diagnoses  and  psychiatric  as  well  as  med- 
ical complications  of  abuse. 

Method 

Individuals  in  this  study  were  interviewed 
within  the  first  week  of  admission,  and  only 
patients  who  left  the  facility  prior  to  interview 
are  excluded  from  the  study.  All  patients  re- 
ceived a structured  diagnostic  interview,  "The 


TABLE  II 

NUMBER  OF  PATIENTS  WITH  ALCOHOL  PROBLEMS  FROM  SAMPLE 
POPULATION  OF  305 


Diagnosis 

N 

% 

Alcohol  abuse  (alone) 

14 

5 

Alcohol  dependence 

83 

27 

Alcohol  dependence  or  abuse  plus  any  other  drug  abuse 

177 

58 

Total  with  alcohol  problem 

274 

90 

Patients  without  alcohol  diagnosis 

31 

10 

Oakdale  Diagnostic  Interview"  (ODI),  which 
was  a part  of  the  facility's  routine  intake  pro- 
cedure. The  ODI  is  comprised  of  the  substance 
abuse,  depression,  anorexia,  and  antisocial 
personality  disorder  portions  of  the  NIMH 
DIS.“  Added  to  this  is  a psychotic  question- 
naire adopted  from  the  MMPI.'^  The  ODI  al- 
lows us  to  assign  the  diagnoses  listed  in  Table 
I which  are  defined  by  DSM  III  criteria.^ 


Major  depressive  disorder  (MDD) 

Antisocial  personality  disorder  (ASPD) 

Alcohol  abuse 
Alcohol  dependence 

Other  substance  abuse  with  or  without  dependence  including: 

Cannabis 
Cocaine 
Amphetamine 
Sedative  hypnotic 
Narcotic 

Hallucinogens  or  PCP 


* Diagnoses  based  on  DSM-HI  criteria. 


Results 

Of  the  305  patients  included  in  this  study, 
all  but  4 met  criteria  for  substance  abuse  or 
dependence.  The  4 patients  who  did  not  meet 
full  criteria  had  "used"  a variety  of  drugs  and 
may  also  have  met  criteria  for  other  psychiatric 
disorders.  251  of  the  patients  were  male  (82%), 
54  were  female  (18%).  The  mean  age  ± stand- 
ard deviation  was  28.8  ± 9.3  with  a range  of 
15  to  68  years. 

Table  II  displays  the  number  of  patients  who 
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TABLE  III 

NUMBER  OF  PATIENTS  WHO  AT  ONE  TIME  MET  CRITERIA  FOR  ABUSE 
OF  THE  FOLLOWING  DRUGS.  (ALMOST  ALL  WERE  USED  IN 
COMBINATION  WITH  ALCOHOL  OR  OTHER  DRUGS.) 

(TOTAL  POPULATION  = 305) 


Diagnosis 

N 

% 

Cannabis 

161 

53 

Cocaine 

53 

17 

Amphetamine 

123 

40 

Sedative  hypnotic 

67 

22 

Narcotic 

57 

19 

Hallucinogen  or  PCP 

40 

13 

Total  drug  abuse 

204 

67 

met  full  criteria  for  alcohol  abuse  or  depend- 
ence. Notice  that  the  majority  of  “alcoholics" 
in  this  population,  177  of  274  (65%)  met  criteria 
for  abuse  of  at  least  one  other  drug  with  only 
97  (35%)  sticking  to  alcohol  alone. 

Table  III  displays  the  number  of  patients  who 
at  some  time  have  met  criteria  for  various  types 
of  drug  abuse.  The  vast  majority  abused  these 
drugs  in  combination  with  alcohol  and/or  other 
drugs.  Only  27  drug  abusers  (9%)  did  not  also 
meet  criteria  for  alcohol  abuse  or  dependence. 

Since  many  of  our  patients  are  "poly"  sub- 
stance abusers,  we  asked  each  patient  to  choose 
his  or  her  primary  drug  of  choice.  Two  hundred 
eleven  (70%)  reported  that  their  drug  of  choice 
was  alcohol.  Nine  patients  (3%)  used  alcohol 
in  combination  with  other  drugs  but  were  un- 
able to  choose  a favorite.  The  remainder  of  the 
patients  chose  the  various  drugs  listed  in  Table 

IV. 

The  majority  of  our  patients  also  met  DSM 
III  criteria  for  at  least  1 psychiatric  diagnosis 
other  than  substance  abuse.  As  noted  in  Table 

V,  41%  met  criteria  for  major  depressive  dis- 
order, and  51%  had  antisocial  personality  dis- 
order. Table  V also  lists  associated  symptoms 
which  are  severe  and  could  become  life  threat- 
ening. These  symptoms  include  psychosis,  su- 
icidal ideation,  suicide  attempt,  and  being  the 
driver  in  a motor  vehicle  accident  while  intox- 
icated. Once  again,  the  majority  of  our  pa- 
tients had  experienced  at  least  1 of  these  symp- 
toms. (Obviously,  we  do  not  intend  this  Table 
to  present  all  potentially  life  threatening  com- 
plications. This  population  is  also  at  risk  for 
death  from  liver  disease,  accidents,  overdose, 
violence,  and  many  others.)®- 


TABLE  IV 

DRUG  OF  CHOICE 


Drug 

N 

% 

Alcohol 

211 

70 

Cannibas 

41 

13 

Cocaine 

16 

5 

Amphetamine 

9 

3 

Sedative  hypnotic 

5 

2 

Narcotic 

12 

4 

Hallucinogen  or  PCP 

2 

«1 

Alcohol  plus  another  drug 

9 

3 

TABLE  V 

ASSOCIATED  DIAGNOSES  AND  SEVERE  OR  LIFE  THREATENING 
SYMPTOMS  (TOTAL  N = 305) 


Symptoms 

N 

% 

Major  depressive  disorder  (primary  or  secondary) 

124 

41 

Antisocial  personality  disorder 
Patients  who  experienced  $ 3 psychotic 

symptoms  while 

155 

51 

abusing  or  withdrawing 

136 

45 

Patients  with  Hx  of  suicidal  ideation 

183 

60 

Patients  with  Hx  of  suicide  attempt 

73 

24 

Auto  accident  while  driving  intoxicated 

1 10 

36 

Accident  involving  personal  injury 

62 

20 

Discussion 

After  a brief  examination  of  the  descriptive 
statistics  given  in  the  Tables,  it  is  obvious  this 
substance  abusing  population  is  quite  compli- 
cated and  diverse.  A very  small  percentage,  if 
any,  of  this  group  could  be  described  as  "clas- 
sic alcoholics"  and  treatment  of  such  a pop- 
ulation demands  a sophisticated  degree  of 
medical  as  well  as  psychiatric  knowledge.  The 
majority  met  criteria  for  alcohol  abuse/de- 
pendence and  were  therefore  at  risk  for  all  of 
the  alcohol  related  complications.  (In  fact,  in 
a sub  population  consisting  of  the  first  44  pa- 
tients to  receive  liver  function  tests,  41%  had 
at  least  minor  abnormalities  in  liver  function.) 
Alcohol  complications  would  not  be  unex- 
pected, but  the  majority  of  these  patients  were 
also  at  risk  for  complications  associated  with 
other  drugs  of  abuse,  e.g.  sedative  hypnotic, 
or  narcotic  withdrawal,  amphetamine  psy- 
chosis, etc.  A surprisingly  high  number  of  these 
patients  had  experienced  episodes  of  frank 
psychosis  or  delirium  (Table  V),  and  60%  ad- 
mitted to  periods  of  suicidal  ideation. 
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Softactics 
Medical  Office 
Management  System 


10  Reasons  For  The 
Alternative  Billing  Solution 

1 . Paperless  billing  for  Blue  Shield,  Medicare, 
and  Medicaid. 

2.  Prints  itemized  statements  suitable  for  pa- 
tient's tax  purposes  and  filing  their  own 
claim. 

3.  Patient  account  is  turned  over  for  collection. 

4.  Network  Compatible  Multiuser  permits 
multiple  operators  to  be  inputting  and  ac- 
cessing information  at  the  same  time. 

5.  Program  customization  available  from 
Softactics. 

6.  Provides  statistical  information  on  proce- 
dures provided  month  and  year  to  date. 

7.  Prints  HCFA  I 500  forms  for  other  insurers. 

8.  Large  capacity,  one  installation  averages 
over  1 500  procedures  per  week. 

9.  Daily  transaction  report  for  balancing  daily 
cash. 

10.  General  Ledger,  Accounts  Payable,  Payroll 
available,  patient  scheduling  soon  to  be 
announced. 


Developed  and  Distributed  by  Softactics 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 


Besides  the  diversity  of  substances  used,  the 
substance  abusing  population  is  further  com- 
plicated by  the  high  frequency  of  2 other  major 
psychiatric  diagnoses;  antisocial  personality 
disorder  (ASPD),  and  major  depressive  dis- 
order (MDD).  These  diagnoses  coexisting  with 
substance  abuse  may  well  lead  to  a different 
course  and  possibly  different  outcome.  Ca- 
doret,  et  al,  recently  conducted  a study  in  which 
alcoholics  with  ASPD  were  more  likely  to  re- 
port psychiatric  symptoms  consistent  with 
anxiety,  depression,  mania,  and  psychosis, 
than  were  nonantisocial  alcoholics.*^  Presence 
of  these  symptoms  may  influence  outcome 
greatly.  McLellan,  et  al,  have  shown  that  sub- 
stance abusing  populations  who  have  high 
global  psychiatric  symptom  ratings  tend  to 
have  the  poorest  outcome.*^  Recent  work  done 
at  the  Knoxville  Veterans'  Administration 
Medical  Center  suggests  alcoholics  with  ASPD 
are  "more  likely  to  have  an  early  onset  of  al- 
coholism, be  involved  with  other  illicit  drugs, 
and  show  evidence  of  more  problems  with 
control  of  their  drinking."*^  These  individuals 
may  also  be  more  likely  to  experience  alcohol 
related  motor  vehicle  accidents. ^ 

Coexistence  of  MDD,  whether  primary  or 
secondary  to  substance  abuse,  confers  another 
set  of  complications  on  the  abusing  popula- 
tion. Slater  and  Linn  have  shown  that  "being 
depressed"  is  associated  with  alcoholic  relapse 
and  readmission.*®  Both  Witters,  et  al,  and 
Black,  et  al,  working  with  2 Iowa  substance 
abuse  populations  have  shown  the  presence 
of  MDD,  particularly  if  accompanied  by  non- 
alcohol substance  abuse  to  be  an  important 
risk  factor  for  suicidal  behavior.*-  *^  (It  should 
be  noted  that  almost  1/4  of  our  population  had 
made  suicide  attempts.  Table  V.) 

In  summary,  we  have  described  a local  sub- 
stance abusing  population.  Whether  or  not  this 
sample  is  representative  of  Iowa's  substance 
abusers  is  a function  of  referral  bias  and  un- 
known. Nevertheless,  we  felt  the  diagnostic 
heterogeneity  of  this  population  was  striking 
and  knowleidge  of  the  multiple  and  often  se- 
rious complications  arising  in  this  sample 
would  be  helpful  to  practicing  physicians  in 
all  specialties. 


References 

The  references  noted  in  this  article  are  available  on  request  either  from 
the  author  or  the  editors  of  loWA  medicine 
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Enlarged  Median  Nerve 
Of  Macrodactyly 
Associated  With 
Carpal  Tunnel  Syndrome 


JOHN  G.  GANSKE,  M.D. 
Des  Moines,  Iowa 


This  brief  case  report  describes  a 
rare  additional  cause  of  carpal  tun- 
nel syndrome  — compression  of  an 
enlarged  median  nerve  associated 
with  macrodactyly. 


CARPAL  TUNNEL  is  the  most  common 
compression  neuropathy  in  the  upper 
extremity.  In  contrast,  macrodactyly  is  one  of 
the  rarest  congenital  anomalies.  Median  nerve 
enlargement  of  macrodactyly  has  rarely  been 
reported  as  a cause  of  carpal  tunnel  syn- 
drome.^- ^ 

Case  Report 

A 28-year-old  carpenter  with  long  and  ring 
finger  macrodactyly  had  several  weeks  of  pro- 
gressive right  hand  paresthesias  and  a firm  3 
cm  midthenar  tumor.  (Figure  1)  He  had  a po- 
sitive Phelan's  sign,  a positive  Tinel's  at  the 


The  author  is  in  the  private  practice  of  plastic  and  reconstructive  sur- 
gery in  Des  Moines,  Iowa. 


tumor  and  twice  normal  2-point  discrimina- 
tion in  the  median  nerve  distribution. 

The  transverse  carpal  ligament  was  divided 
and  the  palmar  tumor  was  a 3 cm  diameter 
grossly  enlarged  median  nerve  with  post- 
compression swelling  and  3 enlarged  common 
digital  nerves  to  the  macrodactylous  fingers. 
(Figure  2)  Proximal  to  the  compression,  the 
nerve  was  about  2 cm  diameter  extending  up 
into  the  forearm.  An  external  neurolysis  of  the 
nerve  completed  the  decompression.  (Figure 

3) 

Postoperatively,  the  parasthesias  promptly 
resolved  and  the  2-point  discrimination  is  3 
mm  in  the  median  nerve  distribution. 


r ' 


Figure  1 
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Figure  2 


Figure  3 


Discussion 

Carpal  tunnel  syndrome  is  usually  caused 
by  nonspecific  synovitis.  The  list  of  systemic 
conditions  associated  with  carpal  tunnel  syn- 
drome is  long  and  includes  thyroid  imbalance, 
pregnancy,  menopause,  and  diabetes,  among 
others.  As  many  as  60%  of  patients  with  distal 
radius  fractures  have  symptoms  of  compres- 
sion of  the  median  nerve  sometime  during  their 
treatment. 

Anatomic  variations  causing  carpal  tunnel 
are  less  frequent  and  include  local  tumors  such 
as  lipoma  or  ganglia,  aberrant  muscles  such  as 
palmaris  profundus,  palmaris  longus,  anom- 
alous lumbrical  muscles  or  flexor  superficialis 
muscles.  This  case  presents  a rare  additional 
cause  of  carpal  tunnel  syndrome  — compres- 
sion of  an  enlarged  median  nerve  associated 
with  macrodactyly. 

This  patient  has  a typical  macrodactyly. 
Males  are  more  commonly  affected  than  fe- 
males. Adjacent  2 digit  involvement  is  the  most 
usual  presentation  and  the  fingers  will  com- 
monly diverge  from  each  other.  The  sensibility 
is  usually  normal,  but  the  fingers  tend  to  stiffen 
with  age. 

Macrodactyly  is  rare,  accounting  for  less  than 


1%  of  all  upper  extremity  anomalies.^  All  of 
the  tissues  of  these  fingers  are  usually  en- 
larged. In  addition  to  the  enlarged  digital 
nerves,  the  median  or  ulnar  nerve  is  fre- 
quently enlarged  proximal  to  enlargement  of 
the  other  tissues  of  the  finger*-  ^ as  was  this 
patient's  median  nerve.  The  rarity  of  macro- 
dactyly probably  accounts  for  its  infrequency 
as  a reported  cause  of  carpal  tunnel  syndrome. 

Summary 

This  case  represents  an  unusual  cause  of  car- 
pal tunnel  syndrome:  enlarged  median  nerve 
associated  with  macrodactyly.  Other  common 
and  uncommon  causes  of  carpal  tunnel  syn- 
drome are  discussed  briefly. 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
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Marion  E.  Alberts,  M.D. 


COMMEIMTIIMG 

EDITORIALLY 


GHOULISH  EXPERIMENTS: 
SHOCKING  BENEFITS 


An  interesting  historical  vignette  which 
may  have  a remote  relationship  to  a pres- 
ently used  medical  modality  appeared  in  the 
January  1986  issue  of  the  Scottish  Medical 
Journal."^  In  November,  1818,  the  body  of  a 
hanged  murderer  was  delivered  to  the  Uni- 
versity of  Glasgow  promptly  after  execution 
for  experimental  purposes.  Galvanic  experi- 
ments were  done  in  attempts  to  resuscitate  the 
dead  murderer. 

Matthew  Clydesdale,  age  35,  was  hanged 
for  murdering  with  a coal  pick  an  old  man 
during  a drunken  encounter.  It  is  recorded  he 
was  suspended  from  the  gallows  for  nearly  an 


"The  professors  were  intent  on  re- 
storing life  by  electric  stimulation. 
Pointed  metallic  rods  connected  to 
a battery  were  applied  to  various 
parts  of  the  body  to  stimulate  var- 
ious actions." 


hour  and  made  no  convulsive  movements  after 
he  was  dropped.  Clydesdale's  body  was 
brought  to  the  University  within  10  minutes 
of  being  cut  down.  His  face  appeared  normal, 
neither  livid  nor  swollen.  His  neck  was  not 
dislocated. 

The  professors  were  intent  on  restoring  life 
by  electric  stimulation.  Pointed  metallic  rods 
connected  to  a battery  were  applied  to  various 


* Pattison,  F.L.M.,  The  Clydesdale  Experiments:  An  Early  Attempt  at 
Resuscitation.  Scottish  Medical  Journal,  31:50-52,  January  1986. 


parts  of  the  body  to  stimulate  various  actions. 
For  example,  application  of  the  rods  to  the  heel 
and  the  spinal  cord  at  the  level  of  the  atlas 
caused  violent  extension  of  the  bent  knee. 

In  an  attempt  to  restore  breathing,  the  rods 
were  connected  to  the  left  phrenic  nerve  and 
the  diaphragm.  The  chest  heaved  and  fell  and 
there  was  “relaxing  and  retiring  of  the  dia- 


"Thus,  unwittingly,  perhaps  the  first 
suggestion  of  an  electric  defibril- 
lator was  bom.  Many  lives  have 
been  saved  by  use  of  electric  stim- 
uli to  the  chest  wall  to  alter  abnor- 
mal heart  rhythm." 


phragm."  Application  of  current  to  the  su- 
praorbital nerve  and  the  heel  caused  “most 
extraordinary  grimaces."  Variation  of  the  cur- 
rent caused  facial  expressions  of  rage,  horror, 
despair,  anguish  and  ghastly  smiles.  Truly, 
those  experiments  must  have  bordered  on  the 
ghoulish. 

In  the  original  report,  the  experimenters 
concluded  direct  stimulation  of  the  phrenic 
nerve  appeared  the  most  promising  procedure 
for  restoration  of  life.  Prophetically,  it  was  sug- 
gested that  2 brass  knobs  connected  to  the  bat- 
tery and  firmly  placed  on  the  skin  over  the 
phrenic  nerve  and  the  diaphragm  might  be 
effective. 

Thus,  unwittingly,  perhaps  the  first  sug- 
gestion of  an  electric  defibrillator  was  born. 
Many  lives  have  been  saved  by  use  of  electric 
stimuli  to  the  chest  wall  to  alter  abnormal  heart 
rhythm.  Perhaps  we  are  indebted  to  Profes- 
sors James  Jeffary  and  Andrew  Ure  at  Glasgow 
University  for  carrying  out  such  a unique  ex- 
periment, albeit  in  an  illegal  manner.  — M.E.  A. 
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VERNE  L.  SCHLASER,  M.D. 
1910-1986 


Medicine  and  the  people  have  lost  one  of 
their  great  champions!  Verne  L. 
Schlaser  died  May  23,  1986,  at  his  home  in 
Cape  Fair,  Missouri,  of  leukemia. 

Verne  was  born  June  11,  1910,  at  Keswick, 
Iowa,  and  received  his  primary  education  at 
Thornburg,  Iowa,  graduating  from  high  school 
in  1928.  He  received  the  M.D.  degree  at  the 
University  of  Iowa,  graduating  in  1938,  and 
served  his  internship  at  Iowa  Lutheran  Hos- 
pital. In  1939  he  was  licensed  in  Iowa  and  Mis- 
souri. After  serving  in  the  Navy  in  World  War 
II,  he  established  his  practice  in  Des  Moines. 

Verne  was  active  locally  and  nationally  in 
the  medical  profession.  He  was  a diplomat  of 
the  American  Academy  of  Family  Practice; 
charter  member  of  the  Iowa  Academy  of  Fam- 
ily Physicians  (lAFP);  a past  president  and  na- 
tional delegate  of  lAFP. 

He  was  an  active  member  in  the  Iowa  Med- 
ical Society,  serving  a term  as  president.  Verne 
was  a physician  who  served  his  patients  and 


Reprinted  from  the  August,  1986,  Polk  County'  Medical  Society  Bulletin. 


the  medical  profession  with  equal  concern  and 
diligence. 

He  was  a member  of  the  Masonic  Lodge  in 
Des  Moines,  the  Valley  of  Des  Moines  Con- 
sistory, Za  Ga  Zig  Shrine  and  lOOF.  He  was 
a member  of  the  Methodist  Church  in  Des 
Moines  and  later  of  the  Methodist  Church  in 
Kimberling  City,  Missouri. 

He  and  his  wife,  Eleanor,  raised  and  edu- 
cated 3 daughters.  They  have  5 grandchildren. 
In  1979  Verne  and  Eleanor  retired  to  their  home 
at  Cape  Fair,  Missouri  on  Lake  Tablerock.  Here, 
they  found  a way  to  serve  others.  He  joined 
the  Rescue  Unit  and  was  on  call  for  ambulance 
service.  They  organized  a Senior  Citizens 
Group.  Recently,  Verne  received  the  1986  Jef- 
ferson Award  for  outstanding  community 
service  in  Missouri.  He  is  now  one  of  15  fi- 
nalists selected  nationwide. 

He  served  the  people  wherever  he  lived  and 
touched  their  lives.  All  of  us  who  knew  him 
will  feel  the  void  he  leaves  in  our  lives.  We 
will  miss  him  for  he  was  truly  the  good  phy- 
sician and  a close  friend.  — Wm.  A.  Castles, 
M.D.,  Dallas  Center 


Letter  to  the  Editor 
ATTENTION  NEW  PHYSICIANS 


Dear  Editor: 

I cannot  help  but  comment  on  your  editorial 
in  the  June  issue  of  “Iowa  Medicine."  I am  in 
hopes  that  all  of  our  “new"  physicians  in  the 
state  will  read  this  and  take  heart.  I,  too,  feel 
that  medicine  is  still  a joy  and  that  dealing  with 
the  people  continues  to  be  the  best  part  of  it. 

I have  been  reading  your  column  now  for 
quite  some  time  and  feel  that  your  comments 
are  consistently  pertinent  and  to  the  point.  — 
Craig  A.  Rose,  D.O.,  Mercy  Internship  Class  of 
1971,  Dubuque,  Iowa. 


WHEN  HELP  IS  NEEDED 
CONTACT 

ASSISTANCE  PROGRAM  FOR 
TROUBLED  PHYSICIANS 
IOWA  MEDICAL  SOCIETY 
515/223-1401 

In-State  WATS  — 800/422-3070 
OR  WRITE 
APTP 

IOWA  MEDICAL  SOCIETY 
1001  GRAND  AVENUE 
WEST  DES  MOINES,  IOWA  50265 
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ACID  RAIN 
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Now,  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
tkioden^  ulcers  i 

Heals  active  duodena!  ulcers  after  4 weeks  | 

in  most  patients*^  i 

! 

ZANTAC 300 mg h.s.  270/320  84% 

ZANTAC  150 mg b.i.d.  292/345  g5% 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mgb.i.dZ 
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ranitidine  HCI/Glaxo  300 mg  tablets 


Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  compambie  to  ZANTAC  150  mgb.i.d^-^ 

Headache— sometimes  severe— has  been  reported.  Rare  effects  on  the  CHS.  cardiovas- 
cular. Gi  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica-  ‘ 

tions  which  decrease  gastric  acidity  are  . 

administered.  * 


Glaxo 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


*!t  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heat  ulcers. 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a-nig^  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxosoon^taaets 


References:  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colm-Jones  DG.  Gear  R etal  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984;2:274- 
275.  3.  Colm-Jones  DG,  Ireland  A,  Gear  R et  ah  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984;  77 
(suppi  58)  116-122. 


ZANTAC’  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC’ 300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 


how. . . two  effective 
regimens  to  treat  active 
duodena i uicers 


INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  for  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

in  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain, 

CONTRAINDICATIONS:  ZANTAC’  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC’ ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  ad)usted  m patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATIDN)  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix’  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  R-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  R-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
m mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  (.Salmo- 
nella, E coll)  for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg'kg  to 
male  rats  was  without  effect  oh  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed 

Nursing  Mothers:  ZANTAC  is  secreted  In  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups. 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIDNS:  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC’.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers,  SGRT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subiects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice. 

Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidme-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patiehts  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Inlegumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Dther:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage. The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg'kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD50  values  in  rat  and  mouse  were  83  and 
77  mg'kg,  respectively. 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC’,  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequehcy  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi- 
alysis reduces  the  level  of  circulatmg  ranitidine.  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC’  150  Tablets  (ranitidine  hydrochloride 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  embossed  with 
"ZANTAC  150"  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC’ -300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed 
with  "ZANTAC  300"  on  one  side  and  “Glaxo"  on  the  other.  They  are 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  unit  dose 
packs  of  100  tablets  (NDC  0173-0393-47). 

Store  between  15  and  30  C (59  andSG  F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 

Glaxo 

Glaxo  Inc. 

Research  Triangle  Park.  NC  27709 


1986.  Glaxo  Inc. 


ZAN309 


Printed  in  U.S  A 


June  1986 


MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 

3RD  ANNUAL  CARDIAC 
REHABILITATION  CONFERENCE 

SEPTEMBER  24,  1986 


GUEST  FACULTY 

JAMES  ATKINS,  M.D. 

ASSOCIATE  PROFESSOR  OF  MEDICINE 
SOUTHWESTERN  MEDICAL  SCHOOOL 
DALLAS,  TEXAS 

KENT  BENNER,  M.D. 

ASSISTANT  PROFESSOR  OF 
GASTROENTEROLOGY 
LIPID  METABOLOSIS  AND  CLINIC  NUTRITION 
LAB 

OREGON  HEALTH  SCIENCES  UNIVERSITY 
PORTLAND,  OREGON 


TOPICS: 

“EXERCISE  AND  MEDICATION’’ 

“EFFECTS  OF  FISH  OIL  ON  HYPERLIPIDEMIA  ’’ 

“EXERCISE  TESTING  AND  TRAINING  OF 
CARDIACS:  THE  ROLE  IN  CARDIAC 
REHABILITATION  ” 

“SEXUAL  ACTIVITY  AND  THE  HEART  PATIENT  ” 
“STRESS  AND  CARDIAC  DISEASE  ” 


HERMAN  HELLERSTEIN,  M.D. 

PROFESSOR  OF  MEDICINE 
CASE  WESTERN  RESERVE  UNIVERSITY 
UNIVERSITY  HOSPITALS  OF  CLEVELAND 
CLEVELAND,  OHIO 

SHARON  SATTERFIELD,  M.D. 

ASSISTANT  PROFESSOR  OF  FAMILY  PRACTICE, 
COMMUNITY  HEALTH  AND  PSYCHIATRY 
DIRECTOR,  PROGRAM  IN  HUMAN  SEXUALITY 
UNIVERSITY  OF  MINNESOTA 
MINNEAPOLIS,  MINNESOTA 

GARY  TOLLEFSON,  M.D.,  PH.D. 

ASSOCIATE  PROFESSOR  OF  PSYCHIATRY 
UNIVERSITY  OF  MINNESOTA  AT 
ST.  PAUL-RAMSEY  MEDICAL  CENTER 
ST.  PAUL,  MINNESOTA 


Physician  Fee $50.00 

Physician's  Assistant  Fee  $20.00 

Nursing  Fee  $20.00 

Paramedical  Fee  $20.00 

Complimentary  Residents, 


Interns  & Medical  Students 
ADVANCED  REGISTRATION  REQUESTED! 


A.M.A.  Approved  for  6 hours  Category  I of  the  Physicians' 
Recognition  Award  of  the  American  Medical  Association. 

Nursing  CEU’s:  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVER- 
SITY IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE  ADJACENT  TO  THE  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 

Unless  it’s  Medical  Protective. 


As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


0 Far  t )■  cf.uv  r;  P i'  w cj<  r c y w 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

OF  IRVING,  TWAIN  AND 
CONTEMPLATION 

IN  1820  Washington  Irving  published  his 
Sketch-Book,  a series  of  essays,  travel 
sketches  and  tales  that  brought  him  fame  and 
began  the  reputation  he  earned  as  America's 
first  great  contributor  to  the  world's  literature. 
(Such  a status  could  be  argued  mildly,  but  I 
won't  do  it  here.)  He  began  the  chapter,  "The 
Voyage,"  this  way:  "To  an  American  visiting 
Europe,  the  long  voyage  he  has  to  make  is  an 
excellent  preparative.  The  temporary  absence 
of  worldly  scenes  and  employments  produces 
a state  of  mind  peculiarly  fitted  to  receive  new 
and  vivid  impressions.  The  vast  space  of  waters 
that  separates  the  hemispheres  is  like  a blank 
page  in  existence.  . . . From  the  moment  you 
lose  sight  of  the  land  you  have  left,  all  is  va- 
cancy until  you  step  on  the  opposite  shore  and 
are  launched  at  once  into  the  bustle  and  nov- 
elties of  another  world." 

Now  consider  a later  great  American  writer, 
Mark  Twain.  (It  seems  timely  to  do  that,  since 
this  year's  recurrence  of  Halley's  comet  recalls 
that  Twain  died  at  the  time  of  the  comet's  last 
pass-by  and  he  was  born  at  its  previous  visit 
in  1835.  Not  only  that,  but  the  centennial  of 
the  appearance  of  Huckleberry  Finn  has  just  been 
observed.)  It's  probably  not  known  to  most 
lowans  that  the  young  Twain,  while  still  Sam 
Clemens,  had  connections  with  Keokuk  and 
Muscatine,  assisting  his  older  brother  Orion 
with  his  newspaper  and  printing  efforts  in 
those  towns.  In  1866  Twain  spent  5 months 
visiting  the  Hawaiian  Islands,  with  which  he 
fell  thoroughly  in  love.  His  descriptive  letters 
home,  commissioned  by  the  Sacramento  Union, 
brought  him  his  first  literary  distinction  and 
provided  the  start  of  a highly  successful  career 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


as  a public  lecturer.  In  contrast  to  Irving, 
though.  Twain  chafed  greatly  at  his  ocean  voy- 
age. For  one  thing  the  Pacific  wasn't  at  all  pa- 
cific just  then  and  led  Twain  to  nasty  criticism 
of  Balboa  for  assigning  it  such  an  "inappro- 
priate" name. 

Twain  travelled  on  a steamer  from  San  Fran- 
cisco to  Honolulu  although  most  ocean  travel 
then  was  still  on  sailing  ships.  In  spite  of  hav- 


"It's  probably  not  known  to  most  lo- 
wans that  the  young  Twain,  while 
still  Sam  Clemens,  had  connections 
with  Keokuk  and  Muscatine,  as- 
sisting his  older  brother  Orion  with 
his  newspaper  and  printing  efforts 
in  those  towns." 


ing  been  a riverboat  pilot,  he  had  little  good 
to  say  for  those  days  spent  on  the  ocean,  ob- 
viously being  more  actively  disposed  than  Mr. 
Irving.  Twain  also  showed  his  foresight  and 
commercial  instincts:  "You  can  rest  assured 
that  in  the  tremendous  trade  that  is  to  spring 
up  between  California  and  the  Islands  during 
the  next  few  years,  the  fast  freight  and  pas- 
sengers must  be  carried  by  steamers." 

Twain  would  no  doubt  gain  huge  satisfac- 
tion that  the  average  commercial  flight  now 
takes  little  longer  than  5 hours.  Irving,  though, 
would  likely  not  have  felt  reassured  that  one's 
sensibilities  could  be  readied  so  quickly  for  new 
experience.  Maybe  a corresponding  number  of 
days  sitting  alone  on  a Hawaiian  beach  and 
staring  at  the  sea  would  have  serv^ed  him.  He 
never  tried  it.  I have,  though,  and  there  I read 
Twain's  Letters  from  the  Sandwich  Islands  after  I 
found  a sandy  spot  of  refuge  from  the  sound 
of  motor  cars;  by  contrast,  somehow,  the  surf's 
roar  never  qualifies  as  noise  pollution. 

If  I fail  to  connect  these  ruminations  with 
(Please  turn  to  page  380) 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

GONADOTROPIN-RELEASING 
HORMONE  AND  ITS  ANALOGS 


IN  THE  EARLY  AETERNOON  of  June  24,  1971, 
Andrew  V.  Schally  announced  the  primary 
amino  acid  sequence  of  gonadotropin-releas- 
ing hormone  (GnRH)  at  a meeting  of  the  En- 
docrine Society  in  San  Francisco:  pyro  Glu^- 
His^-T  rp^-Ser^-T  yr^^-Gly^-Leu^- Arg^-Pro^-Gly 
amide.  Since  then,  the  advances  in  our  un- 
derstanding of  the  mechanism  by  which  GnRH 
releases  pituitary  luteinizing  hormone  (LH)  and 
follicle-stimulating  hormone  (FSH)  and  our 
appreciation  of  the  clinical  potential  of  GnRH 
have  increased  coincidentally.  Fast  year  Zi- 
poryn,  writing  in  JAMA,  observed  that 
"There's  almost  no  subspeciality  in  medicine 
that  will  be  left  untouched  by  the  advances 
associated  with  GnRH  or  its  analogs."^  The 
degree  of  interest  surrounding  these  agents 
was  further  evidenced  in  February  1986  when 
the  Endocrine  Society  journal.  Endocrine  Re- 
views, took  the  unprecedented  action  of  de- 
voting an  entire  issue  to  a single  subject  area: 
the  basic  and  clinical  science  of  GnRH.^  Over 
the  past  12  months,  this  peptide  achieved  an- 
other milestone  when  the  first  GnRH  analog, 
Feuprolide  (Abbott),  received  FDA  approval 
for  the  treatment  of  prostate  cancer.  The  pres- 
ent article  describes  key  events  that  led  to  our 
current  understanding  of  the  clinical  relevance 
of  these  agents  and  some  of  the  uses  for  which 
they  now  appear  suitable. 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by 
the  University  of  Iowa  Hospitals  and  Clinics. 


Pharmacological  Considerations 

Molecular  Structure  and  Pattern  of  Admin- 
istration: Solid  phase  peptide  synthesis  (Mer- 
rifield  synthesis)  coupled  with  purification  by 
high  pressure  liquid  chromatography  (HPFC) 
have  made  it  possible  to  synthesize  many 
GnRH  analogs  and,  thereby,  develop  a so- 
phisticated understanding  of  structure-activity 
relations.  To  date,  the  number  of  such  analogs 
tested  is  in  the  thousands,  reflecting  the  keen 
interest  of  individual  laboratories,  govern- 
ment programs,  and  industry. 

It  was  recognized  that  proteolytic  degrada- 
tion of  GnRH  and  its  analogs  occurs  through 
peptide  cleavage  adjacent  to  the  sixth  amino 
acid  position  (Gly).  Substitution  of  dextro- 
rotary  amino  acids  at  the  sixth  amino  acid  po- 
sition resulted  in  a marked  enhancement  of 
metabolic  stability  and,  happily,  the  stabili- 
zation of  a beta-turn  in  the  molecule  that  ap- 
pears essential  for  activity.  Hydrophobic  sub- 
stituents such  as  D-Ala®,  D-Ser(tButyl)^ 
(Buserelin),  D-Trp^  (Tryptorelin),  and  D-Feu^ 
(Feuprolide)  have  been  useful  for  this  purpose 
(See  Table).  Further  substitution  of  an  ethyl- 
amide  for  the  tenth  amino  acid  (glycine-amide) 
enhances  the  affinity  of  analogs  for  the  GnRH 
receptor  by  10-  to  200-fold  and  has  given  rise 
to  superagonists. 

Antagonists  are  typically  created  by  replace- 
ments in  the  first  3 amino  acids  with  hydro- 
phobic  D-amino  acids.  During  recent  years, 
agonists  and  antagonists  have  been  prepared 
with  hundreds  to  thousands  of  fold  the  activ- 
ity of  the  natural  sequence  hormone. 

In  addition  to  structure-activity  considera- 
tions, a second  observation  has  influenced  the 
development  of  GnRH  analogs  and  has  in- 
creased their  potential  as  clinically  useful 
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agents;  the  action  of  the  agents  is  highly  de- 
pendent on  the  pattern  of  administration. 
Knobil  and  his  colleagues  first  showed  in  an 
unrestrained,  nonhuman  primate  model  that 
pulsatile  administration  of  GnRH  maintained 
pituitary  responsiveness,  while  continuous 
administration  led  to  functional  desensitiza- 
tion.^ Thus,  intermittent  GnRH  administration 
leads  to  pulsatile  gonadotropin  release,  while 
continous  delivery  (especially  of  metabolically 
stable  analogs)  produces  a paradoxical 
suppression  of  LH  and  FSH  secretion. 

The  pattern  of  administration  and  the  spe- 
cific agent  chosen  are  dependent,  then,  upon 
the  desired  clinical  effect.  Pituitary  gonado- 
trope  suppression  may  be  achieved  using  con- 
tinuous administration  of  short-acting  GnRH 
or  with  intermittently  delivered  metabolically 
stable  analogs  such  as  Leuprolide.  Agonism 
typically  produces  gonadotropin  release  prior 
to  the  onset  of  desensitization.  Antagonists 
may  also  be  employed  for  the  purpose  of 
suppression;  they  do  not  produce  the  initial 
release  of  LH  measured  in  response  to  GnRH 
agonists. 

Conversely,  pituitary  responsiveness  may 
be  provoked  using  rapidly  metabolized  ago- 
nists, or  GnRH  itself,  administered  in  a pul- 
satile manner.  Administration  may  be  conve- 
niently accomplished  using  portable  small 
pumps  like  those  utilized  for  insulin. 

Distribution  and  Clearance:  Distribution  of 
GnRH  of  hypothalamic  origin  is  limited  to  the 
portal  system,  while  that  from  exogenous 
sources  is  widely  distributed  in  the  extracel- 
lular fluid.  A single  intravenous  injection  re- 
sults in  clearance  that  is  modeled  by  a two- 
compartment  open  system  with  half-life  val- 
ues of  5 minutes  and  15  to  60  minutes.  The 
typical  volume  of  distribution  is  10  to  20  liters; 
a clearance  (MGR)  of  750  to  1,500  ml/min  and 
an  average  transit  time  of  30  minutes  is  meas- 
ured. For  analogs  with  D-amino  acids  in  the 
sixth  position,  the  MGR  is  similar  to  the  native 
hormone  but  clearance  rates  are  slower. 

Extinction  of  the  response  to  pulsatile  GnRH 
administration  is  associated  with  loss  of  the 
peptide  through  degradation  in  serum  or  fol- 
lowing uptake  into  the  liposomal  compart- 
ment. While  fragments  smaller  than  the  dec- 
apeptide  have  no  measurable  pituitary  effects, 
actions  of  fragments  at  extrapituitary  sites  have 
not  been  rigorously  excluded.  The  appearance 
of  immunoreactive,  biologically  active  GnRH 


in  the  urine  suggests  renal  clearance.  More- 
over, renal  failure  slows  GnRH  clearance  but 
hepatic  failure  has  no  effect. 

Routes  of  Administration:  GnRH  and  its  an- 
alogs are  typically  administered  by  subcuta- 
neous (injection  or  implant),  intravenous,  and 
intranasal  routes.  So  far,  no  active  congener 
of  GnRH  has  been  identified  for  oral  admin- 
istration. Optimism  remains  high  for  such  an 
agent,  however,  since  larger  peptides  such  as 
cyclosporin  A may  be  given  orally.  Smaller, 
rigid  structures  of  only  the  active  site  may  be 
identified,  as  has  happened  with  captopril. 

Intranasal  administration  has  been  success- 
fully used  even  though  bioavailability  is  low 
(1-4%)  and  depot  effects  persist  up  to  24  hours. 
Also,  individual  variability  in  response,  usu- 
ally because  of  nasal  congestion,  has  been  fre- 
quently reported. 

Subcutaneous  administration  is  useful  for 
suppression  of  gonadal  function.  Plasma  peaks 
are  predictably  less  crisp  than  intravenous  in- 
jections and,  as  a result,  higher  doses  are  usu- 
ally required.  Depot  effects  have  also  been  re- 
ported, although  the  precise  basis  for  this 
remains  unclear.  Biological  availability  of 
GnRH  administered  by  this  route  typically  ex- 
ceeds 80%. 

Other  routes  include  intramuscular  (for 
which  the  plasma  levels  of  Leuprolide  appear 
similar  to  subcutaneous),  rectal  (bioavailability 
is  low,  0.1-1%),  vaginal  (50-90%  absorption  for 
Leuprolide;  enhanced  by  addition  of  organic 
acids),  intraperitoneal  (liinited  experience),  and 
percutaneous  (typically  0. 1-0.5%  biological 
availability,  which  is  enhanced  by  dimethyl 
sulfoxide). 

Clinical  Applications  of  GnRH  and  Its 
Analogs 

As  one  considers  the  clinical  usefulness  of 
GnRH  and  its  analogs,  it  is  crucial  to  remember 
that  the  agent  selected  and  its  pattern  and 
mode  of  delivery  need  to  be  related  to  the  na- 
ture of  the  disorder  being  treated.  These  con- 
siderations are,  in  fact,  the  basis  for  the  tre- 
mendous potential  for  the  use  of  GnRH  and 
its  analogs  in  a variety  of  situations. 

Endocrine-Responsive  Cancers:  George 
Beatson,  in  1896,  showed  a regression  of  met- 
astatic breast  cancer  following  bilateral  ooph- 
orectomy.^ This  remarkable  demonstration,  as 
(Please  turn  to  page  374) 
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well  as  the  observations  of  subsequent  inves- 
tigators, implicated  hormones  in  the  devel- 
opment and  growth  of  tumors  and  led  to  the 
therapeutic  approach  of  endocrine  manipula- 
tion. 

Breast  Cancer.  About  one-third  of  human 
breast  carcinomas  regress  following  endocrine 
manipulation.  Deprivation  of  a trophic  hor- 
monal influence  is  the  goal  of  therapy,  which 
has  been  approached  surgically  and  medically. 

The  removal  of  the  ovaries  of  premenopau- 
sal patients  is  commonly  done  in  order  to  lower 
circulating  levels  of  gonadal  steroids.  Tumor 
regression  has  been  achieved  in  25  to  30%  of 
patients. 

Tamoxifen,  a nonsteroidal  antiestrogen,  was 
initially  used  to  effect  a chemical  castration;  in 
most  patients,  though,  the  menstrual  cycle  is 
incompletely  suppressed.  This  observation 
may  reflect  the  action  of  tamoxifen  at  the  level 
of  the  pituitary,  where  it  overrides  estrogenic 
inhibition  and  results  in  elevated  levels  of  go- 
nadal steroids.  Aromatase  inhibitors  such  as 
aminoglutethimide  have  been  used  in  an  at- 
tempt to  inhibit  ovarian  steroid  biosynthesis; 
inhibition,  though,  is  insufficient  to  achieve 
estrogen  deprivation. 

At  the  present  time,  the  number  of  studies 
that  have  utilized  GnRH  analogs  for  the  treat- 
ment of  breast  cancer  is  limited.  In  a study  of 
25  premenopausal  patients,  daily  subcuta- 
neous administration  (1-10  mg)  of  Leuprolide 
resulted  in  tumor  regression  in  44%  of  the 
cases.  After  10  weeks  of  therapy,  all  patients 
became  amenorrheic  with  profound  suppres- 
sion of  gonadotropin  and  gonadal  steroid  lev- 
els. These  effects  persisted  throughout  the  re- 
mainder of  the  treatment  period  (54  weeks). 
Similar  results  have  been  obtained  using  Bus- 
erelin.  It  appears,  then,  that  GnRH  analogs 
may  offer  an  approach  to  endocrine  manipu- 
lation of  breast  cancer  that  is  at  least  as  effec- 
tive as  surgical  castration. 

Prostate  Cancer.  Androgen  deprivation  pro- 
duces symptomatic  relief  (80%)  and  tumor 
regression  (50%)  in  patients  with  prostate  can- 
cer. The  goal  of  this  therapeutic  approach  is 
to  achieve  castrate  levels  of  testosterone  and 
dihydrotestosterone  in  order  to  interrupt  the 
trophic  influence  of  these  androgens  on  the 
prostate.  Surgical  and  medical  approaches  to 
androgen  deprivation  have  been  used. 

Bilateral  orchiectomy  is  a simple,  direct 
method  that  eliminates  the  testicular  contri- 


butions (95%)  to  circulating  testosterone.  It  is 
an  operative  procedure,  though,  with  the  at- 
tendant risks  of  anesthesia  and  the  potential 
psychological  effects  of  organ  loss. 

Medical  approaches  have  included  the  use 
of  exogenous  estrogens  (diethylstilbestrol, 
DES),  antiandrogens  (Flutamide;  cyproterone 
acetate;  and  progestational  agents),  and  block- 
ers of  steroid  biosynthesis  (aminoglutethi- 
mide; ketoconazole).  These  therapies  have  re- 
sulted in  significant  side  effects  such  as  the 
fluid  retention,  painful  gynecomastia,  my- 
ocardial ischemia,  and  thromboembolic  events 
reported  with  DES  use.  Alternatively,  GnRH 
analogs  (Leuprolide,  Buserelin,  Tryptorelin) 
have  produced  prostatic  atrophy  and  reduced 
testosterone  levels  with  minimal  side  effects; 
the  only  undesirable  effect  is  hot  flashes,  which 
occur  in  50%  of  patients.  Leuprolide  induces 
the  same  tumor  regression,  without  the  ad- 
verse effects,  as  3 mg  of  DES  daily. 

The  GnRH  analogs  are  potent  agonists  that 
result  in  chemical  castration  by  desensitization 
of  anterior  pituitary  gonadotropes.  Typical 
doses  are  500  micrograms  daily  for  1 month 
and  250  micrograms  daily,  thereafter.  Initially, 
the  GnRH  agonists  stimulate  LH  and  FSH  se- 
cretion with  a resultant  clinical  tumor  flare.  For 
this  reason,  antiandrogens  such  as  Flutamide 
are  sometimes  used  to  block  the  binding  of 
dihydrotestosterone  to  its  cytoplasmic  recep- 
tor during  the  initial  phase  of  therapy.  After 
1 to  2 weeks,  gonadotropin  release  is  inhibited 
with  a concomitant  fall  in  androgen  levels  that 
persists  throughout  the  entire  treatment  pe- 
riod of  2 years.  According  to  the  United  States 
National  Prostatic  Cancer  Project,  a positive 
objective  response  to  GnRH  analogs  occurred 
in  84  of  88  patients  (95.4%)  with  no  history  of 
previous  therapy.  After  2 years  of  treatment, 
the  probability  of  continued  control  is  70% 
compared  to  less  than  10%  with  previously 
used  modalities.  Death  occurred  in  less  than 
11%  after  2 years;  this  outcome  represents  a 
dramatic  improvement  over  the  50%  mortality 
observed  with  previously  used  endocrine  ther- 
apies. 

GnRH  analogs,  then,  offer  an  effective  al- 
ternative for  the  therapy  of  prostate  cancer. 
Their  relative  lack  of  side  effects  is  especially 
attractive  for  patients  with  a history  of  cardi- 
ovascular disease  or  thromboembolic  events 
and  for  whom  orchiectomy  is  unacceptable. 

(Please  turn  to  page  375) 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.Jtie  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired,  if  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  sihgle  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  It  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  Increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide*  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  Inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  riyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aolastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  In  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  ouinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  Instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide' 
although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pa'k™  unit-of-use  bottles  of  100. 
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In  Hypertension"... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&F  Quality 


' Serum  K+  and  BUN  should  be  checked  periodicaTly  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

WYAzror 

25  mg  Hydrochlorothiazide/50  mg  Tnamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 
red  and  'white 
Dyazide*  capsule: 
'Vbur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


©SK&F  Co.,  1983 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules^  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor"  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor"  (cefoclor) 

Summary.  Consult  the  package  literature 
for  prescribing  information, 
indications:  Lower  respiratory  infections, 
inciuding  pneumonia,  caused  by  sus- 
ceptibie  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemoiytic 
streptococci). 

Contraindications:  Known  aiiergy  to 
cephalosporins 

Waminos;  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLiN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1 .5%:  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• Ealse-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape' 
(glucose  enzymatic  test  strip.  Lilly) 

e 1986,  ELI  LILLY  AND  COMPANY  |060485LR| 
AMiiional  inroimtion  available  lo  the 
pmlession  on  lequesl  from  Eh  Lilly  and 
Company.  Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 
Carolina.  Punno  Rico  00630 
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CLINICAL  STATUS  OF  GnRH  ANALOGS.  Adapted  from  reference  2. 


Proprietary 

Name 

Structure 

Developer 

Status 

Dosage  Form 

Agonists 

Gonadorelin 

GnRH 

Ayerst 

Diagnostic  (United  States) 

Injection 

Cystorelin 

GnRH 

Hoechst 

Cystic  ovaries  in  cattle 
(United  States/Europe) 

Injection 

Cryptorelin 

GnRH 

Hoechst 

Cryptochidism  (Sweden) 

Injection 

Leuprorelin 

[D-Leu^Pro^NHEt]GnRH 

Abbott 

Prostatic  cancer  (United 

Daily 

(Leuprolide) 

(TAP) 

States/Germany) 

injection 

Tryptorelin 

[D-Trp^]GnRH 

DeBiopharm/ 

Lederle 

Advanced  clinical  trial, 
various  indications 

Injection, 

injectable 

polymer 

[D-Trp^Pro^NHEt]GnRH 

Salk  Institute 

Clinical  trial,  various 
indications 

Injection 

Lutrelin 

[D-Trp^NMeLeu^ 

Pro^NHEtJGnRH 

Wyeth 

Clinical  trial 

Injection 

Buserelin 

[D-Ser(tBu)^Pro^NHEt]GnRH 

Hoechst 

Prostatic  cancer  (West 
Germany) 

Advanced  clinical  trial, 
various  indications 

Daily 
injection, 
followed  by 
nasal 

(Zoladex) 

[D-Ser(tBu)^ 

Aza-Gly'°]GnRH 

ICl  Ltd. 

Prostatic  cancer 

Polymer 

implant 

Histrelin 

fD-His(Bzl)^ 

Pro^-NHEt]GnRH 

Population 

Council/Ortho 

Clinical  trial,  endometriosis 

Daily 

injection 

Nafarelin 

acetate 

[D-Nal(2)^]GnRH 

Syntex 

Advanced  clinical  trial, 
various  indications 

Nasal/injectab 

polymer 

[D-Nal(2)^Aza-Gly'°]GnRH 

Syntex 

Veterinary  trials,  various 
indications 

Polymer 

implant 

Antagonists 

[N-Ac-D-pCI-Phe’  ,D-pCl-Phe2, 
D-TrpLD-ArgLD-Ala'°]GnRH 

Organon 

Clinical  pharmacology 

Injection 

[N-Ac-D-Nal(2)',D-pCl-Phe^ 

D-Trp^D-hArg(Et2)^ 

D-Ala'°]GnRH 

Syntex 

Clinical  pharmacology 

Injection 

*The  nomenclature  in  this  table  (and  the  remainder  of  this  article)  is  to  specify  the  amino  acids  differing  from  the  naturally  occurring  releasing 
hormone. 


Central  Precocious  Puberty:  Premature  ac- 
tivation of  the  hypothalamic-pituitary-gonadal 
axis  before  the  age  of  8 years  in  girls  or  9 years 
in  boys  may  result  in  undesirable  effects  that 
include  psychosocial  difficulties  and  adult  short 
stature  due  to  early  epiphyseal  closure.  Most 
of  these  cases  are  idiopathic  or  are  caused  by 
hypothalamic  lesions  such  as  hamartomas.  In 
the  past,  children  requiring  therapy  have  re- 
ceived progestational  agents  or  antiandro- 


gens. Although  these  agents  successfully  stop 
menses  and  produce  some  regression  of  sec- 
ondary sexual  characteristics,  they  typically  fail 
to  affect  the  accelerated  rate  of  skeletal  mat- 
uration and  also  produce  significant  side  ef- 
fects. Long-acting  GnRH  agonists,  though, 
successfully  halt  the  premature  release  of 
GnRH  and  reduce  all  of  the  subsequent  un- 
desirable side  effects  in  a fashion  that  is  free 
(Please  turn  to  page  376) 
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of  serious  side  effects.  Buserelin  therapy  for  8 
weeks  with  daily  subcutaneous  injections  re- 
sults in  a suppression  of  nocturnal  gonadotro- 
pin release  that  is  rapidly  reversed  after  the 
treatment  period  is  completed. 

Delayed  Puberty:  Puberty  is  heralded  by  an 
increase  in  the  amplitude  and  frequency  of 
nocturnal  LH  pulsations.  Episodic  release  of 
GnRH  in  an  appropriate  pattern  and  amount 
is  a critical  factor  underlying  this  process.  In 
some  children  the  GnRH  signal  appears  in- 
adequate, either  in  pattern  or  amount,  and  pu- 
berty is  delayed. 

Intermittent  administration  of  GnRH  has 
been  successfully  used  as  a catalyst  for  the 
development  of  puberty.  Patients  with  Kail- 
man's  syndrome  (congenital  GnRH  deficiency 
and  anosmia)  have  responded  with  a normal 
progression  of  pubertal  events  following  pul- 
satile GnRH  treatment.  Replacement  therapy 
has  been  facilitated  with  portable  infusion 
pumps  that  may  be  programmed  to  deliver 
GnRH  in  a pulsatile  pattern  simulating  en- 
dogenous release. 

Fertility  Promotion:  The  expectation  that 
GnRH  might  represent  an  effective  and  safe 
profertility  agent  was  not  realized  until  the 
physiological  significance  of  pulsatility  be- 
came apparent.  Since  then,  ovulation  induc- 
tion has  been  demonstrated  using  automatic 
portable  pumps  adjusted  to  infuse  GnRH  every 
60  to  120  minutes.  This  approach  has  been 
especially  gratifying  for  individuals  with 
polycystic  ovarian  disease  who  did  not  re- 
spond to  clomiphene. 

In  males,  spermatogenesis  has  been  suc- 
cessfully induced.  GnRH  given  subcutane- 
ously every  2 hours  with  portable  infusion 
pumps  produces  pulsatile  secretion  of  LH  and 
FSH  after  a week  of  therapy  in  men  with  idi- 
opathic hypogonadotropic  hypogonadism. 
Normal  testosterone  levels  are  achieved  and 
testicular  enlargement,  which  is  the  earliest 
indication  of  puberty,  becomes  apparent  after 
4 weeks  of  treatment.  Pubertal  changes  occur 
and  are  maintained  for  the  duration  of  GnRH 
therapy. 

Cryptorchidism:  Undescended  testicles  have 
traditionally  been  treated  surgically  (orchido- 
pexy)  or  with  human  chorionic  gonadotropin 
(HCG).  Although  these  approaches  typically 
result  in  scrotal  relocation  of  the  testes,  fertility 
is  commonly  compromised  because  of  germ 
cell  abnormalities. 


The  GnRH  analog  Buserelin  has  successfully 
induced  testicular  descent  when  given  intra- 
nasally  in  doses  of  200  micrograms  6 times 
daily  over  a 4-week  period.  During  the  treat- 
ment interval,  LH  levels  increase  progres- 
sively, but  FSH  rises  and  then  declines.  Inter- 
estingly, there  may  be  a physiological 
advantage  to  the  interaction  between  the  go- 
nadotropins and  testes  since  those  patients 
who  received  Buserelin  have  achieved  normal 
counts  of  mature  germ  cells. 

Contraception:  As  mentioned  previously, 
continuous  administration  of  GnRH,  or  long- 
acting  agonists,  results  in  pituitary  desensiti- 
zation and  decreased  pituitary  gonadotropin 
secretion.  Nasal  inhalation  of  Buserelin  and 
Nafarelin  has  produced  anovulation;  sper- 
matogenesis, though,  is  incompletely  sup- 
pressed. Undesirable  side  effects  from  the  in- 
duction of  a hypogonadal  state  have  presented 
significant  problems  that  include  diminished 
libido,  impotence,  and  bone  mineral  loss.  Be- 
cause of  these  problems,  attention  has  recently 
focused  on  the  use  of  GnRH  agonists  with  sup- 
plemental testosterone.  The  use  of  GnRH  an- 
tagonists to  shorten  the  luteal  phase  has  also 
been  considered.  A considerable  amount  of 
research  will  be  necessary  before  GnRH  ana- 
logs become  practical  contraceptive  alterna- 
tives. 

Endometriosis:  Ectopically  implanted  en- 
dometrium onto  the  pelvic  peritoneum  has 
been  responsible  for  disabling  discomfort  in 
many  women.  Oophorectomy  and  danazol 
have  been  used  to  suppress  ovarian  estrogen 
secretion  and  thus  stimulation  of  the  estrogen 
receptors  in  the  aberrant  endometrium.  Re- 
cently, though,  medical  castration  has  been 
accomplished  using  daily  100  microgram  doses 
of  a GnRH  agonist.  During  the  first  2 weeks 
of  therapy,  variable  increases  in  estradiol  lev- 
els are  observed  presumably  due  to  the  re- 
sponse of  developing  follicles  to  FSH,  which 
is  initially  released  by  the  agonist.  After  4 weeks 
of  therapy,  though,  ovarian  estrogens  and  an- 
drogens are  reduced  to  castration  levels. 

Other  Applications:  GnRH  and  its  analogs 
appear  to  have  many  other  potential  applica- 
tions. Experimentally,  these  agents  have  been 
used  for  the  treatment  of  acne,  hirsutism, 
polycystic  ovarian  disease,  and  to  protect  the 
gonads  during  chemotherapy. 

Diagnostically,  GnRH  offers  a valuable  tool 
for  the  evaluation  of  gonadotropic  function  in 
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persons  with  hypogonadotropic  hypogonad- 
ism and  tumors  involving  the  hypothalamus 
or  pituitary. 

And  finally,  GnRH  analogs  represent  pow- 
erful and  specific  research  probes  that  will  en- 
hance our  understanding  of  the  basic  regula- 
tory processes  underlying  reproductive 
function.  — P.  Michael  Conn,  Ph.D.,  Profes- 
sor and  Head,  Department  of  Pharmacology  and 
James  R.  Hansen,  M.D.,  Postdoctoral  Fellow, 
Pharmacology  and  Pediatric  Endocrinology. 
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Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages; 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone;  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


Your  Investment  Advisor 
Should  Take  Your 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group.  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines.  Iowa  50309 


Statesman  Investment 
Advisors,  Inc. 

515-284-7648 
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Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

rTT> 

EFFECT  OF  STATE  GOVERNMENT 
REORGANIZATION  ON  THE  IOWA 
DEPARTMENT  OF  PUBLIC  HEALTH 


ONE  OF  THE  MOST  SIGNIFICANT  pieces  of  leg- 
islation passed  by  the  1986  General  As- 
sembly is  Senate  File  2175  which  reorganized 
Iowa  state  government.  Virtually  all  state 
agencies  were  affected  by  the  bill.  Some  agen- 
cies were  consolidated  or  abolished,  some  were 
expanded,  and  some  newly  created. 

The  purpose  of  the  legislation  is  to  stream- 
line the  operation  of  state  government.  The 
executive  branch  was  reduced  from  68  to  24 
agencies,  a more  reasonable  number  to  man- 
age. The  Governor  was  provided  with  in- 
creased capacity  to  efficiently  and  effectively 
carry  out  the  functions  of  that  office.  The  leg- 
islative policymaking  capability  and  oversight 
of  programs  will  also  be  improved.  The  pub- 
lic's understanding  of  government  programs 
and  their  relationships  with  administrative 
agencies  will  be  enhanced  as  well.  The  reor- 
ganization bill  calls  for  a more  responsive  state 
government,  allowing  for  the  careful  appraisal 
of  new  and  existing  programs  based  upon 
changes  in  need. 

The  Iowa  State  Department  of  Health  is  now 
the  "Iowa  Department  of  Public  Health." 
Merged  with  it  is  the  former  Iowa  Department 
of  Substance  Abuse  which  administers  pro- 
grams and  funds  targeted  for  the  prevention 
and  treatment  of  alcohol  and  drug  related 
problems.  Ms.  Mary  L.  Ellis,  who  has  served 
as  director  of  that  agency  since  1983,  has  been 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


named  Commissioner  of  the  Iowa  Department 
of  Public  Health.  Ms.  Ellis  is  a Registered  Phar- 
macist, has  a M.P.A.  degree  from  Iowa  State 
University  and  has  partially  completed  a Ph.D. 
program  at  ISU.  She  is  a former  vice-chair- 
person  of  the  State  Board  of  Health. 

The  State  Board  of  Health  will  be  changed 
in  composition  from  9 members,  all  repre- 
senting health  disciplines,  to  include  4 mem- 
bers representing  the  general  public  as  con- 
sumers. The  Governor  will  appoint  1 consumer 
in  1987,  2 in  1988,  and  the  final  one  in  1989. 

Another  significant  change  is  the  placement 
of  the  following  "boards"  within  the  health 
department:  Medical  Examiners,  Pharmacy 
Examiners,  Dental  Examiners  and  the  Board 
of  Nursing.  Each  board,  however,  will  retain 
its  own  policymaking  and  rulemaking  author- 
ity. 

One  of  the  major  responsibilities  of  the  health 
department  before  reorganization  was  the  in- 
spection, certification  and  licensing  of  health 
facilities.  That  responsibility  was  transferred 
to  the  new  Department  of  Inspections  and  Ap- 
peals along  with  the  regulatory  activities  of 
several  other  state  agencies.  The  health  facil- 
ities division  licenses  and/or  certifies  — for 
Medicare  and  Medicaid  participation  — many 
types  of  facilities,  including  hospitals,  nursing 
homes,  facilities  for  the  mentally  retarded,  res- 
idential facilities,  home  health,  hospice,  and 
other  providers.  Full  licensing  authority  under 
the  Code  of  Iowa  will  now  be  placed  in  the 
Department  of  Inspections  and  Appeals. 

In  addition  to  reorganizational  changes, 
there  are  several  program  changes  that  affect 
the  new  Department  of  Public  Health.  Begin- 
ning October  1,  the  Department  will  admin- 
ister a $1.1  million  appropriation  for  obstetrical 
patient  care.  This  program  will  enable  finan- 
cially eligible  individuals  to  receive  obstetrical 
(Please  turn  to  page  380) 
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The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 


Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are; 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
AFFILIATED  WITH  BERGAN  MERCY  HOSPITAL,  CHILDRENS  HOSPITAL,  AND  METHODIST  HOSPITAL 
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and  newborn  care  from  providers  in  or  near 
their  local  community.  Previously,  these  peo- 
ple received  care  from  the  University  of  Iowa 
Hospitals  and  Clinics  in  Iowa  City.  The  pro- 
gram will  not  duplicate  financial  assistance  or 
services  already  provided  by  Medicaid  and/or 
existing  maternal  and  child  health  programs. 
The  Department's  responsibility  will  include 
developing  eligibility  criteria,  rules  and  pro- 
cedures, processing  billings  from  providers, 
and  participating  in  studies  of  the  program's 
operation  during  the  next  2 years.  The  county 
general  relief  directors  will  be  involved  in  the 
local  administration  of  the  program. 

The  Department  has  also  been  assigned  re- 
sponsibility for  the  Crippled  Children's  Pro- 
gram under  Title  V.  The  legislation  provides 
for  the  Department  to  contract  with  the  Uni- 
versity of  Iowa  for  the  continuation  of  the  Mo- 
bile and  Regional  Child  Health  Specialty  Clin- 
ics. 

Other  changes  include  the  transfer  of  the 
Deaf  Services  program  from  the  health  de- 
partment to  the  new  Department  of  Human 
Rights,  and  the  elimination  of  the  Advanced 
Emergency  Medical  Care  Council.  The  De- 
partment of  Public  Health  will  have  the  re- 
sponsibility for  authorization  of  ambulance  and 
rescue  squad  services  operating  at  the  Ad- 
vanced EMT  or  Paramedic  level.  The  Board  of 
Medical  Examiners  will  continue  to  have  rule- 
making  authority  for  the  examination  and  cert- 
ification of  advanced  Emergency  Medical 
Technicians  and  Paramedics. 


OUR  MAN  IN  EDUCATION 

(Continued  from  page  371) 


education,  the  editor  will  deny  me  future  ac- 
cess to  this  space.  So  here  comes  the  connec- 
tion; goal-oriented  purposes  count,  not  idle 
reflection,  it  too  often  seems.  Recall,  Ar- 
chimedes in  his  tub  and  Newton  under  his 
apple  tree  were  each  at  the  time  working  to 
solve  some  puzzle,  although  1 submit  that  at 
the  fabled  moment  of  inspiration  they  each 
probably  thought  their  minds  were  either  blank 
or  otherwise  engaged.  The  mind  can  he  forced 
to  solve  problems  only  up  to  a point.  And 
that's  why  certain  moments  of  rest  ought  to 
be  worth  at  least  double  value  in  CME  credit 
hours. 


June  1986  Morbidity  Report 


Disease 

June 

1986 

Total 

1986 

to 

Date 

1985 

to 

Dote 

Most  June  Coses 
Reported  From 
These  Counties 

Aids 

1 

10 

5 

NA 

Amebiasis 

2 

18 

28 

Floyd,  Johnson 

Brucellosis 

0 

1 

1 

— 

Chickenpox 

222 

6612 

5318 

Scattered 

Campylobacter 

39 

139 

no 

Scattered 

Cytomegalovirus 
Eatons  Agent 

1 

12 

3 

Polk 

Infection 

1 

6 

6 

Polk 

Encephalitis,  viral 

0 

4 

11 

— 

Erythema  Infectiosum 

42 

260 

0 

Scattered 

Gastroenteritis  (GIV) 

347 

11631 

10055 

Scattered 

Giardiasis 

17 

151 

174 

Scattered 

Hepatitis,  A 

2 

26 

24 

Pottav^attamie,  Scott 

Hepatitis,  B 

3 

44 

50 

Black  Hawk,  Johnson, 
Woodbury 

Hepatitis,  Non  A-B 
Hepatitis 

3 

14 

10 

Des  Moines,  Polk, 
Pottawattamie 

type  unspecified 

0 

0 

5 

— 

Herpes  Simplex 

112 

631 

554 

Scattered 

Herpes  Zoster 

1 

1 

0 

Linn 

Histoplasmosis 

Infectious 

3 

14 

11 

Floyd,  Marion,  Monroe 

mononucleosis 

Influenza, 

6 

152 

104 

Black  Hawk,  Jones,  Linn 

lob  confirmed 
Influenza-like 

0 

247 

169 

— 

illness  (URI) 

1066 

71637 

24937 

Scattered 

Legionellosis 

1 

6 

3 

Poweshiek 

Malaria 

Meningitis 

0 

1 

1 

— 

aseptic 

6 

17 

11 

clay,  Dubuque,  Polk, 
Scott,  Webster 

bacterial 

9 

48 

78 

Scattered 

meningococcal 

1 

10 

7 

Linn 

Mumps 

2 

15 

8 

O'Brien,  Polk 

Pertussis 

0 

9 

3 

— 

Rabies  in  animals 

20 

97 

87 

Scattered 

Reye  Syndrome 

0 

0 

4 

— 

Rheumatic  Fever 
Rubella 

0 

6 

0 

— 

(German  measles) 

1 

1 

1 

Black  Hawk 

Measles 

23 

41 

0 

Johnson,  Monona,  Polk, 
Scott 

Salmonellosis 

15 

68 

111 

Scattered 

Shigellosis 
Toxic  Shock 

0 

4 

9 

— 

Syndrome 

Tuberculosis 

0 

4 

5 

— 

total  ill 

1 

23 

38 

Scott 

bact.  pos. 

1 

20 

37 

Scott 

Typhoid  Fever 
Venereal  diseases: 

0 

1 

0 

— 

Gonorrhea 

317 

1859 

2111 

Scattered 

Chlamydia 

207 

1208 

20 

Scattered 

Syphilis 

1 

6 

14 

Polk 

Other  Non-Reportable  Diseases:  Rotavirus  — 1 , Dubuque,  1 , Linn; 
Ureaplasma  urealyticum  — 1 , Cedar,  1 , Dubuque,  2,  Johnson,  2,  Linn, 
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QUESTIONS  AND  ANSWERS 

(Continued  from  page  357) 


of  any  data  which  gives  us  specific  numbers. 
I think  the  problem  can  be  partly  solved  by 
strengthening  the  Assistance  Program  for 
Troubled  Physicians  and  by  educational  ef- 
forts to  increase  physicians'  understanding  of 
laws  governing  the  distribution  of  these  drugs. 

What  can  physicians  do  to  help  curtail  diver- 
sion of  prescription  drugs? 

Some  relatively  simple  measures  which 
could  make  a significant  impact  on  the  prob- 
lem can  be  adopted  by  the  physician.  Among 
these  are: 

• Don't  leave  prescription  pads  lying  around 
the  office  or  examining  rooms. 

• Don't  prescribe  controlled  drugs  without 
examining  the  patient.  Issuing  a prescription 
pursuant  to  a telephone  call  or  based  on  a third 


party's  description  of  the  patient's  condition 
makes  the  physician  an  easy  mark  for  diver- 
sion schemes. 

• Adopt  policies  and  procedures  to  assure 
records  are  kept  on  the  issuance  of  all  pre- 
scriptions and  on  requests  for  refills.  Mainte- 
nance of  these  records  will  prevent  misuse  and 
abuse  and  may  help  to  identify  the  "profes- 
sional" patient. 

• Be  suspicious  of  any  patient  who  demands 
a specific  controlled  substance  or  who  pro- 
duces records  from  an  out-of-state  practitioner 
to  support  their  request  for  a narcotic  or  stim- 
ulant. 

• Write  prescriptions  so  the  quantities  or 
strength  of  the  drug  cannot  be  easily  altered. 
Quantities  should  be  written  both  alphabeti- 
cally and  numerically  [e.q.  thirty  (30)].  Do  not 
write  quantities  in  Roman  or  Arabic  numerals 
only. 

• Don't  carry  large  quantities  of  controlled 
substances  and  don't  store  office  drugs  where 
patients  have  easy  access  to  them. 


Dx:  recurrent 


HeRpecin-L^ 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPEClN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 


Medical  Developments 

NEWS/PRODUCTS. 
PROGRAMS,  ETC. 


AIDS  REPORT  — "Answers  About  AIDS"  is 
a new  consumer  information  report  published 
by  the  American  Council  on  Science  and 
Health.  To  receive  a copy  of  fhis  booklet  send 
a self-addressed,  stamped  (39e  postage),  busi- 
ness size  (#10)  envelope  to  AIDS  Report, 
ACSH,  47  Maple  Street,  Summit,  New  Jersev 
07901. 

lOOTH  ANNIVERSARY  — It  all  started  with 
a friable  pill,  one  which  dissolves  readily  in 
the  patient.  A young  practicing  physician  in 
Hastings,  Michigan,  was  granted  a patent  for 


NEBRASKA  METHODIST 
HOSPITAL 

ANNUAL  HOWARD  B.  HUNT 
CANCER  SEMINAR; 

Environment  and  Cancer, 
Update  on  AIDS, 

Laser  Therapy  for  Cancer 

OCTOBER  10,  1986 
ALL  DAY  SEMINAR 

Nebraska  Methodist  Hospital 
8303  Dodge  Street 
Omaha,  Nebraska  68114 

FOR  FURTHER  INFORMATION  CALL: 
402/390-4035 


this  discovery,  and  then  with  his  brothers.  The 
Upjohn  Pill  and  Granule  Company  was 
founded.  This  year  marks  the  100th  anniver- 
sary of  one  of  our  loyal  advertisers.  We  salute 
the  Upjohn  Company  and  wish  this  fine  phar- 
maceutical company  a happy  centennial  year. 

COMPANION  PRODUCT  — Diprolene 
Cream  0.05%,  betamethasone  dipropionate, 
has  been  introduced  to  the  prescription  market 
by  Schering  Laboratories.  This  is  a companion 
product  to  Diprolene  Ointment  which  was 
marketed  in  1983. 


RECENT  BOOKS 


Giscard  d'Estaing,  Valerie  Anne,  1985,  The 
World  Almanac  Book  of  Inventions,  World  Al- 
manac Publications,  New  York,  N.Y.,  $10.95. 
This  almanac  presents  brief  discussions  on  over 
2,000  innovations  ranging  from  the  bizarre  to 
amazing  technologic  advances  in  many  facets 
of  life  — agriculture,  science,  medicine,  art, 
and  industrv,  to  mention  a few.  This  is  a verv 
interesting  and  informative  collection  of  fact 
and  trivia.  It  may  ser\^e  as  a reference  work  as 
well  as  interesfing  casual  reading. 

The  Physician  and  the  Hopelessly  111  Patient,  1985, 
Society  for  the  Right  To  Die,  250  West  57th 
Street,  New  York,  N.  Y.  10107,  Paperback, 
$5.00.  This  is  an  excellent  informative  resource 
for  any  professional  involved  in  the  legal, 
medical  and  ethical  aspects  of  caring  for  the 
hopelessly  ill  patient.  The  first  section  dis- 
cusses the  physician  responsibilities  to  this 
type  of  patient.  Next,  there  is  a question  and 
answer  section  on  the  legal  aspects  of  allowing 
to  die.  Last,  there  is  a state-by-state  summary 
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of  living  will  legislation  and  case  law.  Every 
hospital  should  have  copies  of  this  publication 
for  easy  availability  to  physicians,  nurses,  and 
other  patient  care-givers. 


Korneluk,  Greg  N.,  1985,  Practice  Enhancement: 
The  Physician's  Guide  to  Success  in  Private  Prac- 
tice, Macmillan  Publishing  Co.,  New  York, 
N.  Y.,  $23.50.  This  book  offers  many  practical 
ways  to  market  a medical  practice  in  a world  of 
professional  competition.  Also,  the  many 
aspects  of  office  management  to  enhance  a suc- 
cessful practice  are  discussed.  A "must”  book 
for  the  young  physician  starting  a practice. 


Youniss,  James,  and  Smollar,  Jacqueline,  1985, 
Adolescent  Relations  With  Mothers,  Fathers,  and 
Friends,  University  of  Chicago  Press,  Chicago, 
Illinois,  $25.00.  The  authors,  after  extensive 
interviews,  provide  considerable  insight  into 
the  sociological  and  psychological  mysteries  of 
adolescents.  Their  relationships  with  peers  as 
well  as  parents  are  examined  in  depth. 


Fuller,  Wayne  E.,  1985,  The  Old  Country  School, 
University  of  Chicago  Press,  Chicago,  Illinois, 
paper,  $1.95.  This  research  story  of  rural  ed- 
ucation in  the  middle  west  is  a bit  of  social 
history  as  well.  It  is  obvious  the  author  did 
much  research  in  his  study  of  a most  inter- 
esting facet  of  education  from  the  mid-nine- 
teenth to  the  early  twentieth  century. 


Greenstein,  Jack,  1986,  What  The  Children  Taught 
Me,  The  University  of  Chicago  Press,  Chicago, 
Illinois,  $15.  A series  of  informative  and  in- 
teresting stories  related  by  a teacher  in  Chi- 
cago schools.  Twenty-three  years  of  coping 
with  children  under  various  conditions  pro- 
vided many  experiences. 


Meichenbaum,  Donald,  1985,  Coping  with 
Stress,  Facts  on  File  Publications,  New  York,  N.Y. 
$13.95.  Life  is  stress.  This  small  book  presents 
an  analysis  of  stress  and  methods  of  coping 
with  the  effects  of  stress.  The  discussions  are 
concise  and  informative.  The  cartoons  by  Mel 
Caiman  add  a note  of  meaningful  humor. 


TIME  SAVING 
PRESCRIPTION 
FOR  MEOICAL 
STAFFS 


PERMA  STAMP"  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meetyour 
specific  needs  or  stock  imprints  available. 


Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp®  . 

We' re  Iowa’s 
Only  Perma  Stamp 
Manufacturer! 

MAKES  BETTER  IMPRESSIONS 


PERMA 
TAMP 


DES  MOINES  STAMP  MFC.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


THE  TELEPHONE  COMPANY 

FOR  BUSINESS  SERVING 


CENTRAL  IOWA 


FOR  PROFESSIONAL 
PLANNING  OF  A CUSTOM 
DESIGN  TELEPHONE 
SYSTEM,  PLEASE  CALL 


• AUTHORIZED  COMDIAL 
DEALER 

• TELEPHONE  SYSTEMS 

• 1 TO  14  LINES  TO  MEET 
YOUR  GROWING  NEEDS 

• STABILIZE,  REDUCE  AND 
CONTROL  COSTS 

• CALL  AND  COMPARE 
PRICES 


SCHUYLER  TELEPHONE  COMPANY 

122  SOUTH  MAIN,  WOODWARD,  lA  50276 

TOLL  FREE  1-800-438-4012 


August  1986  / 383 


News  About  Colleagues 

m 

ABOUT 

IOWA  PHYSICIANS 

Dr.  William  Bender  began  family  practice  in 
Holstein  in  May.  Dr.  Bender  received  the  M.D. 
degree  at  the  University  of  Wisconsin  and  in- 
terned at  St.  Luke's-Mercy  Hospital  in  Cedar 
Rapids.  Prior  to  locating  in  Holstein,  Dr. 
Bender  practiced  emergency  medicine  in  Ve- 
rona, Wisconsin.  . . . Dr,  John  F.  Murphy, 
Boone,  has  been  appointed  assistant  clinical 
professor  of  family  medicine  at  the  U.  of  1. 
College  of  Medicine.  Dr.  Murphy  has  served 
on  the  College  of  Medicine  faculty  for  several 
years  and  in  1985  was  named  educator  of  the 
year  by  the  Iowa  Academy  of  Family  Physi- 
cians. He  has  been  practicing  family  medicine 


in  Boone  since  1969  and  will  continue  his  pri- 
vate practice.  . . . Dr.  Stephen  Gruba  and  Dr. 
Bethel  Kopp  have  joined  the  staff  at  the  Ro- 
sary Medical  Center  in  Corning.  Both  received 
their  M.D.  degrees  at  Creighton  University 
School  of  Medicine  in  Omaha,  Nebraska, 
where  Dr.  Gruba  served  a family  practice  res- 
idency and  Dr.  Kopp  a residency  in  internal 
medicine.  Prior  to  locating  in  Corning,  the 
couple  provided  medical  care  in  the  Appala- 
chian Mountain  area.  . . . Dr.  Kenneth].  Gee, 
Shenandoah,  retired  from  medical  practice  in 
May.  Dr.  Gee  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine.  He  had  practiced 


^ 

THERE  IS  NO  SUBSTITUTE  FOR 
HIGH-QUALITY,  PERSONAL  SERVICE! 

tlUi  to-  044/i  oalued  in 

UUi  044/1  6jeco4ui  decoAo  tlte.  me<IUocU 

aufufuutitif,  GcM,  on  44/i 

Your  dealer  is: 

Hawkeye  Medical  Supply, 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

“After  the  sale  . . . it’s  the  SERVICE  that  counts.  ” 

V y 


Inc. 

IOWA  WATS 
1 -800-272-6448 
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medicine  in  Shenandoah  for  almost  40  years. 

. . . Dr.  William  G.  Halverson,  New  Hamp- 
ton, has  been  named  to  fill  vacancy  on  New 
Hampton  City  Council.  . . . Dr.  James  R.  Laf- 
erriere  has  joined  the  Fort  Dodge  Medical  Cen- 
ter. Dr.  Laferriere  received  the  M.D.  degree  at 
the  University  of  Massachusetts  Medical  School 
and  served  his  pediatric  residency  at  the  Mayo 
Clinic  in  Rochester,  Minnesota.  . . . Dr.  George 
L.  Baker,  former  associate  dean  in  the  De- 
partment of  Pediatrics  at  the  U.  of  I.  College 
of  Medicine,  has  been  named  vice  president 
and  medical  director  of  the  Mead  Johnson  Nu- 
tritional Division.  . . . Dr.  Robert  A.  Sautter, 
Mt.  Vernon,  has  retired  from  medical  practice. 
Dr.  Sautter  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine.  He  began  medical 
practice  in  Mt.  Vernon  in  1952.  . . . Dr.  Roger 
I.  Ceilley,  Des  Moines,  was  a program  partic- 
ipant at  the  annual  meeting  of  the  Maryland 
Academy  of  Family  Physicians  in  Ocean  City, 
Maryland.  Dr.  Ceilley  spoke  on  “Advances  in 
Dermatology  for  the  Elderly,"  and  “Derma- 
tologic Manifestations  of  Systemic  Disease." 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

54th  ANNUAL 
POSTGRADUATE  ASSEMBLY 

OCTOBER  27,  28  and  29,  1986 

RED  LION  INN 
OMAHA,  NEBRASKA 

FOR  INFORMATION  CONTACT 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7363  Pacific  Street,  Suite  205-B 
Omaha,  Nebraska  68114 
(402)  397-1443 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 

David  E.  Black,  CFP  Rex  Voegtiin,  CFP 

Duane  C.  Abbey,  Ph.D.,  CFP  Fred  R.  Fernatt,  CPA,  CFP 

Attend  IMS/CFS  Special  Workshops 
Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  ESC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER  • MEMBER  NASD  • MEMBER  SIPC 
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PHYSICIANS, 
WE  SCHEDULE 
OUR  TIME  TO  FIT 
YOUR  TIME. 

We’re  very  flexible  in  the 
Army  Reserve  about  time.  We 
take  into  account  your  practice, 
your  time  and  availability. 

We’re  not  flexible  about  the 
quality  of  medicine.  We  demand 
much  of  ourselves  and  of  every 
member  of  our  medical  team. 

If  you’d  like  to  learn  more 
about  the  medical  opportunities 
in  a nearby  Army  Reserve  unit, 
call  your  Army  Medical 
Personnel  Counselor: 

MAJOR  LARRY  MATTHEWS 
612-854-7702  COLLECT 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


CLASSIFIED 

ADVERTISING 


FOR  SALE  BY  RETIRING  PHYSICIAN  — Medical  equipment,  exam 
room  and  waiting  room  furniture,  some  instruments,  excellent  micro- 
scope and  large  file  cabinet.  Make  offer.  Phone;  515/432-2184  or  515/ 
432-2145. 


50%  OPE  — Previously  owned  medical,  laboratory,  office,  x-ray,  and 
ultrasound  equipment  in  excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Office  appraisals  available  by  certified  surgical  consultants.  Call 
Medical  Equipment  Resale  and  Repair,  Inc.  319/477-6880. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIAN  — Monday-Friday  (days 
only).  Large  acute  care  hospital  in  southeast  Iowa.  Contact  Gary  Man- 
sheim,  M.D.,  Chairman,  Emergency  Room  Committee,  Burlington 
Medical  Center,  Burlington,  Iowa  52601.  319/753-5117. 


FAMILY  PRACTICE  PHYSICIAN,  GENERAL  INTERNIST  AND  SUR- 
GEON NEEDED  — To  join  2 board-certified  family  physicians  and  1 
board-certified  surgeon  in  new  medical  office  building.  Contact  J.  B. 
McConville,  M.D.,  200  South  Main,  Centerville,  Iowa  52544.  515/856- 
8684. 


PHYSICIAN  ASSISTANT  — Recent  University  of  Iowa  graduate  seek- 
ing full  or  part-time  employment  as  PA  in  the  Des  Moines  area.  Con- 
siderable skills,  varied  interests,  very  good  educational  and  work  back- 
ground. Resume  with  references  available  upon  request.  Write  or  call 
Shirley  Keenan-Allyn,  1801  Hickman  Road,  Des  Moines,  Iowa  50314. 
515/280-9021. 


EAMILY  PRACTICE  — Southeast  Iowa.  Salary  plus  benefits.  New  three- 
physician  clinic.  Specialty  backup.  Call  or  write  Paul  W.  Scott,  M.D., 
1005  East  Pennsylvania  Avenue,  Ottuma,  Iowa  52501.  515/682-4594. 


IMMEDIATE  OPENING  — One  Staff  Psychiatrist  and  1 General  Prac- 
titioner at  250-bed  acute  treatment  psychiatric  hospital,  JCAH  approved, 
affiliated  with  University  of  Iowa  College  of  Medicine.  Comprehensive 
program  including  2 adult  psychiatric  units,  adolescent  unit,  children's 
unit,  alcohol  and  drug  abuse  unit  with  innovative  community  liaison. 
Eclectic  approach.  Eorty-hour  week.  No  night  or  weekend  on  call.  Sit- 
uated in  picturesque  northeast  Iowa  near  large  cities  with  cultural  ad- 
vantages. Ideal  for  family  living.  Golf  club,  hunting  and  fishing  area, 
good  schools,  etc.  Salary  to  $73,445.  State  law  protects  employees  against 
malpractice.  State  pension  plan.  Unique  deferred  annuity  plan.  Blue 
Cross/Blue  Shield  or  HMO  plan.  Social  Security  eligibility.  Generous 
sick  leave  and  vacation.  Immediately  available.  Write  or  call  collect 
B.  J.  Dave,  M.D.,  Superintendent,  Mental  Health  Institute,  Independ- 
ence, Iowa  50644.  319/334-2583.  An  Equal  Opportunity  Employer. 


FAMILY  PRACTICE  SPECIALIST  — Marshfield  Clinic  Department  of 
Family  Medicine  is  seeking  a BE/BC  Family  Practitioner  to  replace  a 
retiring  colleague.  The  physician  joining  this  six  member  department 
will  enjoy  the  support  of  one  of  the  nation's  largest  multispecialty 
groups,  share  the  philosophy  of  family  oriented  care  with  a preventive 
focus,  and  enjoy  full  hospital  privileges  but  without  the  distractions  of 
OB  or  surgical  responsibilities.  Marshfield  Clinic  offers  an  excellent 
salary  plus  extensive  fringe  benefits.  Please  send  curriculum  vitae  to: 
John  Folz,  Assistant  Director,  Marshfield  Clinic,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5181. 
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PEDIATRICIAN  — Excellent  opportunity  to  join  4 pediatricians  in  a 
very  active  practice.  Growing  community,  excellent  hospital  with  teach- 
ing opportunities  available.  Close  to  Milwaukee.  Contact  John  R.  Guy, 
M.D.,  1111  Delafield  Street,  Waukesha,  Wisconsin  53188.  414/542-2536. 


FOR  SALE  — 3 rooms  medical  office  equipment,  excellent  condition. 
Contact  Jose  V.  Amorin,  Jr.,  M.D.,  P.O.  Box  216,  Perry,  Iowa  50220. 
515/676-2847 


IMMEDIATE  OPENING  — For  family  practitioner  in  small  Iowa  town. 
Vacancy  has  resulted  from  illness  of  only  physician.  Practice  is  affili- 
ated with  Fort  Dodge  Medical  Center  with  benefits  of  centralized  man- 
agement, record  keeping,  profit  sharing,  etc.  Write  Jack  Grandgeorge, 
Administrator,  Fort  Dodge  Medical  Center,  South  Kenyon  Road,  Fort 
Dodge,  Iowa  50501.  515/573-4141. 


AMBULATORY  CARE  CENTER  PHYSICIAN  — Full  Hme  position 
available  for  a family  physician  interested  in  the  acute  care  of  patients, 
send  CV  to  G.L.  Schmit,  M.D.,  375  Collins  Rd.,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/393-0222. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  “MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


STAFF  PHYSICIAN  — For  Student  Health  Services,  University  of  Iowa. 
Salary  negotiable  and  competitive.  An  Equal  Opportunity/Affirmative 
Action  Employer.  Send  letter  of  application  and  curriculum  vitae  to 
Mary  Khowassah,  M.D.,  Student  Flealth  Services,  Steindler  Building, 
Iowa  City,  Iowa  52242. 


FAMILY  PRACTICE/INDUSTRIAL  PHYSICIAN  — Needed  for  rapidly 
expanding  F.P. /Industrial  Clinic  in  picturesque  Southeastern  Wiscon- 
sin. Controlled  hours  and  practice  variety  make  this  an  ideal  practice 
within  brief  driving  of  professional  sports,  fine  arts  and  outdoor  sports. 
Salary  negotiable.  Send  C.V.  to  Mark  Sorenson,  Westmound  Clinics, 
N683  Westmound  Drive,  Waukesha,  Wisconsin  53186.  414/549-9100 


INTERNAL  MEDICINE  LOCUM  TENENS  — Available  after  July  8, 
1986.  Two  university  trained  internal  medicine  physicians  available  for 
locums  work.  For  details  call  or  write  Stene/Wahls,  RR  1,  Box  86,  Nich- 
ols, Iowa  52766  or  319/723-4418. 


FAMILY  PRACTITIONER  — The  Midelfort  Clinic,  a 70  physician  mul- 
tispecialty group  practice  with  a growing  HMO,  is  seeking  family  prac- 
tice physicians  for  several  locations  — Main  facilities  in  Eau  Claire, 
Wisconsin,  a university  city  of  50,000;  New  satellite  facility  in  Chippewa 
Falls,  Wisconsin,  a progressive  community  of  15,000;  Satellite  facility 
in  Barron,  Wisconsin,  in  a modem  office  adjacent  to  the  hospital  where 
call  will  be  shared  with  seven  other  clinic  family  physicians.  All  offer 
excellent  practice  opportunities,  attractive  salary  and  fringes.  Contact 
Donald  R.  Griffith,  M.D.,  Medical  Director,  Midelfort  Clinic,  Ltd.,  733 
W.  Clairemont  Avenue,  P.O.  Box  1510,  Eau  Claire,  Wisconsin  54702- 
1510.  715/839-5222 


EMERGENCY  MEDICINE  — Position  available  now.  Regional  Level 
II  facility  with  full  spectmm  patient  clinical  presentations.  Routine 
ACLS/ATLS  utilization  required.  Contact  C.  Lindquist,  M.D.,  Emer- 
gency Services,  P.O.  Box  1791,  Fort  Dodge,  Iowa  50501. 


URGENT  CARE  CENTER  — Physicians  needed  for  full  or  part  time 
position  at  clinic  in  Illinois  Quad  Cities  area.  Must  have  a valid  Illinois 
license  and  BNDD  license.  Call  319/338-6825  Evenings  between  7 P.M. 
and  10  P.M. 


FOR  SALE  — WA  oto-ophthalmo  halogen  pocket  set.  Complete  with 
recharger  and  batteries;  case  and  holder.  Only  used  a few  times.  Write 
or  call  Scott  Linge,  M.D.,  1511  Matterhorn  Dr.  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/363-9767.  HALF  PRICE,  S149. 


FOR  SALE  — DELUXE  MEDICAL  BUILDING  — In  Cedar  Falls,  Iowa. 
1,500  sq.  ft.  including  an  attached  garage,  parking  area,  and  some  fur- 
nishings available  for  lease  or  sale.  Contact  John  T.  McCoy,  M.D.,  2325 
Hawthorne  Drive,  Cedar  Falls,  Iowa  50613.  319/266-2381. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modem,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 


MEDICAL  BILLING  — Are  your  accounts  receivable  figures,  cash  flow, 
bad  debt  write-off,  and  profit  margins  where  they  should  be  to  meet 
the  high  demands  on  todays  practice?  Let  the  experts  at  our  service 
bureau  handle  your  billing  and  collection  needs  professionally.  We  can 
assist  you  by  reducing  your  costs,  improve  your  cash  flow,  and  make 
your  practice  more  profitable.  Call  us  for  a free  evaluation.  Contact 
Dwight  Hughes,  Professional  Management  Systems,  Waterloo,  Iowa 
50701.  319/232-6000. 


THANKS  TO  OUR  ADVERTISERS 


Army  Medicine  386 

Bankers  Leasing  Company 377 

Blue  Cross/Blue  Shield  366 

Campbell  Laboratories  381 

Coordinated  Financial  Services  385 

Des  Moines  Stamp  Manufacturing  Co 383 

Glaxo/Roche  368  A,  B,  C,  D 

Hawkeye  Medical  Supply,  Inc 384 

Iowa  Physicians  Mutual  Insurance  Trust 346-347 

Lilly,  Eli  & Company  374B 

Magnetic  Imaging  Centre  379 

Medical  Protective  Company  370 

Mercy  Hospital  Medical  Center  350,  363,  369 

Nebraska  Methodist  Hospital  382 

Omaha  Mid-West  Clinical  Society  385 

Peoples  Drug  Stores  358 

Prouty  Company  348 

Roche  Laboratories  391-392 

Skytel  383 

Smith,  Kline  & French  354A,  374A 

Statesman  Communications  377 

Softactics 362 

Upjohn  Company 354B 


August  1986  / 387 


Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


ELECTRODIAGNOSIS 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

447  14TH 
DES  MOINES  50311 
515/286-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MDINES  50309 
515/243-8676 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
3 1 9/351  “7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSDCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DDNALD  L.  BURROWS,  M.D. 

PULMDNARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MDINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MDINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MOINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.O.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D., 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  8.  GOFFSTEIN,  M.D. 
2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR.  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  8.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.O., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  OEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  8.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANOEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  28 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

IMS  Quarterbacks  A 
Team  Effort 

The  final  report  of  the  Prescription  Abuse 
Data  Synthesis  (PADS)  project  is  the  cul- 
mination of  a team  effort  by  various  organi- 
zational entities  which,  at  the  outset,  may  have 
been  just  a little  wary  of  one  another.  It  became 
a project  in  which  the  Iowa  Medical  Society  is 
proud  to  have  played  a leading  role. 

"At  first,  I think  everyone  was  a little  con- 
scious of  protecting  their  own  turf,"  comments 
James  F.  Stiles,  M.D.,  Cedar  Rapids,  chairman 
of  the  IMS  Committee  on  Alcoholism  and  Drug 
Abuse  and  a PADS  participant.  "Then,  a re- 
alization developed  that  we  were  all  there  for 
one  purpose  — to  identify  problems  and  find 
ways  to  cope  with  them." 

The  PADS  project  is  the  brainchild  of  the 
American  Medical  Association.  Designed  to 
gauge  the  seriousness  of  a state's  prescription 
drug  diversion  problem,  the  PADS  process  has 
been  completed  in  21  states,  including  Iowa. 
When  approached  by  the  AMA  to  initiate 
PADS,  the  IMS  responded  affirmatively  and 
enlisted  the  Governor's  office  as  a sponsor. 

"We  can't  thank  the  Governor's  office 
enough  for  its  role  in  this  project,"  stresses 
Dr.  Stiles.  "The  AMA  also  deserves  a pat  on 
the  back  for  taking  the  lead  and  providing  vital 
financial  and  technical  assistance." 

The  project  commenced  when  the  IMS  in- 
vited representatives  of  19  state  agencies  and 
professional  associations  to  attend  the  first 
PADS  meeting. 

PADS  participants  then  began  the  process 
of  gathering  data  on  prescription  drug  usage 
patterns  in  specified  areas  of  Iowa,  analyzing 
these  patterns  and  targeting  certain  drugs  for 
further  analysis  and  investigation.  Dr.  Stiles 
was  the  IMS  physician  liaison  to  the  PADS 


group.  He  met  regularly  with  the  IMS  Com- 
mittee on  Alcoholism  and  Drug  Abuse,  keep- 
ing committee  members  apprised  of  the  prog- 
ress of  the  PADS  project  and  seeking  their 
guidance. 

"Physicians  had  quite  a bit  of  input,  espe- 
cially during  the  data-gathering  stage  of  the 
project,"  relates  Dr.  Stiles.  "We  were  able  to 
apprise  the  PADS  group  of  potential  problem 
areas  in  the  raw  data  and  offer  explanations 
for  certain  prescription  drug  usage  patterns." 

The  IMS  Committee  on  Alcoholism  and  Drug 
Abuse  played  another,  equally  important  role. 

"We  had  to  let  the  regulatory  agencies  know 
that  we  support  them  and  the  work  they  do," 
he  says. 

Although  the  PADS  group  has  completed 
its  final  report  and  its  recommendations  for 
strengthening  Iowa's  system  for  dealing  with 
prescription  drug  diversion.  Dr.  Stiles  empha- 
sized the  group's  work  has  not  ended. 

In  fact,  the  PADS  group  has  its  most  im- 
portant work  ahead  — deciding  how  to  im- 
plement the  recommendations  formulated  after 
over  a year  of  research.  The  IMS  will  play  a 
key  role  in  this  phase  of  the  project,  also. 

"All  this  data  will  be  made  available  to  the 
IMS  Committee  on  Assistance  Program  For 
Troubled  Physicians,"  Dr.  Stiles  explains.  "In 
addition,  we  plan  to  focus  on  educating  Iowa 
physicians  about  how  drug  scams  work  and 
how  to  prevent  them." 

Dr.  Stiles  rates  the  PADS  project  a success 
and  praises  all  the  organizations  contributing 
their  time  and  expertise. 

"The  State  of  Iowa  was  the  real  winner,"  he 
concludes. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 

ii.  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

ii.  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  th£ 
patient  the  following  day 


References:  1.  Kales  J.  elal:  Clin  Pharmacol  Ther  /2  691- 
697  JuItAuq  1971  2.  Kales  A,  elal:  Clin  Pharmacol  Ther 
18  356-361  Sep  1975  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  elal  Clin  Pharma- 
col r/rer 32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
JAmGerafrSoc  27  541 -546,  Dec  1979  6.  Dement  WC, 
elal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 1^-150.  Apr  1983 
8.  Tennant  FS,  elal  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther 21  355-361, 
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Before  prescribing,  pleose  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Eftective  in  all  types  ot  insomnia  characterized 
^Tby  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
ituations  requiring  restful  sleep  Objective  sleep  laboratory 
idata  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
' - ACADl  intermittent,  prolonged  administration  is  generally  not 
M _ necessary  or  recommended  Repeated  therapy  should  only 
undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tiurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  tiurazepam  Instruct 
potients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedotion  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (tiurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


brand  of 


tiurazepam  HCI/Roche  ® 

sleep  that  satisfies 


1 5-mg/30-mg 
capsules 


Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probobly  indicative  otdrug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nousea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  6U  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevoted  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  ettect  Adults 
30  mg  usual  dosage,  1 5 mg  may  suffice  in  some  potients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  tiurazepam 
HCI 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^*®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

DALMANE 

brand  of 

flurazepam  HCI/Roche® 

sleep  that  satisfies 
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YOUR  IOWA  MEDICAL 
SOCIETY  LIABILITY 
INSURANCE  PROGRAM  - 

The  Difference  Is  Iowa 
Physician  Involvement!! 

Communicate  With  Your  Patients 
and  Their  Families  — RAPPORT. 

Hardly  ever  is  a malpractice  action 
brought  when  the  physician  takes 
time  to  communicate.  Remember, 
communication  involves  both  talk- 
ing and  listening.  Look  at  the  image 
you  and  your  ottice  are  projecting; 
do  it  regularly 

Have  A Plan  That  Shows 
You  Have  Made  A Sound  and 
Thorough  Appraisal  Of  Your 
Patient  — REASON!! 

Evaluate  the  patient  thoroughly 
Consider  all  treatment  alternatives. 
Be  able  to  demonstrate  you  con- 
structed a care  plan.  Remember, 
you  are  being  held  to  the  standard 
ot  care  ot  a similarly-trained  physi- 
cian in  similar  circumstances. 

Document  What  You  Do  and 
What  You  Say  — RECORDS!!! 

They  soy  it  it  isn't  documented, 
you  didn't  do  it.  That's  close  to  true. 
Medical  records  that  are  accurate. 


tactual,  thorough,  and  prepared 
timely  are  essential.  The  process 
involves  time  and  expense  — but 
you'll  recoup  many  times  over  it 
they  prevent  a malpractice  action. 

Get  In  Touch  With  Your  Insurance 
Company  Immediately  If  A Prob- 
lem Arises  — REPORTING!! 

Prompt  reporting  ot  a ditticult  situ- 
ation can  serve  everyone's  best 
interests.  It  you  discover  a potential 
problem  call  your  insurance  carrier 
without  delay 


THE  IPMIT/AMACO  HOTLINE 
Now  Serves  Upwards  of  750  Iowa 
Physicians  — Call  Whenever  You 
Have  A Question  — 800/422-3070 


IPMIT/AMACO  Medical 
Liability  Insurance  is  sold 
and  serviced  by  IMS  SERVICES, 
1001  Grand  Avenue, 

West  Des  Moines,  Iowa  50265. 

IMS  SERVICES 

is  a wholly-owned  subsidiary 
of  the  Iowa  Medical  Society. 
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ABOUT  THE  COVER  — The  healthy  mother  and 
baby  pictured  on  our  cover  are  Wilma  M.  Ga  jdel 
and  her  daughter,  9-month-old  Anna  Aleksan- 
dra  Gajdel  of  Des  Moines.  This  month's  iowa 
MEDICINE  focuses  On  healthy  mothers  and  healthy 
babies,  with  articles  on  prenatal  care,  genetics, 
nutrition  and  the  nationwide  "Healthy  Moth- 
ers, Healthy  Babies"  coalition.  Photo  by  David 
F.  Penney  Photography. 
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A.M.A.  Approved  for  6 hours  Catetory  I of  the  Physicians’ 
Recognition  Award  of  the  American  Medical  Association 

Nursing  CEU’s;  0.6  (6  contact  hours) 

Other  CME  accreditations  are  pending. 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVER- 
SITY IN  DES  MOINES,  IOWA.  PARKING  IS  AVAILABLE  ADJACENT  TO  THE  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
(515)  247-3042 
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PRESIDENT'S 

PRIVILEGE 

/ .:M 

■HB 

IMS  Events 

Membership  in  the  Iowa  Medical  Society 
has  many  benefits,  but  none  more  val- 
uable than  the  various  activities  filling  the  IMS 
schedule  of  events  each  year.  The  1986-87  ac- 
tivity agenda  is  no  exception  to  this  rule. 

In  the  coming  months,  physicians  will  have 
many  opportunities  to  explore  pertinent  med- 
ical topics  and  become  involved  in  the  busi- 
ness of  the  Society.  Several  of  these  deserve 
special  mention. 

An  excellent  series  of  ongoing  and  special 
events  began  this  month  with  the  September 
8-11  Risk  Management  Seminars,  a new  ad- 
dition to  the  IMS  schedule.  In  October,  the 
IMS  will  cooperate  in  2 more  new  events  — 
the  October  2 Health  Fraud  Conference  and 
the  October  23  Health  Issues  Conference. 

"Communications"  — the  focus  issue  of  my 
presidency  — will  be  the  theme  for  the  Oc- 
tober 15  IMS/IMS  Auxiliary  Joint  Leadership 
Conference  in  Amana.  The  program  will  ex- 
plore medicine's  communication  with  others. 
The  1987  Annual  Meeting  and  Scientific  Ses- 
sion will  round  out  the  year.  Plans  are  under- 
way for  Scientific  Session  programs  which  will 


provide  CME  credits  and  risk  management  ed- 
ucation credits  for  IPMIT  insureds. 

In  addition  to  these  and  other  special  activ- 
ities, there  will  be  more  than  a hundred  com- 
mittee meetings  where  the  bulk  of  IMS  busi- 
ness is  accomplished.  The  many  physicians 
who  contribute  to  these  ongoing  tasks  deserve 
a pat  on  the  back. 

As  we  begin  a new  activity  year,  consider 
the  potential  benefit  of  becoming  involved  in 
the  organization  that  represents  you.  You  have 
a lot  to  offer  and  a lot  to  gain. 


C 

G 

L.  Dean  Caraway,  M.D. 

President 
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The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 


Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are: 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
AFFILIATED  WITH  BERGAN  MERCY  HOSPITAL,  CHILDRENS  HOSPITAL,  AND  METHODIST  HOSPITAL 


Advanced  Diagnostic  Medicine  For  Better  Health  Care 


healthy  mothers,  healthy  babies 


Iowa  Healthy  Mothers, 
Healthy  Babies  Coalition 


HERAAAN  A.  HEIN,  M.D. 

ELIZABETH  THOMSON,  R.N.,  M.S. 
Iowa  City,  Iowa 
JOYCE  BORGMEYER 
Des  Moines,  Iowa 


Today,  we  understand  considerably  more 
about  the  health  problems  of  infants  than 
we  did  a generation  ago.  We  also  know  more 
about  things  parents  can  do  prior  to  the  onset 
of  pregnancy  to  give  their  babies  the  best  pos- 
sible start  in  life.  Unfortunately  this  knowl- 
edge tends  to  be  primarily  available  to  health- 
care professionals  rather  than  to  prospective 
parents. 

The  National  Healthy  Mothers,  Healthy  Ba- 
bies Coalition  is  an  association  of  over  70 
professional,  voluntary  and  governmental  or- 
ganizations with  a common  interest  in  mater- 
nal and  child  health.  It  includes  organizations 
such  as  the  American  Academy  of  Family  Phy- 
sicians, the  American  Academy  of  Pediatrics 
and  the  American  College  of  Obstetricians  and 
Gynecologists.  It  was  developed  to  foster  the 


Dr.  Hein  is  a professor  in  the  Department  of  Pediatrics  at  the  U.  of  I. 
College  of  Medicine.  He  also  directs  the  Iowa  Statewide  Perinatal  Care 
Program.  Elizabeth  Thomson  is  clinical  coordinator  for  the  Regional  Ge- 
netic Consultation  Service  at  the  U.  of  I.  Joyce  Borgmeyer  is  program 
administrator  for  the  Maternal  and  Child  Health  Section,  Iowa  Depart- 
ment of  Public  Health  in  Des  Moines, 


The  National  Healthy  Mothers, 
Healthy  Babies  Coalition  is  an  as- 
sociation of  organizations  with  a 
common  interest  in  maternal  and 
child  health.  This  article  explains 
the  overall  goals  of  the  coalition.  It 
also  outlines  activities  of  the  Iowa 
Healthy  Mothers,  Healthy  Babies 
Coalition.  The  authors  are  tri-chairs 
of  the  Iowa  coalition. 


dissemination  of  public  information  promot- 
ing improved  health  for  mothers  and  babies. 
Its  goals  are: 

• Promote  public  awareness  and  education  in 
preventive  health  habits  for  pregnant  women 
and  their  families. 

• Develop  information  networks  among 
groups  concerned  about  improving  health 
of  mothers  and  babies. 

• Distribute  public  education  materials  on  top- 
ics related  to  improving  maternal  and  child 
health. 

• Assist  in  the  development  of  state  healthy 
mothers,  healthy  babies  coalitions. 

The  Iowa  Healthy  Mothers,  Healthy  Babies 
Coalition  began  organizational  activities  ap- 
proximately one  and  a half  years  ago.  Today, 
the  Iowa  Coalition  has  over  30  member  orga- 
nizations. Representatives  from  the  private  and 
public  health  care  sector,  voluntary  organiza- 
tions, educational  representatives  and  the 
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general  public  are  members  of  the  Coalition. 

Members  of  the  Iowa  Coalition  have  already 
begun  development  of  educational  materials 
designed  to  improve  maternal  and  infant  health 
in  this  state.  These  materials  are  designed  or 
screened  to  meet  the  needs  of  the  Iowa  au- 
dience. Our  first  public  service  message  was 
televised  on  Mother's  Day,  1986.  It  encour- 
aged pregnant  women  to  eat  well,  get  plenty 
of  rest  and  exercise,  seek  early  prenatal  care 
and  avoid  alcohol,  cigarettes  and  other  drugs 
or  medications  not  prescribed  by  their  physi- 
cian. Extensive  written  materials  are  being  de- 
veloped to  be  distributed  in  the  near  future. 

The  challenge  of  the  Iowa  Healthy  Mothers, 
Healthy  Babies  Coalition  is  to  develop  con- 
vincing educational  messages.  This  is  no  small 
task.  The  information  is  available;  delivering 
it  to  potential  parents  who  may  not  be  recep- 
tive is  the  real  challenge. 

We  believe  Iowa's  youth  must  learn  the  im- 
portance of  a healthy  lifestyle,  especially  dur- 
ing their  reproductive  years.  Accordingly,  the 
Coalition  hopes  to  work  with  educators  to  de- 


velop materials  that  will  be  incorporated  into 
school  curricula  beginning  at  the  elementary 
level.  In  addition,  we  plan  to  continue  offering 
public  education  via  television,  radio  and  writ- 
ten communications. 

We  are  pleased  that  the  editors  of  Iowa 
Medicine  have  given  us  the  opportunity  to  ac- 
quaint Iowa  physicians  with  the  Iowa  Healthy 
Mothers,  Healthy  Babies  Coalition.  Included 
in  this  issue  are  3 articles  about  factors  which 
may  have  a direct  bearing  on  pregnancy  out- 
come. One  article  acquaints  Iowa  physicians 
with  young  people's  habits  and  general  life- 
styles that  may  affect  the  health  of  their  chil- 
dren. Other  articles  explore  the  current  state 
of  the  art  of  prenatal  care  and  prevention  strat- 
egies that  can  be  utilized  with  the  reproducing 
couple. 

We  hope  you  enjoy  this  issue  of  Iowa  Med- 
icine and  seek  your  support  for  the  Iowa 
Healthy  Mothers,  Healthy  Babies  Coalition. 
Because  of  your  efforts,  Iowa  has  become  a 
very  good  place  to  be  born.  We  hope  to  con- 
tinue to  work  together  to  make  it  even  better. 


CLARKSON  MEDICAL 
LECTURE  SERIES 


INFECTIOUS  DISEASE  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  21, 1986  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  Michael  B.  Gregg,  M.D. 

Peter  N.  Heseltine,  M.D. 

Martin  G.  Myers,  M.D. 

Gregg  F.  Wright,  M.D. 

Topics  include: 

Update  on  AIDS 

New  Developments  in  Pediatric  Infectious 
Diseases 

New  Antibiotics 

Cost  Effective  Antibiotic  Usage 

The  Role  of  the  Centers  for  Disease  Control 
(CDC)  in  Infection  Prevention  in  the  United 
States 

For  more  information  call  402-559-3378 


Immunization  Controversies 
Workshops 

8 C.M.E.  and  8 A.A.F.P.  credits 
to  be  awarded. 

Lecture  Series  courtesy  of 
Bishop  Clarkson  Memorial  Hospital 
Medical/Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 
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healthy  mothers,  healthy  babies 


Prenatal  Care  in  1986 


BARBARA  A.  BEATTY,  M.D. 

Des  Moines,  Iowa 

and 

MICHAEL  W.  VARNER,  M.D. 
Iowa  City,  Iowa 


IDEALLY,  GOOD  PRENATAL  CARE  is  a contin- 
uation of  physician  supervised  health  care 
established  prior  to  conception.  As  a result  of 
such  care,  any  chronic  diseases  or  congenital 
anomalies  are  likely  to  have  been  recognized 
and  appropriate  steps  taken  to  minimize  or 
eliminate  their  adverse  effects  during  a preg- 
nancy. Preconception  counseling  can  be  used 
to  educate  high-risk  patients  about  the  mor- 
bidity and/or  mortality  associated  with  preg- 
nancy, as  well  as  any  alterations  in  medical 
management  which  might  be  required  during 
gestation. 

Perhaps  the  best  example  of  the  usefulness 
of  preconception  counseling  is  patients  with 
insulin  dependent  diabetes  mellitus.  In  this 
condition,  perinatal  morbidity  and  mortality 
are  increased,  but  can  be  diminished  by  main- 
taining maternal  blood  sugar  control  within 
non-diabetic  blood  sugar  ranges.  Periconcep- 
tual  blood  sugar  control  in  such  patients  is 
associated  with  a significant  reduction  in  the 


Dr.  Beatty  is  associated  with  the  Department  of  Obstetrics  and  Gyne- 
cology at  Iowa  Methodist  Medical  Center  in  Des  Moines.  Dr.  Varner  is 
an  associate  professor  in  the  Department  of  Obstetrics  and  Gynecology 
at  the  University  of  Iowa  College  of  Medicine. 


Good  prenatal  care  is  vital  for  op- 
timizing the  likelihood  a pregnancy 
will  result  in  both  a healthy  mother 
and  a healthy  baby.  Although  many 
basic  clinical  features  of  good  pre- 
natal care  have  not  changed  sig- 
nificantly, the  past  decade  has  seen 
a significant  expansion  in  the  spec- 
trum of  comprehensive  antenatal 
care.  This  article  reviews  current 
recommendations  for  prenatal  care 
in  Iowa. 


incidence  of  congenital  anomalies.  Diseases 
other  than  diabetes  should  also  prompt  pre- 
conception counseling.  Representative  dis- 
eases include  severe  hypertension  (140/100  or 
greater),  renal  disease,  isoimmunization  and 
other  hematologic  disorders,  cardiovascular 
disorders  (symptomatic  heart  disease,  stenotic 
valvular  disease,  or  aortic  coaraction,  myocar- 
dial dysfunction,  actual  or  potential  right  to 
left  shunting),  thyroid  disease,  inflammatory 
bowel  disease,  autoimmune  diseases  (eg.  — 
lupus),  and  seizure  disorders. 

Optimally  women  should  have  a rubella  an- 
tibody titer  screening  prior  to  undertaking  a 
pregnancy.  This  can  be  carried  out  at  the  time 
of  their  initial  visit,  annual  gynecologic  eval- 
uation or  family  planning  visit.  If  a woman  is 
found  not  to  be  immune  to  rubella,  an  im- 
munization can  be  given  prior  to  conception. 
A woman  who  is  given  the  rubella  immuni- 
zation should  be  encouraged  to  refrain  from 
undertaking  pregnancy  until  2 to  3 months 
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after  the  immunization  even  though  the  im- 
munization has  not  been  clearly  shown  to  be 
teratogenic. 

Pre-pregnancy  care  also  includes  promotion 
of  a preconceptual  healthy  life  style.  Women 
planning  for  pregnancy  should  be  particularly 
encouraged  to  stop  smoking  and  alcohol/drug 
abuse,  as  all  of  these  unfavorably  effect  preg- 
nancy outcome.  In  cases  of  possible  preg- 
nancy, any  medication  usage  should  be 
checked  with  a physician  to  rule  out  adverse 
effects.  Specific  teratogenic  drugs  must  be 
avoided  during  pregnancy.  These  include  (but, 
are  not  limited  to)  coumadin,  diethylstilbes- 
terol,  lithium,  dilantin,  Accutane,  streptomy- 
cin, tetracycline,  thalidomide,  and  valproic  acid 
(Depakene). 

Prenatal  Care 

Once  a woman  realizes  she  is  pregnant,  she 
should  register  for  prenatal  care.  Major  goals 
of  such  prenatal  care  are:  (1)  establishment  of 
an  accurate  estimated  date  of  confinement 
(EDC),  or  due  date,  (2)  identification  of  pre- 
existing medical  problems  and/or  risk  factors, 
with  appropriate  modification  of  prenatal  care, 
(3)  collection  of  an  initial  comprehensive  data 
base,  and  (4)  appropriate  documentation  of 
antepartum  "landmarks”  i.e.,  appropriate  in- 
creases in  weight  and  fundal  height  and  ex- 
pansion of  maternal  blood  volume. 

Establishing  an  accurate  EDC  is  one  of  the 
most  important  aspects  of  prenatal  care.  The 
first  day  of  the  last  normal  menses  is  often 
used  to  calculate  the  EDC  using  Naegele's  rule 
(add  7 days  and  subtract  3 months  from  the 
first  day  of  the  last  menstrual  period).  How- 
ever, if  cycles  are  irregular  or  if  the  LMP  was 
a "pill  period"  (oral  contraceptive  withdrawal 
bleeding),  an  EDC  calculated  by  Naegele's  rule 
may  have  little  meaning.  In  such  cases,  as  well 
as  any  pregnancy  in  which  the  EDC  is  unclear, 
an  early  ultrasound  examination  is  useful. 

Once  an  EDC  has  been  established,  the  usual 
dating  "landmarks"  should  appear  at  appro- 
priate points  — positive  serum  HCG  by  the 
time  of  a missed  menses,  positive  urine  HCG 
10  days  after  a missed  menses,  positive  fetal 
cardiac  activity  by  Doppler  ultrasound  at  12- 
14  weeks,  quickening  at  16-20  weeks,  and  pos- 
itive fetal  cardiac  activity  by  fetoscope  at  19- 
21  weeks.  Uterine  growth  should  also  be  ap- 
propriate, with  the  uterus  filling  the  pelvis  at 


12  weeks,  reaching  the  umbilicus  at  20  weeks, 
and  then  continuing  to  increase  in  size  there- 
after with  the  fundal  height  in  centimeters  cor- 
relating with  gestational  age  from  18-32  weeks. 

Identification  of  preexisting  medical  prob- 
lems and/or  risk  factors  should  ideally  occur 
prior  to  conception,  but  will  also  occur  at  the 
initial  prenatal  visit.  Periodic  reevaluation  is 
required  throughout  pregnancy.  Goals  of  the 
risk  assessment  are:  1)  to  identify  high-risk 
pregnancies  (30%  of  pregnant  patients  account 
for  70%  of  abnormal  pregnancy  outcomes)  and 
2)  to  help  formulate  management  plans  for 
these  patients.  Many  authors  have  composed 
tables  for  risk  factor  assessment.  Tables  I and 
II  outline  obstetric  risk  factors  to  be  assessed 
at  the  first  visit  and  at  32  weeks  gestation. 

Regardless  of  the  system  used  for  risk  as- 
signment, the  conclusion  is  the  same  — a high- 
risk  patient  requires  special  care,  usually  best 
provided  by  an  obstetrician,  often  in  conjunc- 
tion with  other  medical  specialists  and  subspe- 
cialists. 

Besides  risk  assessment,  an  initial  prenatal 
visit  includes  collection  of  an  extensive  data 
base.  A comprehensive  history  (including 
menstrual  history  and  a detailed  previous  ob- 
stetrical history)  is  obtained  and  a complete 
physical  examination  is  performed.  Uterine  size 
(and  cervical  dilatation,  if  any)  is  determined, 
and  clinical  pelvimetry  is  assessed.  Initial  lab- 
oratory testing  generally  includes  the  follow- 
ing: 

• Complete  blood  count 

• Blood  group  and  Rh  determination  (unless 
documented  on  at  least  two  prior  occasions) 

• Antibody  screen  (all  patients,  regardless  of 
Rh  type) 

• Rubella  antibody  titer  (if  not  done  prior  to 
pregnancy) 

• Syphilis  screen 

• Urinalysis 

• Cervical  cytology  (unless  Class  I smear  with 
the  past  six  months) 

At  any  antepartum  visit,  additional  labora- 
tory testing  may  be  indicated  based  on  history 
or  examination  findings.  Such  tests  may  in- 
clude urine  culture,  testing  for  hemoglobin  S, 
renal  function  studies,  blood  glucose  deter- 
minations, tuberculosis  skin  testing,  cervical 
cultures  for  Neisseria  gonorrheae  or  Chlamydia 
trachomatis,  or  determination  of  serum  levels 
(Please  turn  to  page  403) 
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Every  day  more  and  more 
phj^cians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-dai^ 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  (double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6n 


5- 


4- 


Impotence  Weakness 
Men  (n  = 66) 


g INDERAL  LA— 160  mg 
|~  I Atenolol — 100  mg 
I I Metoprolol — 200  mg 
I I Placebo 

JnJ 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


indIride  la 


(PROPRANOLOL  HQ  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


l-ONG  ACTING  CAPSULES 

80  mg  120  mg 

160  mg 

INDERAL  LA 

a 

O 

1ALJ 

O' 

8AL1JI' 

(PROPRANOLOL  HCI) 

Q|^Qg_p^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL«  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bron- 
chial asthma;  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible), 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol, 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
r6C6ptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  in  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
tor  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
m^  lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

NURSING  MOTHERS.  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE;  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult, 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension; paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of 
the  Raynaud  type 

Central  Nervous  Syslem.  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Flematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes,  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias,  headache,  xanthopsia 
Flematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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of  certain  drugs  (i.e.,  anticonvulsants,  Theo- 
phylline). 

Patient  education  with  regard  to  healthy 
pregnancy  lifestyle  also  plays  a very  important 
role  in  the  initial  prenatal  visit,  as  well  as 
throughout  pregnancy.  Pregnant  women 
should  be  particularly  advised  to  stop  smoking 
and  to  avoid  use  of  alcohol  or  other  drugs. 
Pregnancy  nutrition  guidelines  should  be  re- 
viewed, including  the  increased  need  for  cal- 
ories, protein  and  calcium.  Patients  should  re- 
alize that  a pregnant  woman  consuming  a well- 
balanced  diet  probably  needs  only  supple- 
mental iron  and  folic  acid. 

Once  the  initial  prenatal  assessment  has  been 
made,  the  frequency  of  return  visits  is  deter- 
mined by  a woman's  individual  needs  and  risk 
factors.  In  an  uncomplicated  pregnancy,  a 
woman  is  seen  every  4 weeks  for  the  first  28 
weeks  of  pregnancy,  every  2-3  weeks  until  36 
weeks  gestation,  and  weekly  therafter.  Woman 
with  active  medical  or  obstetrical  problems 
should  be  seen  more  frequently,  with  intervals 
determined  by  the  nature  and  severity  of  the 
problems. 

Follow-up  visits  should  carefully  monitor 
weight  gain  and  fundal  growth.  Appropriate 
weight  gain  for  pregnancy  should  total  22-27 
pounds,  with  most  weight  gain  occurring  in 
the  second  and  third  trimester.  Fundal  height 
should  increase  one  centimeter  per  week  be- 
tween 18-32  weeks,  then  somewhat  more 
slowly  after  this.  Plasma  volume  should  ex- 
pand in  the  second  trimester,  as  reflected  by 
a modest  decrease  in  hematocrit. 

Appropriate  care  also  includes  follow-up 
laboratory  testing  at  specific  times  during  the 
pregnancy.  Flemoglobin  and  hematocrit  val- 
ues are  generally  obtained  during  the  second 
and  third  trimesters.  In  addition,  an  antibody 
screen  is  repeated  at  28  weeks.  If  this  is  neg- 
ative, Rh  negative  women  (who  may  have  an 
Rh  positive  fetus)  then  receive  Rh  immune 
globulin  (RhoGAM)  as  antepartum  prophy- 
laxis. Glucose  screening  is  also  performed  be- 
tween 26-28  weeks  gestation  in  all  pregnant 
women.  This  contrasts  with  the  past  tradition 
of  limiting  glucose  screening  to  women  age  30 
or  older,  or  those  with  certain  risk  factors  such 
as  prior  large  infants  or  positive  family  histo- 
ries. The  screening  consists  of  a 50  gram  oral 
glucose  load  followed  by  a blood  glucose  de- 
termination one  hour  later.  If  the  screening 
results  are  abnormal  (greater  than  140  mg%). 


a 3-hour  100  gram  oral  glucose  tolerance  test 
is  then  performed. 

Newer  Aspects  of  Prenatal  Care 
Maternal  Serum  Alpha-Fetoprotein  Screening 

A recent  addition  to  antepartum  care  is  ma- 
ternal serum  alpha-fetoprotein  (MSAFP) 
screening,  designed  initially  to  detect  fetal 
neural  tube  defects  (NTD's).  In  Iowa,  the  prev- 

(Please  turn  to  page  404) 

TABLE  I 

OBSTETRIC  RISK  FACTORS  TO  ASSESS  AT  FIRST  VISIT 


Demographic 

1 . Race:  Non  white 

2.  Marital  Status:  Single 

3.  Age:  <18,  >35 

4.  Low  socioeconomic,  educational  class 

Past  obstetrical  history 

1 . Para  5 or  more 

2.  Previous  cesarean  section 

3.  Previous  perinatal  death 

4.  Previous  baby  w/congenital  anomaly 

5.  Previous  child  w/mental  retardation  or  epilepsy 

6.  Previous  abnormal  presentation  at  delivery 

7.  Previous  toxemia 

8.  Habitual  aborter 

9.  Previous  third  trimester  or  postpartum  bleeding 

10.  Previous  low  birth  weight  infant 

1 1 . Previous  excessive  size  infant 

12.  Blood  group  isoimmunization 

13.  History  of  uterine  anomaly  or  midtrimester  abortion 

14.  Previous  delivery  at  <37  or  >42  weeks 

Medical  Factors 

1 . Hypertension 

2.  Cardiac  disease 

3.  Endocrine  imbalance  or  history  thereof 

4.  Renal  disease,  including  previous  urinary  tract  infections 

5.  History  of  phlebitis 

6.  History  of  coagulation  disorder 

7.  Chronic  pulmonary  or  Gl  disease 

8.  Epilepsy 

9.  Anemia 

10.  Other  significant  chronic  illness  or  condition 

Other 

1 . Small  pelvis  on  exam 

2.  Glucosuria 

3.  Proteinuria 

4.  Drug  or  alcohol  abuse 

5.  Weight:  <100  or  >200  pounds 

6.  Late  registration  tor  antenatal  care 

7.  Religion  — Jehovah's  Witness  (refusing  blood  products) 

8.  History  of  DES  exposure 

9.  Unwanted  pregnancy 

10.  Pregnancy  without  family  support 

11.  Cigarette  smoker  (a  1 ppd) 

12.  Abnormal  maternal  serum  alpha-fetoprotein 
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TABLE  II 

OBSTETRICAL  RISK  FACTORS  TO  ASSESS  AT  32  WEEKS  GESTATION 


1.  Weight  gain  14  pounds  or  less 

2.  Proteinuria;  bacteriuria;  glucosuria 

3.  Anemia  (hematocrit  <30) 

4.  Isoimmunization 

5.  Abnormal  uterine  size  (twins,  hydramnios,  lUGR) 

6.  Significant  bleeding  after  12  weeks 

7.  Incipient  or  early  preeclampsia 

8.  Few  prenatal  visits 

9.  Cervical  dilatation 

10.  Veneral  disease 


alence  of  NTD's  is  approximately  1 per  1,000 
births  with  90-95%  of  these  occurring  in  the 
absence  of  a previous  family  history.  NTD's 
consist  primarily  of  anencephaly  or  open  or 
closed  lumbosacral  spinal  lesions  (spina  bif- 
ida). A MSAFP  screening  program  can  detect 
approximately  85%  of  all  neural  tube  defects, 
although  15%  of  NTD's  will  go  undetected  even 
after  MSAFP  screening. 

A blood  sample  is  obtained  between  15-18 
weeks  of  pregnancy.  If  elevated,  the  sample 
is  repeated  and  an  ultrasound  examination 
performed.  If  both  the  second  blood  sample 
and  the  ultrasound  are  normal,  no  further  test- 
ing is  needed.  If  both  blood  samples  are  ele- 
vated, and  the  ultrasound  does  not  provide  an 
explanation,  an  amniocentesis  is  indicated. 

It  is  important  to  remember  that  other  con- 
ditions may  cause  elevated  MSAFP  values. 
These  include  multiple  pregnancy,  dating  er- 
rors, fetal  death,  fetal  abdominal  wall  defects 
(omphalocele  or  gastroschisis),  fetal  upper  GI 
obstructions  and  congenital  nephroses.  In  spite 
of  this,  only  one  of  25  women  with  elevated 
MSAFP's  will  have  a baby  with  a NTD.  The 
other  24,  however,  are  at  increased  risk  for 
other  obstetric  complications,  such  as  prema- 
ture labor,  stillbirth,  abruption  and  small-for- 
gestational  age  babies.  Thus,  a woman  with 
an  elevated  MSAFP  but  normal  amniotic  fluid 
AFP  is  at  subsequent  increased  risk  for  mul- 
tiple obstetric  complications  and  her  preg- 
nancy must  be  considered  a high-risk  preg- 
nancy. 

In  addition,  recent  literature  strongly  sug- 
gests a low  level  of  MSAFP  indicates  a preg- 
nancy at  increased  risk  for  chromosome  ab- 
normalities. Currently,  amniocentesis  is 
recommended  if  the  combined  risk  of  maternal 


age  and  low  MSAFP  (usually  <0.4  multiples 
of  the  median)  equals  or  exceeds  the  risk  of  a 
35-year-old  woman  to  have  a child  with  a chro- 
mosome anomaly. 

Prenatal  Diagnosis 

Antenatal  screening  for  the  diagnosis  of  ge- 
netic disorder  is  also  an  important  part  of  mod- 
ern prenatal  care.  Couples  at  increased  risk  for 
producing  abnormal  offspring  should  be  of- 
fered prenatal  diagnostic  studies  either  by  am- 
niocentesis, chorionic  villus  sampling  (CVS)  or 
ultrasound.  Indications  for  these  studies  in- 
clude advanced  maternal  age  (age  35  or  older 
at  the  expected  time  of  delivery),  prior  child 
(children)  with  chromosomal  anomalies  or 
NTD's,  known  chromosomal  abnormality  in 
either  parent  (especially  a translocation),  a 
family  history  of  X-linked  disease  or  an  inborn 
error  of  metabolism. 

Amniocentesis  has  been  widely  used  for 
prenatal  diagnosis  for  over  15  years.  It  is  per- 
formed at  15-16  weeks  gestation  and  involves 
removal  of  fluid  from  the  amniotic  sac  under 
ultrasound  guidance.  Amniocentesis  is  a reli- 
able and  accurate  procedure.  Its  safety  is  also 
well-documented  with  a 0.2-0. 5%  risk  of  sub- 
sequent pregnancy  loss. 

More  recently,  CVS  has  come  into  limited 
use  for  prenatal  diagnostic  studies.  It  is  usually 
performed  at  9-10  weeks  gestation.  Under  ul- 
trasound guidance,  a thin  plastic  catheter  is 
guided  through  the  cervix  and  into  the  area  of 
the  chorion  frondosum.  Villous  material  is  then 
aspirated  and  cultured.  The  culture  results  are 
available  within  several  days  of  the  procedure, 
allowing  diagnosis  of  genetic  disease  during 
the  first  trimester  of  pregnancy.  Although  in- 
itial studies  of  CVS  are  promising,  several 
questions  remain  unanswered.  More  data  must 
be  collected  before  assuming  CVS  has  the  same 
diagnostic  accuracy  as  amniocentesis.  In  ad- 
dition, the  pregnancy  loss  rate  associated  with 
CVS  must  be  clearly  established.  Current  es- 
timates range  from  1-7%,  and  thus  exceed  the 
loss  rate  associated  with  amniocentesis. 

Ultrasound 

Ultrasound  has  played  an  increasingly  valu- 
able role  in  prenatal  care  over  the  past  two  dec- 
ades. Although  it  has  been  used  for  several 
purposes,  its  broadest  application  continues  to 
be  determination  of  gestational  age.  Between 


404  / Iowa  Medicine 


8-14  weeks,  crown  rump  length  (CRL)  is  the 
most  accurate  technique  for  assigning  gesta- 
tional age  (±  3-4  days).  There  is  a transition 
in  the  reliability  of  CRL  and  biparietal  (BPD) 
or  femur  length  (FL)  are  quite  accurate  for  de- 
termination of  gestational  age  (±  7-10  days). 
However,  later  in  pregnancy  the  biological 
variation  of  BPD  and  femur  length  increases 
sufficiently  that  ultrasound  becomes  progres- 
sively less  precise  for  determination  of  gesta- 
tion age.  Gestational  age  assignment  by  ultra- 
sound should  be  done  only  with  caution  if  the 
initial  scan  is  performed  after  26-28  weeks. 

Pregnant  women  in  whom  early  ultrasound 
should  be  considered  include  those  with  ir- 
regular menses,  "pill  period"  LMP's,  size/dates 
discrepancies,  late  appearance  of  fetal  move- 
ment or  fetal  heart  sounds,  possible  repeat  ce- 
sarean sections,  or  histories  of  fetal  abnor- 
malities visible  by  ultrasound. 


Antepartum  Fetal  Surveillance 

Electronic  fetal  heart  rate  monitoring  has  be- 
come a progressively  important  aspect  of  an- 
tepartum care  over  the  past  15  years.  Its  uti- 
lization is  based  on  the  assumptions  that  1)  a 
healthy  fetus  will  display  certain  reassuring 
heart  rate  patterns  and  2)  a compromised  fetus 
will  demonstrate  other  specific  abnormalities. 
In  the  third  trimester,  a healthy  fetus  has  a 
characteristic  baseline  heart  rate  of  110-150  beats 
per  minute  (bpm),  with  an  average  heart  rate 
of  130-135  bpm.  Good  short  term  and  long 
term  beat-to-beat  variability  should  be  seen. 
Accelerations  (responses  of  the  fetal  heart  rate 
to  fetal  movement)  should  also  be  seen  on  a 
regular  basis.  Potentially  ominous  heart  rate 
decelerations  (variable  decelerations,  late  de- 
celerations) should  not  be  seen  with  any  reg- 
ularity in  a healthy  baby. 

(Please  turn  to  page  406) 
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Two  primary  forms  of  antepartum  fetal  heart 
rate  surveillance  have  thus  evolved.  The  non- 
stress test  (NST)  is  based  on  the  supposition 
that  a healthy  fetus  not  only  moves,  but  will 
accelerate  its  heart  rate  at  least  15-20  bpm  above 
the  normal  baseline.  Three  such  accelerations 
in  a 20  minute  "window”  in  the  absence  of 
ominous  changes  is  a 99%  assurance  a fetus 
has  sufficient  placental  respiratory  reserve  to 
safely  remain  in  utero  for  another  week. 

The  contraction  stress  test  (CST)  is  based  on 
the  assumption  that  a compromised  fetus  will 
have  recurrent  late  decelerations  in  response 
to  contractions.  These  contractions  may  be 
either  spontaneous  or  induced  with  intrave- 
nous oxytocin  or  nipple  stimulation.  A posi- 
tive contraction  stress  test  is  defined  when 
more  than  50%  of  contractions  are  associated 
with  late  decelerations,  irrespective  of  con- 
traction frequency.  A negative  CST  is  defined 
by  the  absence  of  late  decelerations  and  a con- 
traction frequency  of  at  least  3 in  10  minutes. 
Although  a contraction  stress  test  is  more  time 
and  labor  intensive  to  perform,  it  is  also  as- 
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sedated  with  a lower  false  negative  rate  (i.e., 
a potentially  compromised  fetus  will  be  de- 
tected earlier  by  a CST  than  by  NST). 

A recent  addition  to  antepartum  fetal  sur- 
veillance is  the  fetal  biophysical  profile  (FBP). 
Besides  employing  a non-stress  test,  it  also 
employs  4 other  fetal  biophysical  parameters 
assessed  by  real-time  ultrasound.  These  pa- 
rameters include  fetal  breathing  movements, 
fetal  trunk  movement,  fetal  extremity  flexion 
and  extension  and  amniotic  fluid  volume.  Be- 
sides offering  potential  detection  of  fetal  com- 
promise, the  FBP  does  offer  the  potential  ad- 
vantage of  identifying  fetal  anomalies.  As  with 
the  CST,  however,  the  FBP  requires  a sub- 
stantial time  investment.  It  also  involves  more 
equipment  and  expertise. 

At  least  one  study  has  suggested  that  the 
FBP  may  be  superior  to  the  NST  alone  in  as- 
sessment of  antepartum  fetal  well-being.  At 
this  point,  however,  no  studies  have  com- 
pared the  FBP  and  the  CST.  Such  studies  are 
urgently  needed. 

The  NST  is  a reasonable  screen  for  antepar- 
tum patients  with  modest  increased  risk  fac- 
tors. However,  for  patients  of  extremely  high 
risk  for  uteroplacental  insufficiency,  the  CST 
or  FBP  may  be  more  appropriate. 

It  is  also  important  to  emphasize  that  even 
if  antepartum  fetal  surveillance  is  normal,  an 
optimum  outcome  cannot  be  guaranteed.  Such 
testing  cannot  predict  other  obstetric  contrib- 
utors to  suboptimum  outcome  such  as  abrup- 
tion or  cord  accidents.  Likewise,  a patient  who 
has  had  normal  antepartum  surveillance 
should  still  receive  electronic  fetal  heart  rate 
monitoring  during  labor  and  delivery. 

Conclusions 

Optimum  prenatal  care  should  combine 
clinical  fundamentals  with  recent  technical  in- 
novations. It  begins  prior  to  conception,  with 
risk  assessment  and  promotion  of  a healthy 
life-style.  It  should  continue  throughout  preg- 
nancy with  data  collection,  ongoing  risk  as- 
sessment and  careful  observation.  Ultimately, 
optimum  prenatal  care  should  result  in  deliv- 
ery of  healthy  babies  without  impairment  of 
maternal  well-being.  Given  the  "tools"  avail- 
able today,  this  goal  should  be  closer  than  ever 
before. 


References  noted  in  this  article  are  available  either  from  the  author  or 
the  editors  of  Iowa  Medicine. 
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healthy  mothers,  healthy  babies 


Identifying  Genetic  Risks 


JEFFREY  C.  MURRAY,  M.D. 
Iowa  City,  Iowa 


A healthy  baby  is  the  end  result 
Iowa  doctors  desire  for  all  preg- 
nancies. Techniques  for  identifying 
genetic  risks  are  becoming  increas- 
ingly sophisticated.  Here,  Jeffrey  C. 
Murray,  M.D.  discusses  various  ge- 
netic risk  factors  and  their  impli- 
cations for  physicians  and  repro- 
ducing couples. 


Approximately  3%  of  term  newborns  have 
a genetic  or  non-genetic  birth  defect.  De- 
fects include  chromosome  abnormalities 
(0.5%),  single  gene  defects  (1%)  and  multifac- 
torial, sporadic  or  environmentally  induced 
abnormalities  (1.5%).  Many  of  these  disorders 
cannot  be  identified  or  predicted  prior  to  birth, 
but  others  can  be  anticipated.  Health  care 
professionals  and  families  should  be  aware  of 
genetic  health  issues  affecting  newborns.  Risk 
avoidance  and  preparedness  for  anticipated 
problems  will  enhance  the  chance  families  will 
have  healthy  children. 

Identification  of  Risk  by  History 

Family  history 

Thorough  family  history  is  essential  in  iden- 
tifying genetic  risks.  Screening  questionnaires 

Dr.  Murray  is  an  assistant  professor  of  pediatrics.  Division  of  Medical 
Genetics,  University  of  Iowa  Hospitals  and  Clinics. 


may  be  used  at  the  initial  prenatal  visit  or  first 
newborn  check.  Direct  inquiries  about  rela- 
tives including  grandparents  and  first  cousins 
should  be  included.  Specific  inquiries  are 
noted  in  Table  1.  The  family  history  will  also 
include  information  on  miscarriages,  still- 
births, neonatal  deaths  and  pregnancy  termi- 
nations for  fetal  abnormalities.  More  than  2 
spontaneous  abortions,  or  a stillborn  or  newborn 
with  unexplained  malformations  are  associ- 
ated with  an  increased  chance  of  a balanced 
chromosome  rearrangement  in  a parent.  Such 
balanced  carriers  will  have  no  related  health 
problems  and  may  have  normal  children. 
Nonetheless,  individuals  who  carry  a chro- 
mosome translocation  have  an  increased  risk 
for  fetal  losses  and  newborns  with  multiple 
developmental  and  physical  abnormalities. 
Such  rearrangements  often  go  undetected  for 
several  generations.  Family  members  may 
share  an  unsuspected  but  common  genetic  risk. 
Current  estimates  suggest  as  many  as  1 in  500 
to  1000  people  carry  a balanced  chromosome 
rearrangement.  Couples  with  a history  of  re- 
current fetal  wastage  have  a substantially 
higher  risk.  Identification  of  a chromosome 
rearrangement  carrier  will  allow  optimal  fam- 
ily planning  which  could  include  prenatal  di- 
agnosis through  chorionic  villi  sampling  or 
amniocentesis,  artificial  insemination,  adop- 
tion and  pre-delivery  planning  for  an  affected 
child. 

Ethnic  background 

Ethnic  background  is  an  important  consid- 
eration in  reproductive  risks.  Blacks  have  a 
higher  rate  of  sickle  cell  disease  and  G6PD  de- 
ficiency. Asians  have  a higher  incidence  of  al- 
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TABLE  I 

SPECIFIC  DISORDERS  TO  ASSESS  ON  GENETIC  HISTORY 

1 . Down  Syndrome  or  other  chromosome  abnormality 

2.  Newborns  or  stillborns  with  birth  defects 

3.  Habitual  spontaneous  abortions 

4.  Mental  retardation  or  learning  disabilities 

5.  Hydrocephalus,  spina  bifida  or  anencephaly 

6.  Cleft  lip  or  palate 

7.  Blue  babies  or  congenital  heart  disease 

8.  Known  genetic  disorders  such  as  hemaphilia,  cystic  fibrosis  or  muscular 
dystrophy 

9.  Other  inherited  or  familial  conditions 


pha  and  beta  thalassemia.  Ashkenazi  Jews  have 
a 10-fold  greater  frequency  for  being  Tay-Sachs 
carriers  and  Northern  Europeans  have  the 
highest  rates  of  cystic  fibrosis.  Except  for  cystic 
fibrosis,  carrier  testing  and  prenatal  diagnosis 
are  possible  for  these  disorders. 

Age 

Increased  maternal  and  paternal  age  is  as- 
sociated with  genetic  risks.  Women  over  age 
35  at  delivery  have  a significantly  increased 
risk  of  having  children  with  chromosome  ab- 
normalities, particularly  for  aneuploidy  or  an 
abnormal  number  of  chromosomes  as  found 
in  Trisomy  21  or  Down  Syndrome.  Risks  as- 
sociated with  advanced  paternal  age  are  less 
well  defined,  but  have  been  reported  to  in- 
clude an  increased  rate  of  several  dominant 
genetic  disorders  including  achondroplasia  and 
some  types  of  craniosynostosis. 

Consanguinity 

Consanguinity  (offspring  born  to  related  in- 
dividuals) increases  the  risk  for  genetic  dis- 
orders, specifically  autosomal  recessive  con- 
ditions. First  cousins  with  no  family  history  of 
genetic  disorders  have  about  a 2-fold  increased 
incidence  of  inherited  abnormalities;  their  risk 
is  about  6%  to  8%  for  a child  with  a birth  de- 
fect. Second  cousins  and  more  distant  relatives 
have  only  a slight  increase  in  risks  unless  a 
specific  genetic  condition  is  present  in  the  fam- 
ily. If  a genetic  disorder  is  present,  consulta- 
tion with  a geneticist  may  help  clarify  risks  and 
testing  possibilities.  An  example  is  marriage 
between  first  cousins  where  one  has  a sibling 
with  cystic  fibrosis.  Such  a couple  has  a 1/24 
or  4%  chance  for  having  a child  with  CF  com- 
pared to  the  background  risk  of  1/2000. 


Teratogens 

Various  environmental  agents  such  as  in- 
fectious diseases  (rubella,  herpes,  CMV,  syph- 
ilis and  toxoplasmosis)  and  drugs  (alcohol,  an- 
ticonvulsants, Coumadin)  may  cause  birth 
defects  that  mimic  inherited  disorders.  Mater- 
nal factors  such  as  phenylketonuria,  diabetes, 
collagen  vascular  disease  or  uterine  abnor- 
malities will  also  cause  a variety  of  birth  de- 
fects. Distinguishing  abnormalities  which  are 
genetic,  maternal  or  environmentally-induced 
can  be  very  important.  Elimination  or  treat- 
ment of  their  cause  may  lower  risks  for  re- 
currence. 

Identification  of  Risk  by  Testing 
General  screening  tests 

Population-based  screening  tests  are  avail- 
able to  all  members  of  an  identified  population 
without  identification  of  risk  factor  subsets. 
Newborn  screening  in  Iowa  detects  phenyl- 
ketonuria, maple  syrup  urine  disease  and  ga- 
lactosemia (all  recessive  conditions)  and  the 
usually  non-genetic  disorder  hypothyroidism. 
Early  identification  of  these  disorders  allows 
for  intervention  through  diet  or  medication  and 
greatly  improved  likelihood  of  normal  devel- 
opment. 

In  the  last  year,  Iowa  has  seen  the  intro- 
duction of  a statewide  maternal  serum  alpha 
fetoprotein  test  (MS  AFP).  MS  AFP  can  be  per- 
formed on  maternal  blood  at  about  16  weeks 
gestation.  Elevated  MS  AFP  is  associated  with 
neural  tube  defects  (spina  bifida  and  anen- 
cephaly), abdominal  wall  defects  (omphalo- 
cele and  gastroschisis)  and  a variety  of  preg- 
nancy complications  such  as  twins  or 
inaccurate  dating.  Low  MSAFP  has  been  as- 
sociated with  chromosome  abnormalities  such 
as  Down  Syndrome  and  may  help  identify 
younger  women  at  risk  to  have  a child  with 
such  disorders. 

Although  ultrasound  is  not  offered  as  a uni- 
versal screening  test,  it  is  performed  in  a large 
number  of  pregnancies.  It  can  be  effective  in 
diagnosing  fetal  structural  anomalies  such  as 
hydrocephalus,  renal  dysplasia  or  agenesis  and 
limb  defects.  It  is  also  an  important  adjunct  to 
MSAFP  screening,  amniocentesis  and  cho- 
rionic villi  sampling  (CVS). 

Specific  tests  for  at  risk  groups 

A variety  of  tests  are  available  for  specific  risk 
groups.  These  include  carrier  testing,  amni- 
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ocentesis  for  chromosome  abnormalities,  other 
biochemical  and  molecular  abnormalities,  cho- 
rionic villi  sampling  and  ultrasound. 

Carrier  testing 

Reliable  carrier  testing  has  been  available  for 
some  time  for  inherited  disorders  in  at  risk 
populations  for  hemoglobinopathies  (e.g.  sickle 
cell  anemia),  thalassemias  and  some  biochem- 
ical disorders  (e.g.  Tay-Sachs  disease).  Molec- 
ular diagnosis  for  carriers  of  an  increasing 
number  of  disorders  present  in  affected  fam- 
ilies is  also  becoming  available.  Hemophilia  A 
and  B,  cystic  fibrosis  and  Duchenne  Muscular 
Dystrophy  are  among  those  now  available. 
Similarly,  women  can  be  identified  as  "car- 
riers” of  other  risk  factors  through  testing  for 
diabetes,  rubella  immunity  and  uterine  ab- 
normalities. 

Amniocentesis  for  chromosomal  risks. 

Women  who  deliver  after  age  35  are  at  risk 
for  having  a child  with  a chromosome  abnor- 
mality including  Down  Syndrome  (Trisomy  21) 
and  the  more  serious  Trisomy  18  or  Trisomy 
13.  Some  sex-chromosome  abnormalities  such 
as  XXY,  which  are  usually  much  less  severe 
clinically,  are  also  increased  in  this  group. 
Couples  who  have  had  a previous  child  af- 
fected with  a sporadic  chromosome  abnor- 
mality also  have  a small  but  increased  risk  of 
having  a subsequent  child  affected  with  a 
chromosome  abnormality.  This  risk  is  usually 
approximately  1%  greater  than  their  age  spe- 
cific risk.  Carriers  of  balanced  chromosome 
rearrangements  — either  maternal  or  paternal 
— can  have  their  pregnancies  monitored  for 
an  unbalanced  rearrangement  in  the  fetus. 

Amniocentesis  for  analysis  of  biochemical  and  mo- 
lecular abnormalities. 

Single  gene  biochemical  or  molecular  ab- 
normalities are  caused  by  small  disturbances 
in  the  genetic  material  not  visible  under  the 
microscope.  Currently  more  than  100  single 
gene  abnormalities  are  detectable  by  analysis 
of  cells  contained  in  the  amniotic  fluid.  In  these 
disorders,  indirect  methods  such  as  analysis 
of  enzyme  activity  or  DNA  content  must  be 
utilized.  These  assays  are  extremely  accurate 
early  in  pregnancy  and  can  provide  options 
for  termination  or  early  treatment  of  selected 
disorders.  Such  assays  can  also  identify  car- 
riers in  some  cases. 


Because  these  disorders  are  rare  and  diag- 
nosis is  time  consuming  and  expensive,  such 
analyses  are  available  only  to  families  with  sig- 
nificantly increased  risks.  This  would  include 
couples  with  a previously  affected  child,  cou- 
ples in  which  both  members  are  identified  car- 
riers of  a specific  genetic  disorder  and  women 
known  to  carry  a gene  for  an  X-linked  reces- 
sive disorder.  Because  there  is  an  increasing 
number  of  these  tests  available,  families  with 
questions  about  a specific  disorder  can  be  re- 
ferred to  a nearby  genetics  center. 

Chorionic  villi  sampling  (CVS) 

CVS  involves  aspirating  a small  portion  of 
the  chorion  surrounding  the  developing  fetus 
approximately  9 weeks  after  the  LMP.  Except 
for  AFP  testing,  it  provides  a sample  available 
for  the  same  tests  as  amniocentesis  (chromo- 
some analyses,  biochemical  and  molecular  di- 
agnoses). Although  it  is  only  available  at  a lim- 
ited number  of  centers  in  the  U.S.  (none  in 
Iowa),  it  offers  the  advantage  of  an  earlier  di- 
agnosis. Studies  are  underway  to  evaluate  the 
safety  and  the  reliability  of  the  procedure. 

Ultrasound 

Couples  who  have  a child  affected  with  one 
of  several  structural  abnormalities  may  benefit 
from  prenatal  diagnosis  using  ultrasound. 
Limb  defects,  CNS  malformations,  renal  ab- 
normalities and  some  cardiac,  gastrointestinal 
and  pulmonary  abnormalities  can  sometimes 
be  visualized  with  ultrasound.  As  with  other 
forms  of  prenatal  diagnosis,  ultrasound  in  most 
cases  provides  reassurance  when  the  fetus  is 
unaffected.  In  the  few  cases  in  which  an  ab- 
normality is  identified,  it  may  allow  for  pos- 
sible prenatal  therapy,  planned  delivery  or 
possible  termination  if  the  fetus  is  affected. 

Conclusion 

A healthy  outcome  is  the  goal  of  reproduc- 
ing couples.  Questions  about  genetic  risks  are 
best  addressed  preconceptually  through  dis- 
cussion of  risks  identified  by  history  and  test- 
ing. Once  a pregnancy  is  underway,  prenatal 
diagnosis  for  at  risk  conditions  allows  for  the 
options  early  diagnosis  affords.  Decisions 
about  pregnancy  should  not  be  directly  influ- 
enced by  health  care  providers.  It  is  important 
couples  make  the  best  decision  for  them,  with 
full  information  and  understanding  of  risks, 
treatments  and  prognosis. 
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Lifestyle  for  Healthy  Baby  — 
How  You  Can  Best  Counsel 
Your  Patients 


SUSAN  L.  SIPES,  M.D.  

Iowa  City,  Iowa  Many  studies  have  shown 


The  optimal  way  to  start  a healthy  preg- 
nancy is  with  a preconception  visit  to  the 
physician.  The  purpose  of  this  visit  is  to  dis- 
cuss healthy  habits  a woman  should  begin  to 
develop  before  conception.  Since  most  women 
are  already  pregnant  at  the  first  visit,  much  of 
this  information  can  be  discussed  briefly  in  a 
premarital  exam  or  at  the  postpartum  exam  in 
preparatiort  for  the  next  pregnancy.  A ques- 
tionnaire exploring  risk  factors  and  habits  can 
be  completed  by  the  patient  and  used  to  target 
areas  requiring  discussion.  It  can  become  part 
of  the  patient's  permanent  medical  record. 

Contraception  can  be  mentioned  at  this  time. 
Failure  rates  for  the  first  year  of  use  of  various 
birth  control  methods  should  be  discussed  with 
patients  (Table  1). 

It  is  important  to  explain  failure  rates  in  peo- 
ple who  use  a method  correctly  and  in  typical 
users.  Factors  which  may  cause  the  discrep- 
ancy between  these  2 failure  rates  include  fear, 
discomfort  or  embarrassment  in  using  the 
method,  decreased  enjoyment  of  intercourse 


Dr.  Sipes  is  a resident  in  the  Department  of  Obstetrics  and  Gynecology 
at  the  University  of  Iowa  College  of  Medicine. 


Many  studies  have  shown  a healthy 
lifestyle  before  and  during  preg- 
nancy influences  the  perinatal  out- 
come. This  article  discusses  sev- 
eral important  lifestyle  consid- 
erations, current  recommendations 
for  pregnant  women  and  data  sup- 
porting these  recommendations. 


by  either  partner,  difficulty  remembering  to 
use  the  method,  cost  and  conflict  with  reli- 
gious beliefs.  It  is  important  to  find  out  if  the 
patient  feels  comfortable  with  the  method  she 
has  chosen  and  if  she  continues  to  feel  com- 
fortable with  it.  This  can  be  accomplished  by 
an  appointment  or  phone  call  several  weeks 
after  her  initial  visit. 

Since  there  are  measureable  failure  rates  with 
these  contraceptive  methods,  patients  should 
be  informed  of  dangers  to  a potential  preg- 
nancy if  conception  occurs  while  using  the  birth 
control  method.  For  example,  the  oral  contra- 
ceptive pill  has  been  shown  by  some  investi- 
gators to  cause  a slightly  increased  risk  of  birth 
defects  if  taken  during  the  first  trimester.^-  ^ 
Other  investigators  have  shown  no  association 
between  oral  contraceptive  use  and  congenital 
malformations.  This  appears  to  be  the  majority 
view  at  present. ^ 

If  conception  occurs  while  an  lUD  is  in  place, 
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the  lUD  should  be  removed  if  the  tail  is  visible 
to  reduce  the  possibility  of  late  abortion,  sepsis 
or  prematurity.  Use  of  an  lUD  or  abortion  can 
have  implications  for  future  fertility.  Oral  con- 
traceptives can  be  associated  with  increased 
incidence  of  chlamydia  trachomatis  infection.^ 

The  patient  may  be  advised  to  stop  the  oral 
contraceptive  and  use  another  method  so  sev- 
eral menstrual  cycles  can  occur  prior  to  preg- 
nancy. This  will  help  in  accurately  dating  the 
pregnancy.  Accurate  dating  is  important  in 
managing  future  complications  such  as  pre- 
term labor,  preeclampsia,  etc.  All  women 
should  be  encouraged  to  keep  a menstrual  cal- 
endar if  they  are  contemplating  pregnancy. 

Any  woman  with  a specific  health  problem 
that  would  make  her  pregnancy  high  risk 
should  be  counseled  before  conception  on  in- 
creasing her  chances  of  bearing  a healthy  child. 
For  example,  a diabetic  woman  should  have 
her  blood  sugar  in  good  control  (fasting  blood 
sugar  < 90,  other  preprandial  blood  sugars 
s 100)  prior  to  conception.  Several  groups  have 
shown  a significant  correlation  between  inci- 
dence of  severe  malformations  in  infants  and 
poorly  controlled  diabetes  in  mothers.^  ^ An- 
other example  is  an  epileptic  woman  who 
wishes  to  conceive.  The  current  recommen- 
dation is  to  consider  stopping  medications 
if  the  woman  has  not  convulsed  for  a long 
time.^'^  She  should  be  followed  clinically  and 
with  EEC's  prior  to  conception  to  decide 
whether  or  not  convulsions  are  likely  to  recur. 
A third  more  common  example  would  be  a 
woman  who  is  not  rubella  immune.  Rubella 
titer  testing  should  be  done  at  the  preconcep- 
tion visit  and  immunization  given  if  necessary 
prior  to  conception. 

Timing  of  the  first  prenatal  visit  is  another 
important  area  to  discuss  with  the  patient.  The 
current  recommendation  is  that  prenatal  care 
should  be  initiated  as  soon  as  there  is  reason- 
able likelihood  of  pregnancy,  no  later  than  the 
second  missed  period.  Some  of  the  responsi- 
bility to  seek  prenatal  care  is  the  patient's. 
However,  the  physician  has  the  responsibility 
to  see  the  patient  within  1 to  2 weeks  of  her 
call.  Our  promptness  will  show  we  are  serious 
about  the  need  for  early  prenatal  care.  We 
should  also  provide  prenatal  care  to  all  who 
need  it,  including  poor  and  single  mothers.  It 
has  been  repeatedly  demonstrated  that  the  cost 
for  good  prenatal  care  is  modest  compared  to 


the  cost  of  potentially  serious  complications  in 
the  mother  and  fetus. 

Many  young  women  need  counseling  re- 
garding personal  habits  before  or  during  preg- 
nancy. Nutrition  can  significantly  affect  fetal 
outcome.  The  recommended  weight  gain  dur- 
ing pregnancy  is  20-27  pounds  in  a woman 
with  a normal  prepregnancy  weight  (by  weight 
for  height  charts).®  This  goal  can  usually  be 
accomplished  if  women  eat  a well-balanced  diet 
according  to  appetite.  Very  overweight  women 
may  have  the  best  outcome  with  a weight  gain 
of  15-16  pounds,  and  underweight  women 
need  to  gain  up  to  30  pounds  optimally  to 
prevent  complications  such  as  low  birth 
weight.®  There  is  evidence  to  suggest  rigid  cal- 
orie restriction  during  pregnancy  may  be  del- 
eterious to  the  fetus  and  associated  with  low 
birth  weight  infants.^ 

The  following  factors  have  been  listed  by  the 
ACOG  Task  Eorce  on  Nutrition  (1978)  and 
characterize  a woman  at  risk  for  malnutrition. 

1.  Under  16  years  of  age. 

2.  Economically  deprived. 

3.  Pregnant  for  the  third  time  within  2 years. 

4.  Poor  past  reproductive  performance. 

5.  Consumes  a therapeutic  diet  in  the  course 
of  management  of  some  preexisting  disease. 

6.  A food  faddist. 

7.  Smokes,  drinks  or  uses  hard  drugs. 

8.  Appreciably  underweight  at  the  outset. 

9.  Hematocrit  drops  much  below  33  or 
hemoglobin  concentration  falls  much  below  11 
g/dl. 

10.  Weight  gain  for  any  month  during  the 
second  and  third  trimesters  is  less  than  2 
pounds.^ 

Adequate  maternal  calorie  intake  is  impor- 
tant so  protein,  which  is  needed  for  fetal 
growth  and  development,  is  not  used  as  a 
source  of  energy.  The  Food  and  Nutrition 
Board  recommends  a 300  kcal  daily  caloric  in- 
crease throughout  pregnancy.  Extra  protein  is 
utilized  during  pregnancy  for  growth  of  the 
fetus,  placenta,  uterus,  breasts,  and  for  in- 
creased maternal  blood  volume.  The  Food  and 
Nutrition  Board  recommends  0.9  g/kg/day 
protein  intake  for  young  nonpregnant  women 
and  an  additional  30  g protein  per  day  in  preg- 
nant women.  This  means  a well-balanced  diet 
which  includes  3 protein  servings  which  equal 
six  ounces  of  meat  or  equivalent  proteins,  and 
(Please  turn  to  page  416) 
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4 servings  of  milk  (one  cup  = one  serving)  or 
equivalent  milk  products.”  Studies  have  not 
shown  improvement  in  birth  weight  related  to 
protein-rich  supplementation.”’  ” 

Mineral  intake  should  be  adequate  in  a diet 
that  provides  sufficient  calories  for  appropri- 
ate weight  gain  if  iodized  salt  is  used.  Only 
iron  provides  benefit  as  a supplement  to  a nor- 
mal diet.”  During  the  second  half  of  preg- 
nancy, the  iron  requirement  totals  about  6-7 
mg  per  day.  It  is  used  for  development  of  the 
fetus  and  placenta  and  for  increase  in  maternal 
erythrocytes.”  Preferential  treatment  is  given 
to  fetal  iron  needs.  Iron-deficiency  anemia  can 
result  if  iron  intake  is  too  low.  Even  a well- 
balanced  diet  cannot  usually  provide  enough 
iron  for  these  needs.  Iron  supplementation  has 
the  most  benefit  and  the  fewest  gastrointes- 
tinal side  effects  when  started  in  the  second 
trimester.  Recommended  iron  dosages  are: 


TABLE  I 


FIRST-YEAR  FAILURE  RATES  OF  BIRTH  CONTROL  METHODS' 


Lowest  Observed 

Failure  Rate  in 

Method 

Failure  Rate*(% ) 

Typical  User**(%) 

Tubal  sterilization 

0.4 

0.4 

Vasectomy 

0.4 

0.4 

Injectable  progestin 

0.25 

0.25 

Combined  birth  control  pills 

0.5 

2 

Progestin-only  pill 

1 

2.5 

lUD 

1.5 

5 

Condom 

2 

10 

Diaphragm  (with  spermicide) 

2 

19 

Sponge  (with  spermicide) 

9-1 1 

10-20 

Cervical  cap 

Foams,  creams,  jellies,  and 

2 

13 

vaginal  suppositories 

3-5 

18 

Coitus  interruptus 
Fertility  awareness  techniques 
(basal  body  temperature, 
mucaus  method,  calendar. 

16 

23 

and  'Vhythm") 

2-20 

24 

Douche 

Chance  (no  method  of  birth 

— 

40 

control) 

90 

90 

* Designed  to  complete  the  sentence:  "In  100  users  who  start  out  the  yeor  using  o 
given  method  and  who  use  it  correctly  and  consistently,  the  lowest  observed  failure 
rate  has  been 

**  Designed  to  complete  the  sentence:  "In  100  typical  users  who  start  out  the  year 
using  a given  method,  the  number  of  pregnancies  by  the  end  of  the  year  will  be 

Many  of  the  failure  rates  (failure  rates  in  typical  users)  were  derived  from  "Con- 
traceptive Failure  in  the  United  States:  The  Impact  of  Social,  Economic  and  Demo- 
graphic Factors."  Schirm  A.,  Trussell  J,  Menken  J.  Grady  W.  Family  Planning  Per- 
spectives 1982:14:68-75. 

^ This  table  reprinted  from:  Hatcher  RA,  et  al.-  Contraceptive  Technology  1986- 
1987,  ed  13.  New  York,  Irvington  Publishers,  Inc.,  1986,  pp.  102. 


A.  30  mg  per  day  which  will  meet  all  the 
requirements  of  a normal  pregnancy  and  pro- 
tect preexisting  iron  stores. 

B.  60-100  mg  per  day  if  the  woman  is  large, 
has  twins,  is  late  in  pregnancy  or  has  a mildly 
depressed  hemoglobin. 

C.  200  mg  per  day  in  divided  doses  if  the 
woman  has  a hemoglobin  < 10  mg/dl.”  Cal- 
cium and  magnesium  can  inhibit  iron  absorp- 
tion from  the  intestine. 

Folic  acid  is  the  only  vitamin  which  may  be 
deficient  during  pregnancy.  The  maternal  fo- 
late requirement  increases  during  pregnancy 
and  frequently  leads  to  decreased  plasma  fo- 
late levels.  Less  frequently,  it  can  lead  to  hy- 
persegmented  neutrophils,  megaloblastic 
erythropoiesis  or  megaloblastic  anemia.”  In- 
take of  0.35  mg  of  folic  acid  per  day  can  raise 
the  plasma  folate  level  to  the  normal  non- 
pregnant range.”  Folic  acid  has  not  been  shown 
to  affect  hemoglobin  concentration  unless  the 
woman  has  obvious  megaloblastic  erythro- 
poiesis.” At  the  University  of  Iowa,  all  ob- 
stetric patients  are  given  a daily  iron  and  folic 
acid  preparation  containing  250  mg  ferrous  fu- 
marate  and  1 mg  folic  acid. 

Vitamin  B12  can  be  deficient  in  a pregnant 
woman  on  a strict  vegetarian  diet.  These 
women  can  give  birth  to  babies  with  low  B12 
stores.  The  infant's  B^  stores  can  be  further 
depleted  if  it  is  breast-fed.” 

Smoking  during  pregnancy  should  be  dis- 
couraged. There  is  considerable  evidence  that 
women  who  smoke  bear  infants  with  lower 
birth  weights,  higher  hemoglobin  levels  and  a 
delay  in  cognitive  development.”-  ”•  ” In  ad- 
dition, smoking  has  been  associated  with  an 
increase  in  spontaneous  abortions,  stillbirths 
and  neonatal  deaths.”  However,  further  con- 
firmatory studies  are  needed.  Significant  hy- 
poxia without  other  cord  blood  gas  abnor- 
malities has  occurred  in  fetuses  of  rhesus 
monkeys  exposed  to  cigarette  smoke.”  Smok- 
ing has  been  shown  to  temporarily  decrease 
intervillous  placental  blood  flow.”  These  fac- 
tors, when  chronic,  may  explain  lower  birth 
weights,  higher  hemoglobin  levels  and  other 
problems. 

Alcohol  use  during  pregnancy  has  been  as- 
sociated with  fetal  alcohol  syndrome,  fetal 
wastage,  increased  incidence  of  congenital 
anomalies,  lower  birth  weight  and  functional 
disturbance.^’’  ” As  few  as  2 drinks  average 
per  day  or  periodic  binge  drinking  early  in 
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pregnancy  may  be  associated  with  recogniz- 
able abnormalities  in  the  infant. If  a heavy 
drinker  reduces  drinking  later  in  pregnancy, 
her  baby  may  not  have  a lower  birth  weight, 
but  has  the  same  chance  for  congenital  ab- 
normalties.  The  issue  of  moderate  alcohol  con- 
sumption later  in  pregnancy  remains  contro- 
versial. One  study  found  no  difference  between 
offspring  of  mild  to  moderate  drinkers  com- 
pared to  the  offspring  of  nondrinkers  on  the 
criteria  of  birth  weight  or  congenital  anom- 
alies.^^ However,  the  adverse  fetal  effects  of 
alcohol  consumption  are  well-known  and 
consistent.  It  is  not  known  how  much  un- 
recognized effect  a smaller  alcohol  intake  may 
have  on  the  fetus.  Women  who  are  pregnant 
or  considering  pregnancy  should  be  advised 
not  to  drink  alcohol. 

Little  objective  evidence  is  available  on  the 
effects  of  "street  drug"  use  during  pregnancy. 
Opiates  such  as  heroin  may  cause  decreased 
fetal  growth,  neonatal  drug  withdrawal  and 
increased  perinatal  mortality. Neither  opiates 
nor  other  "street  drugs"  such  as  LSD,  cocaine, 
amphetamines,  and  marijuana  have  been 
clearly  linked  to  congenital  defects.  However, 
adequate  studies  have  not  been  done;  there- 
fore, pregnant  women  should  avoid  their  use. 
A young  woman  should  be  helped  to  with- 
draw from  these  drugs  prior  to  conception. 

Prescribing  of  medications  during  preg- 
nancy continues  to  be  a dilemma  for  most  phy- 
sicians. Possible  effects  of  over-the-counter  and 
prescription  drugs  on  the  fetus  have  not  been 
thoroughly  studied.  Thus,  it  is  best  to  avoid 
prescribing  medications  during  pregnancy  un- 
less absolutely  necessary.  In  choosing  a nec- 
essary therapeutic  agent,  a reference  book  such 
as  Drugs  in  Pregnancy  and  Lactation  may  be 
helpful. 

Sexual  activity  in  the  third  trimester  of  preg- 
nancy is  also  controversial.  Williams'  textbook 
recommends  abstinence  from  intercourse  for 
the  last  4 weeks  of  pregnancy  or  after  any  threat 
of  abortion  or  premature  labor.  The  fear  is 
intercourse  may  cause  premature  labor,  rup- 
ture of  the  membranes,  bleeding  or  infection. 
One  case  report  showed  orgasm  during  the 
last  4 weeks  of  pregnancy  may  be  associated 
with  fetal  heart  rate  decelerations  during  the 
resultant  uterine  contractions.^'*  More  recent 
studies  have  shown  no  association  between 
sexual  intercourse  and  premature  labor,  pre- 
mature rupture  of  membranes,  low  birth 


weight  or  perinatal  death. These  studies 
appear  to  challenge  the  traditional  interdiction 
against  intercourse  late  in  pregnancy. 

Women  who  are  exercise-conscious  will  have 
questions  about  exercise  in  pregnancy.  Mod- 
erate exercise  is  fine  during  an  otherwise  un- 
complicated pregnancy.  Joggers  are  continu- 
ing to  jog  and  run  marathons  while  pregnant. 


"However,  the  adverse  fetal  effects 
of  alcohol  consumption  are  well- 
known  and  consistent.  It  is  not 
known  how  much  unrecognized  ef- 
fect a smaller  alcohol  intake  may 
have  on  the  fetus.  Women  who  are 
pregnant  or  considering  pregnancy 
should  be  advised  not  to  drink  al- 
cohol." 


Mild  to  moderate  exercise,  with  other  variables 
controlled,  may  actually  protect  against  pre- 
term delivery,  even  in  women  who  did  not 
exercise  prior  to  pregnancy. One  study 
showed  no  change  in  the  reactivity  of  non- 
stress tests  of  women  before  and  after  jogging 
1.5  miles  between  28-38  weeks  gestation.  The 
exercise  did  result  in  fetal  tachycardia  which 
gradually  resolved.^®  Employment,  house- 
work, child  care  and  leisure-time  exercise  have 
been  shown  not  to  increase  the  risk  of  preterm 
delivery. Heavy  exercise  to  the  point  of  ex- 
haustion is  not  recommended  due  to  potential 
fetal  hypoxia  and  acidosis.  In  some  gravidas, 
such  as  those  with  pregnancy-induced  hyper- 
tension, multiple  gestation  or  intrauterine 
growth  retardation,  a more  sedentary  lifestyle 
is  advised. However,  regular  exercise  should 
be  encouraged  for  most  normal  pregnant 
women. 

The  major  aspects  of  a healthy  lifestyle  that 
can  increase  a woman's  chance  to  bear  a 
healthy  baby  have  been  covered  in  this  article. 
These  are  crucial  issues  to  discuss  with  the 
patient,  possibly  through  a questionnaire,  and, 
optimally,  at  a preconception  visit.  For  medi- 
colegal reasons,  details  on  lifestyle  and  habits 
should  be  recorded  in  the  patient's  chart.  Ed- 
ucation resulting  from  the  patient/physician 
discussion  will  make  a difference  in  future 
pregnancy  outcomes. 

References  noted  in  this  article  are  available  either  from  the  author  or 
the  editors  of  Iowa  Medicine. 
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Seasonal  Childhood  Acute 
Lymphocytic  Leukemia  in  the 
Midwest 


RANDALL  E.  HARRIS,  PH.D.,  M.D. 
Durham,  North  Carolina 
KASHINATH  D.  PAUL,  PH.D. 
RASHID  A.  AL-RASHID,  M.D. 
Lincoln,  Nebraska 


Acute  lymphocytic  leukemia  (ALL)  in  pe- 
diatric patients  exhibits  features  condu- 
cive to  time  series  analysis;  namely,  disease 
onset  is  typically  abrupt  and  a diagnosis  rapid 
and  accurate.  Under  these  conditions,  the  date 
of  diagnosis  provides  a reliable  estimate  of  the 
time  of  disease  onset,  and  patient  cohort  data 
should  accurately  reflect  seasonal  patterns  if 
they  exist. 

Recently  a broad  epidemiologic  investiga- 
tion of  acute  leukemia  in  the  USA  during  1969- 
1981  purportedly  disclosed  no  seasonal  pat- 
terns in  the  monthly  number  of  cases  with  or 
without  stratification  by  type,  age,  location, 
and  ethnicity.^  The  authors  concluded  pre- 
vious indications  of  seasonal  fluctuations  may 
represent  the  selective  reporting  of  chance 


Dr.  Harris  is  a pathology  resident  at  Duke  University  Medical  Center. 
Dr.  Patil  is  an  associate  professor  and  biostatisHdan  at  the  University  of 
Nebraska  Department  of  Family  Practice;  Dr.  Al-Rashid  is  professor  and 
director  of  pediatric  oncology  at  the  University  of  Nebraska  Medical 
Center. 


Acute  lymphocytic  leukemia  (ALL) 
occurring  in  pediatric  patients  of  2 
midwestem  states  during  1973-1980 
was  examined  by  epidemiologic  in- 
vestigation. Time  series  analysis  of 
the  monthly  cumulative  ALL  risk 
for  age  0-19  years  revealed  sta- 
tistically significant  periodicity 
(P<0.01)  viz.  a trimodal  symmetric 
sine  curve  with  peaks  in  the  spring, 
late  summerlearly  autumn,  and 
winter. 


events.^' 3 Utilizing  published  data  from  Table 
1 of  their  report,  we  derived  the  monthly  num- 
ber of  cases  of  acute  leukemia  excluding  non- 
lymphocytic  histologic  types  that  occurred  in 
pediatric  patients  age  0-19  years.  Surprisingly, 
periodic  regression  analysis  of  these  data  re- 
vealed that  a symmetric  four  peak  sine  curve 
accounted  for  significant  monthly  variation 
(P<0.05).  Furthermore,  the  predicted  curve 
showed  good  fit  to  the  observed  data  (r  = 0.72) 
with  projected  peaks  in  the  spring,  summer, 
autumn  and  winter  (Figure  1). 

These  results  clearly  contradict  the  conten- 
tion of  no  seasonality  in  ALL  and  compel  fur- 
ther investigation  to  clarify  the  issue.  For  this 
purpose  we  have  examined  time  series  inci- 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
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dence  data  on  pediatric  ALL  in  midwestern 
USA  populations  and  will  briefly  discuss  find- 
ings and  appropriate  methods  of  analysis. 

TABLE  I 

MONTHLY  CASE  DISTRIBUTION  OF  PEDIATRIC  ALL  AND 
CORRESPONDING  ESTI/AATES  OF  AVERAGE  CUMULATIVE  RISK  IN 
MIDWESTERN  USA  POPULATIONS* 


Month  of 
Diagnosis 

Iowa 

Nebraska 

Combined 

coses 

risk 

fSEMj 

cases 

risk 

(SEM) 

cases 

risk 

(SEM) 

January 

16 

4.2 

(1.1) 

6 

3.4 

(0.7) 

22 

4.0 

(0.7) 

February 

11 

3.0 

(0.6) 

8 

4.6 

(0.9) 

19 

3.5 

(0.5) 

March 

20 

5.4 

(0.8) 

8 

4.7 

(1.2) 

28 

5.2 

(0.6) 

April 

22 

6.2 

(1.1) 

14 

8.2 

(2.3) 

36 

6.8 

(1.0) 

May 

20 

5.6 

(0.7) 

8 

4.6 

(1.7) 

28 

5.2 

(0.6) 

June 

14 

3.7 

(1.1) 

5 

3.0 

(1.2) 

19 

3.5 

(0.8) 

July 

18 

4.8 

(1.2) 

5 

2.7 

(0.8) 

23 

4.1 

(0.8) 

August 

16 

4.5 

(0.7) 

10 

5.8 

(2.8) 

26 

5.0 

(1.2) 

September 

15 

4.2 

(1.6) 

10 

5.8 

(0.8) 

25 

4.7 

(1.2) 

October 

18 

5.0 

(1.2) 

5 

2.9 

(1.2) 

23 

4.4 

(1.0) 

November 

14 

3.9 

(1.0) 

2 

1.2 

(0.8) 

16 

3.0 

(0.7) 

December 

27 

7.7 

(1.6) 

8 

4.6 

(2.0) 

35 

6.7 

(1.5) 

Overall 

211 

58.2 

(3.9) 

89 

51.5 

(5.4) 

300 

56.1 

(3.4) 

*Meon  cumulative  risk  per  10^  population  for  the  oge  doss  0-19  yeors.  Standard 
errors  of  means  are  in  parentheses. 
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Materials  and  Methods 

Two  independent  surveys  of  ALL  diag- 
nosed during  1973-1980  in  the  age  group  0-19 
years  provided  the  basic  data  for  analysis;  211 
cases  from  the  entire  state  of  Iowa  ascertained 
via  the  surveillance  epidemiology  and  end  re- 
sults (SEER)  program  of  the  National  Cancer 
Institute;  and  89  cases  from  a separate  survey 
conducted  over  the  eastern  57  counties  of  Ne- 
braska.^-^ The  2 states  lie  adjacent  in  the  north- 
ern temperate  zone  of  the  USA  and  contain 
predominantly  Caucasian  populations.  Non- 
subjective  dates  viz.  bone  marrow  confirma- 
tion or  first  cancer  directed  therapy  were  uti- 
lized to  estimate  the  month  of  ALL  diagnosis. 

Corresponding  data  of  the  2 survey  loca- 
tions were  analyzed  separately  and  then  pooled 
for  joint  analysis.  The  number  of  cases  occur- 
ring per  month  in  the  96  consecutive  months 
of  the  study  were  first  converted  to  incidence 
rates.  Monthly  age  specific  incidence  rates  were 
estimated  by  q = x/n,  where  x is  the  number 
of  age  specific  cases  in  a given  month  and  n 
is  the  corresponding  population  census.^  Age 
specific  estimates  were  obtained  for  the  inter- 
vals 0-4,  5-9,  10-14,  and  15-19  years  of  age. 
Estimates  of  monthly  cumulative  risk  were  de- 
rived by  the  formula  risk  = l-Product(l-q)®.  The 
monthly  cumulative  risk  is  the  probability  an 
individual  develops  the  subject  disease  (ALL) 
during  a specific  age  interval  (0-19  years)  within 
a particular  month.  These  time  series  data  were 
analyzed  by  periodic  regression  with  stratifi- 
cation for  sex  and  location.  This  method  tests 
the  fit  of  observed  data  to  symmetric  sine 
curves  utilizing  ordinary  least  squares  regres- 
sion.^ 


Results 

Periodic  regression  analysis  revealed  a tri- 
modal  pattern  of  ALL  risks  with  peaks  in  the 
spring  (Mar/Apr),  late  summer/early  autumn 
(Aug/Sep)  and  winter  (Dec/Jan).  Remarkably 
similar  trimodal  patterns  were  evident  for  each 
location  and  sex  and  the  pattern  was  strongest 
for  the  combined  data  (P<0.01).  Summary  sta- 
tistics of  Table  1 reflect  the  consistency  of  time 
series  data  from  each  independent  survey  lo- 
cation. The  excellent  fit  of  projected  curves  to 
the  observed  data  is  shown  for  males,  females 
and  both  sexes  together  in  Figure  2.  Interac- 
tions of  the  trimodal  sine  curve  with  years  and 
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Figure  1 . Monthly  cose  distribution  of  acute  leukemia  in  the  USA 
excluding  nonlymphocytic  histologic  types  for  age  0-19  years. 
Observed  data  points  were  derived  from  Table  I;  the  predicted 
curve  (solid  line)  is  based  on  periodic  regression  analysis. 


locations,  and  year  and  location  effects  per  se 
were  not  statistically  significant  in  variance 
analyses. 

Discussion 

This  investigation  demonstrates  important 
seasonal  variation  in  the  cumulative  risk  of 
childhood  ALL  in  midwestern  USA  popula- 
tions. Time  series  analysis  disclosed  a trimodal 
pattern  with  peaks  in  the  spring,  late  summer/ 
early  autumn  and  winter.  These  peak  times  of 
occurrence  are  characterized  by  distinct  cli- 
matic changes  and  viral  infections  in  the  mid- 
western  USA.  Spring  is  typified  by  volatile 
temperature  fluctuations  rising  above  freez- 
ing, onset  of  the  tree  pollen  season  and  the 
common  cold  season  (rhinovirus  infections); 
late  summer/early  autumn  brings  onset  of  the 
ragweed  pollen  season,  cooler  temperatures 
and  peaking  of  enterovirus  attack  rates;  and 
winter  is  subject  to  subfreezing  temperatures 
and  peaking  of  influenza  attack  rates  (ortho- 
myxovirus infections).®'^^  Since  no  single  en- 
vironmental factor  appears  to  correlate  with 
the  cycle  of  ALL  risk  in  its  entirety  and  none 
of  the  obviously  coincident  infectious  disease 
patterns  involve  viruses  with  suspected  leu- 
komogenic  activity,  we  suggest  seasonal  forces 
may  promote  leukomogenesis  via  indirect 
mechanisms  of  action. 

As  an  example,  consider  the  synchrony  of 
poUenosis  with  the  observed  peaks  in  ALL  risk. 
Various  allergenic  extracts  have  been  shown 
to  stimulate  transformation  of  cultured  lym- 
phocytes,^^ and  certain  kinds  of  pollen  and 


plant  constituents  are  potent  lymphoprolifer- 
ative  agents  in  vitro  e.g.  pokeweed  pollen  and 
plant  lectins  such  as  phytohemagglutinin. 
Thus,  inhalant  allergens  may  prime  the  lym- 
phocytes for  leukomogenesis  by  stimulating 
cell  proliferation  and  selective  gene  activity 
which  in  turn  accelerate  the  frequency  of 
transforming  genetic  translocations.  Similar 
mechanisms  may  be  evoked  by  concomitant 
exogenous  viral  infections  with  the  important 
qualification  that  any  viral  genome  could  also 
be  capable  of  reactivating  oncogenic  provi- 
ruses via  genetic  homology. 

Latent  viruses  suspect  of  inducing  trans- 
forming genetic  translocations  in  vivo  include 
Epstein  Barr  Virus  (EBV)  and  the  RNA  retro- 
viruses. Notably,  some  studies  indicate  the  ex- 
istence of  seasonality  in  the  incidence  of  in- 
fections, mononucleosis  and  Burkitt's 
lymphoma,  both  of  which  have  been  casually 
(Please  turn  to  page  422) 
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Figure  2.  Monthly  cumulative  risk  of  acute  lymphocytic  leukemia 
for  age  0-19  years  in  midwestern  USA  populations  (solid  lines 
denote  predicted  curves). 
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linked  with  EBVd^-  Furthermore,  it  is  well 
known  latent  viruses  can  be  reactivated  by 
temporal  changes  in  their  endogenous  envi- 
ronment, e.g.  fever,  immunosuppression  and 
exposure  to  ionizing  radiation.'^  In  view  of  the 
results  herein,  interactions  between  seasonal 
factors  (inhalent  allergens  and  exogenous  vi- 
ruses) and  potentially  leukomogenic  latent  vi- 
ruses may  play  a vital  role  in  the  development 
of  ALL. 

Methodologic  problems  exist  in  the  general 
treatment  of  temporal  data  on  disease  onset. 
Prerequisites  for  the  analysis  of  time  series  data 
include  abrupt  disease  onset,  accurate  and 
rapid  diagnosis,  reliable  reporting  of  dates  of 
diagnosis  and  accurate  characterization  of  the 
populations  at  risk.  To  avoid  artifactual  re- 
porting bias,  it  is  necessary  to  utilize  monthly 
incidence  rates  as  opposed  to  pooled  monthly 
totals  without  a defined  denominator.  The 
analysis  of  time  series  rates  can  be  efficaciously 
handled  by  analysis  of  variance  incorporating 
periodic  regression.^  In  the  fitting  of  Fourier 
curves  it  should  also  be  remembered  typical 


geographic  locations  can  have  as  many  as  4 
distinct  seasons  per  year.  Consequently,  time 
series  data  must  be  examined  for  multiple 
peaks.  Finally,  a separate  analysis  should  be 
conducted  for  each  survey  environment  with 
reasonable  stratification  for  important  demo- 
graphic factors. 
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25  mg  Hydrochlorothiazide.  50  mg  Triamterene/SKF 
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Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthl"’  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 
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♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
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Vaginal 

Cream 

0.625mg/ 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  ol  coniugated  estrogens  Vaginal  Cream  In  a nonllquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration:  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogehs  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-told  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  ot  these  exposures  were  very  short  and  involved  only  a lew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  tTa-dihydroequilln.  together  with  smaller  amounts  of  17a-eslradiol, 
equilenin , and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg . 0 625  mg . 0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  of  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDKiATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N(7T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  ot  the  addition  ot  a progestin  tor  7 or  more  days  ot  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ot  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcmoma  of  the  endometrium  in  humans,  (See  Boxed  Warning.)  At  tliepresent 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ot  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  tor  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nohfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia,  etc  Prolongedadministrationof  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  gidbulin  (TBG)  leading  td  increased  circulating  tdtal  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion:  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued:  erythema  multiforme:  erythema  nodosum:  hemorrhagic  eruption,  loss  of 
scalp  hair:  hirsutism:  steepening  of  corneal  curvature,  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  mcrease  or  decrease  in  weight:  reduced  carbohydrate  tdlerance:  aggrava- 
tidn  of  porphyria,  edema,  changes  in  libido 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATIDN: 

PREMARIN’  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  oft) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  tor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1 . Whitehead  Ml , Townsend  PT  Pryse-Davies  J.  et  al  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  N fng/J  Med  1981,305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T Sturdee  DW,  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980:280  822-824  1 Magos  AL,  Brincat  M,  Studd  JWW,  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Ohsiel 
Gynecol19B5. 67  496-499  4.  Whitehead  Ml,  Lane  G.  Siddle  N.  et  al  Avoidance  of  endome'rial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983,1  1:41-52  5.  Barnes  RB,  Roy  S, 
Lobo  RA  Comparison  of  lipio  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obstel  Gynecol  1985.66  216-219 

€ 1986  Ayerst  Laboratories 


AYERST  LABORATORIES 

New  York,  NY  10017  T6194/886 


Ayerst^ 


DOCTOR, 

Do  You  Need 
A Life  Insurance 
Check-up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation,  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
IVs  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  cwk  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 


The  Prouty  Company 

309  Court  Avenue,  Suite  510,  Des  Moines,  Iowa  50309 
Telephone:  515/246-1712  or  800/532-1105 


Marion  E.  Alberts,  M.D. 

COMMENTING 

EDITORIALLY 

1%^ 

WHEN  AND  WHERE  WILL  IT  STOP? 


IN  May,  there  was  another  increase  in  the 
cost  of  D.T.P.  vaccine.  There  have  been  4 
price  increases  since  1981.  The  present  price 
per  vial  is  $171,  equivalent  to  11.40  per  dose. 
The  cost  per  vial  in  1981  was  $5.43. 

Lederle  Laboratories  says  their  inability  to 
obtain  product  liability  insurance  prompted  the 
latest  price  increase.  Of  the  $171,  $120  is  to  be 
set  aside  for  a liability  self-insurance  fund.  The 
resultant  impact  of  the  price  change  is  the 
marked  increase  in  cost  to  the  patient.  In  the 
private  sector,  unless  they  have  an  insurance 
program,  families  may  balk  at  providing  pro- 
tection for  their  children.  Yet,  a problem  arises 
in  that  sector.  Will  the  insurance  or  health 
maintenance  organization  reimburse  the  phy- 
sician appropriately?  If  not,  it  is  conceivable 
there  could  be  reluctance  by  certain  physicians 
to  extend  care.  Another  concern  is  the  avail- 
ability of  funds  to  purchase  the  vaccine  for 
public  clinic  patients.  Should  the  funds  be  cur- 
tailed or  unavailable  many  problems  may  arise. 
Fewer  children  will  receive  protection,  there 
will  be  a larger  nucleus  of  suspectible  individ- 
uals and  the  diseases  which  have  become  of 
historical  interest  will  return. 

Much  comment  could  be  made  about  the 


RECENT  BOOKS 


Swackhammer,  Annette  and  Moss,  Ralph, 
1986,  Caring,  Doubleday  and  Co.,  New  York, 
N.Y.,  $15.95.  Three  nurses,  formerly  students 
together,  find  themselves  once  again  together 


increased  incidence  of  litigation  resulting  from 
alleged  vaccine  damages.  This  litigation  has 
resulted  in  increased  premiums  for  product 
liability.  The  spiral  ascends  without  an  appar- 
ent end.  It  is  laudable  there  has  not  been  a 
cessation  in  the  manufacture  and  availability 
of  the  vaccine.  It  will  still  be  available  at  least 


"Our  profession  must  join  forces 
with  the  public  sector  to  continue 
all  efforts  to  provide  effective  and 
safe  preventive  measures  for  the 
healthful  futures  of  all  children." 


in  the  foreseeable  future.  Hopefully  immuni- 
zation will  continue  unabated  to  avoid  rever- 
sion to  the  horrors  of  epidemics. 

Our  profession  must  join  forces  with  the 
public  sector  to  continue  all  efforts  to  provide 
effective  and  safe  preventive  measures  for  the 
healthful  futures  of  all  children.  To  have  lost 
all  the  good  gained  by  effective  immunization 
measures  would  be  foolhardy.  As  our  profes- 
sion traditionally  has  endeavored  to  improve 
all  aspects  of  health  care,  our  efforts  to  prevent 
disease  must  be  scrutinized  continually  for  im- 
provements. Our  efforts  are  noble  and  must 
continue  to  be  so,  for  today's  healthy  babies 
are  our  hope  for  the  future.  Coping  with  future 
social  problems  will  be  enough  without  being 
hindered  by  health  problems.  — M.E.A. 


in  a large  city  hospital.  Each  has  a different 
purpose  in  life,  different  problems,  and  dif- 
ferent attitudes,  but  a common  purpose  in  car- 
ing for  their  patients. 

Lewis,  Howard  R.  and  Martha  E.,  1986,  The 
People's  Medical  Manual,  Doubleday  and  Co., 
(Please  turn  to  page  426) 
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Cooper  Brothers,  Inc.: 

Experienced  Specialists  In  Medical  Facility  Development 


Cooper  Brothers,  Ino,  offers  physioians  a single  souroe 
of  responsibility  for  the  design,  financing  and  construction  of 
superior  medical  office  buildings  and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling 
— without  the  need  to  divert  attention  from  your  medical 
practice.  But,  you  don't  have  to  take  our  word  for  it.  We'll  gladly 
put  you  in  touch  with  our  past  clients  who  will  confirm  the  integrity 
of  our  company  and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists, 
you'll  have  a firm  price  for  your  new  facility  — a price  we  can 
guarantee  because  of  our  experience  in  completing  many 
successful  medical  facilities.  Our  experience  also  assures  that 
your  building  will  suit  your  working  style,  offer  energy-efficient 
operation  and  low-cost  maintenance,  while  reflecting  the 

unique  structural,  mechanical 
and  design  considerations 
of  highly  specialized 
medical  facilities. 

COOPER 

BROTHEES 


500  Cooper  Center  • 7100  N.  Classen  Boulevard 
Oklahoma  City.  Oklahoma  73116  • 405  842-6653 


New  York,  N.Y.,  $19.95.  Consumer-oriented 
medical  advice  compiled  by  non-medical  writ- 
ers. The  secondary  title  seems  a bit  ostenta- 
tious “Everything  You  Need  to  Know  About 
Health  and  Safety."  The  format  is  that  of  an 
encyclopedia.  The  lay  person  may  find  this  a 
quick  reference  to  over  500  entries  included  in 
the  578  pages. 


Afifi,  Adel  K.  and  Bergman,  Ronald  A.,  1985, 
Basic  NeuroScience:  A Structural  and  Functional 
Approach,  2nd  edition.  Urban  and  Schwarzen- 
berg,  Baltimore,  Maryland,  $24.50.  The  first 
edition  of  this  comprehensive  study  by  2 pro- 
fessors at  the  University  of  Iowa  was  in  1979. 


The  second  edition  has  been  enhanced  by  new 
and  improved  illustrations  as  well  as  some  re- 
written and  expanded  chapters.  Written  as  a 
textbook  for  students  of  neuro-science,  it  may 
well  serve  as  a reference  text. 


Robertson,  Patricia,  1986,  The  Premature  Labor 
Handbook,  Doubleday  & Co.,  Inc.,  New  York, 
New  York,  $16.95  (Hard  Cover),  $9.95  (Pa- 
perback). Written  for  the  lay  reader,  this  book 
discusses  medical  aspects  of  premature  labor, 
the  incompetent  cervix  and  preterm  delivery. 
How  to  cope  with  these  complications  of  preg- 
nancy is  a major  theme.  This  book  should  be 
of  interest  to  any  obstetric  patient  and  her  part- 
ner who  have  faced  or  are  facing  this  compli- 
cation of  about  8 to  10%  of  pregnancies. 


For  Original  Work  in  the  Specialty 


...GO  TO  THE  SOURCE 


THEJOURNALOFFAMILYPRACTICE»JohnP.Geyman,MD,  Editor 


the 
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Reaches  over  74,000  physicians 
monthly 

More  citations  in  Index  Medicus  for 
family  practice  than  any  other  journal 

Ranked  first  as  the  most  prestigious 
medical  journal  among  family 
physician  educators 
Peer  reviewed  by  experts  in  family 
medicine 


The  Journal  Division 
Appleton-Century-Crofts 
25  Van  Zant  St. 

E.  Norwalk,  CT  06855 
(203)  838-4400 
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MIND 

YOUR  OWN 
BUSINESS 


For  small  or  medium-sized  prac- 
tices, affordable  business  manage- 
ment has  been  a big  problem. 

Until  now. 

Now  Professional  Data 
Management  has  the  help 
you  need:  affordable 
computer  hardware  and 
software  designed 
especially  for  practices  like 
yours. 

PDM  provides  installation, 
service  and  training.  So  you  don’t 
have  to  be  a computer  genius  to 
use  your  system.  In  fact,  it’s  so 
complete,  all  you  have  to  do  is 
turn  it  on. 

One  person  can  perform  hours 
of  tedious  accounting  and  billing 
work  effortlessly.  What’s  more,  you’ve 
got  instant  access  to  information 
about  your  patients  and  your 
practice. 

You  can  provide  more 
responsive  treatment,  as 
well  as  analyze  revenues, 
track  billing  by  patient  or 


BETTER 


department,  trace  profit  and  loss 
sources,  and  much  more.  Some  PDM 
systems  even  help  you  market  your 
practice. 

For  a tool  that  can  do  so  much,  a 
PDM  practice  management  system 
is  surprisingly  affordable. 

Complete  systems  start  under 
$5000. 

Keep  in  mind,  PDM 
systems  are  not 
“adaptations”  of 
general  purpose 
business  systems, 
program  has 
designed 

exclusively  for  medical 
practice  management. 
That’s  why  it’s  so  important  to 
see  a PDM  system  for  yourself. 
So  call  PDM,  and  find  out  more 
about  our  remarkable  practice 
management  systems.  After 
that,  you  can  mind  your  own 
business. 

Call  612-731-1822,  or  write 
Professional  Data  Management. 


qO 

O • Professional  Data 
O,.  Management 

7582  Currell  Blvd.,  Suite  212 
Woodbury,  MN  55125 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w^hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


F 3t  t f. ' P u.cy  e !ii  cj<  i*  t y si  U.o>Vfy;Vi>f  r 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

FLUSHING,  BOOZING,  AND  THE 
SANDWICH  ISLANDERS 


IN  THE  PAST  YEAR  I heard  at  least  two  lectures 
that  caught  my  fancy.  By  that  1 mean  they 
seemed  interesting  at  the  time,  as  if  I were 
hearing  an  absorbing  tale,  and  they  caused  me 
to  reflect  later  on  the  topic.  If  a lecture  can  do 
those  two  things.  I'm  willing  to  call  it  a suc- 
cess. Lots  of  folks  in  the  world  of  medical  ed- 
ucation spend  much  podium  time  bad-mouth- 
ing the  lecture.  What  needs  that,  I submit,  are 
poor  lectures,  meaning  (1)  they  are  given  by 
people  who  can't  do  it  well  (after  all,  every- 
body knows  that  some  folks  have  a knack  for 
telling  a story  and  some  don't)  and  (2)  they 
are  given  at  the  invitation  of  somebody  who 
can't  tell  a good  lecture  from  a bad  one,  or  is 
just  discharging  an  assignment  on  a program 
committee,  or  really  can't  find  anybody  better. 
One  of  the  all-time  great  story  tellers  was  Mark 
Twain;  I can  tell  that  to  be  so  from  reading 
what  he  writes  plus  knowing  he  had  enor- 
mous success  as  a lecturer.  Anybody  with  his 
reputation  must  have  been  a fine  spinner  of 
tales. 

The  topics  in  my  title  all  have  to  do  with 
stories  about  alcohol.  One  came  in  a standard 
pharmacologic  lecture  about  ethanol  dehydro- 
genase, the  enzyme  largely  responsible  for  the 
metabolism  of  ethanol  — where  it's  formed 
and  what  its  chemical  and  biological  effects  are 
and  how  intra-personal  or  family  differences 
may  relate  to  the  prevalence  and  course  of  al- 
coholism. The  next  topic  appeared  in  a talk  by 
a dermatologist  interested  in  facial  flushing  and 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


how  the  degree  of  flush  after  alcohol  ingestion 
varies  greatly  among  persons,  families,  and 
even  ethnic  groups.  He  showed  how  orientals 
were  particularly  likely  to  show  the  flush  re- 
action, and  correspondingly,  produced  only 
small  amounts  of  the  enzyme.  These  charac- 
teristics seemed  clearly  heritable,  and  he  had 
persuasive  pedigrees  for  his  evidence. 

Such  genetic  studies  are  part  of  a growing 
branch  of  biology  called  pharmacokinetics. 


"It  is  hyperbolic  to  tout  Mark  Twain 
as  the  father  of  pharmacokinetics, 
but  he  surely  merits  lots  of  credit 
for  his  writing,  and  as  is  true  for  any 
fine  writer,  lots  of  credit  for  being  a 
splendid  observer." 


concerned  with  the  inherited  differences  in  en- 
zymes which  control  so  much  drug  and  food 
metabolism  and  thus  account  for  so  much  in- 
dividual variation.  This  young  hybrid  of  bio- 
chemistry, pharmacology  and  genetics  could 
have  got  off  to  a bounding  start  long  ago  if 
somebody  had  thought  hard  enough  about  the 
significance  of  Mark  Twain's  observations  of 
the  Sandwich  (Hawaiian)  Islanders,  after  he 
spent  what  he  called  "half  a year  of  luxurious 
vagrancy  in  the  islands"  on  a visit  there  in 
1866.  In  an  1873  essay  he  remarked  that  drink- 
ing "is  not  an  objection  to  a Sandwich  Is- 
lander. Whisky  cannot  hurt  them;  it  can  sel- 
dom even  tangle  the  legs  or  befog  the  brains 
of  a practiced  native.  It  is  only  water  with  a 
flavor  to  it  . . .;  it  is  what  cider  is  to  us."  What 
we  might  term  "resistance"  he  goes  on  to  at- 
tribute to  the  Hawaiian  practice  of  eating  poi, 
derived  from  the  taro  root,  and  the  fermented 
beverage  awa  the  natives  distill  from  it.  Twain 
called  the  azva  "so  terrific  that  mere  whisky  is 
foolishness  to  it.  It  turns  a man's  skin  to  white 
(Please  turn  to  page  437) 
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EVEN  THE  BEST 
HEALTH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD." 
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Jeannine  Schulze 

QUESTIONS 

AND  ANSWERS 

IMS  Auxiliary  Goals 


A growing  and  active  organiza- 
tion, the  Iowa  Medical  Society  Aux- 
iliary has  a number  of  important 
projects  planned  for  the  coming 
year,  feannine  Schulze,  1986187 
IMS  Auxiliary  president,  comments 
here  on  upcoming  activities  and  her 
goals. 


The  theme  for  your  year  as  IMS  Auxiliary 
president  is  "Improving  the  Quality  of  Life." 
Why  was  this  theme  chosen? 

The  purpose  of  the  Auxiliary,  as  stated  in 
our  bylaws,  is:  "to  assist  in  those  programs  of 
the  Iowa  Medical  Society  that  improve  the 
health  and  quality  of  life  for  all  people."  This 
year,  the  American  Medical  Association  Aux- 
iliary is  focusing  on  motivation.  Through  our 
service  and  educational  programs,  the  Auxil- 
iary is  well-equipped  to  represent  the  image 
of  the  medical  profession  as  quality  health  care 
providers. 

The  IMS/IMS  Auxiliary  Joint  Leadership 
Conference  is  scheduled  for  October  15.  Please 
tell  us  about  the  program. 

"Communications"  is  the  theme  for  the 
Conference.  The  format  will  be  of  interest  to 
both  physicians  and  spouses,  focusing  on  top- 
ics including  "You  Are  What  You  Communi- 
cate," doctor-patient  communication,  liability 
reform  update,  communication  skills  to  avoid 
malpractice  suits  and  stress  in  the  physician's 
family.  We  are  expecting  a good  turnout. 


What  Auxiliary  projects  are  planned  to  em- 
phasize this  theme? 

This  is  the  age  of  coalitions.  Through  the 
networking  process  we  can  be  more  effective 
in  our  efforts  to  be  viewed  as  a viable  orga- 
nization. We  are  represented  on  the  Iowa  Co- 
alition for  Comprehensive  School  Health  Ed- 
ucation, the  Healthy  Mothers-Healthy  Babies 
Coalition  and  the  Clean  Indoor  Air  Coalition. 
Of  course,  our  most  natural  coalition  is  with 
the  IMS. 

What  other  Auxiliary  projects  are  planned  for 
this  year? 

The  Auxiliary  will  hold  its  legislative  event 
at  the  Convention  Center  January  28.  Last  year 
was  the  first  time  the  Auxiliary  hosted  Iowa 
legislators.  The  event  was  a good  opportunity 
to  become  personally  acquainted  with  legis- 
lators. We  encourage  all  auxilians  and  their 
physician  spouses  to  attend  this  year's  event 
to  discuss  with  our  legislators  important  health 
issues  including  liability  reform.  We  also  plan 
to  air  several  health-related  public  service  an- 
nouncements on  alcohol,  drug  and  child  abuse 
this  year.  These  public  service  announcements 
are  sponsored  by  the  IMS  and  the  Auxiliary. 

What  are  your  goals  as  IMS  Auxiliary  presi- 
dent? 

It  is  vital  to  increase  Iowa's  membership  in 
the  federation  of  county,  state  and  national 
Auxilians. 

I would  like  to  see  the  relationship  between 
the  IMS  and  the  Auxiliary  continue  to  flourish 
for  the  benefit  of  attaining  our  mutual  goals. 
I would  like  to  see  support  groups  established 
for  the  physician's  family  in  the  areas  of  trou- 
bled physicians,  troubled  spouses  and  trou- 
bled children.  Together,  we  can  improve  the 
quality  of  life  for  all  lowans. 
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Reynold  Spector,  M.D.,  Editor 

IMIPENEM-CILASTATIN  SODIUM 


IMiPENEM-ciLASTATiN  SODIUM  (Primaxin®)  is 
the  first  of  a new  class  of  antibiotics  called 
carbapenems.  It  is  currently  marketed  by 
Merck,  Sharp,  and  Dohme  as  “the  broadest 
spectrum  antibiotic  ever."  In  this  article,  we 
will  examine  its  chemistry,  mechanism  of  ac- 
tion, efficacy,  pharmacokinetics,  and  adverse 
reactions. 

Chemistry ! Mechanism  of  Action 

Streptomyces  cattleya  is  a species  of  Strepto- 
myces  whose  culture  broths  were  found  to 
have  antimicrobial  capacities,  specifically,  in- 
hibition of  peptidoglycan  (cell  wall)  biosyn- 
thesis.' The  entity  in  the  broth  responsible  for 
this  action  was  named  thienamycin.  It  belongs 
to  a larger  class  of  compounds  known  as  car- 
bapenems which  are  beta-lactam  antibiotics 
with  a modified  five-member  ring.  Thiena- 
mycin was  found  to  have  unusually  high  re- 
sistance to  beta-lactamases  due  to  the  trans 
configuration  of  its  hydroxyethyl  side  chain 
with  respect  to  the  five-member  ring.  How- 
ever, it  proved  to  be  unstable  in  concentrated 
solutions.  Consequently,  a more  stable  deriv- 
ative, N-formimidoyl  thienamycin  (imipe- 
nem),  was  developed.  Animal  studies  re- 
vealed that  imipenem  is  extensively 
metabolized  by  a renal  tubular  brush-border 
enzyme  (dehydropeptidase-1)  and  that  its  me- 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by 
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tabolite  is  nephrotoxic.  Due  to  concern  over 
this  toxicity  and  low  levels  of  active  drug  in 
urine  (precluding  effective  treatment  of  uri- 
nary tract  infection),  a specific  enzyme  inhib- 
itor was  sought.  Cilastatin  was  found  to  be  an 
excellent  specific,  competitive,  reversible  de- 
hydropeptidase-1 inhibitor  which,  when  given 
in  adequate  dosage  simultaneously  with  imi- 
penem, prevented  nephrotoxicity  and  re- 
stored urine  imipenem  level  to  bactericidal 
range.  Further  studies  revealed  that  a one-to- 
one  fixed  weight  ratio  of  imipenem  to  cilastatin 
(typically  500  mg  to  500  mg)  was  effective  in 
blocking  renal  metabolism  for  the  duration  of 
a usual  dosing  interval  (8  hours). 

Efficacy 

In  the  in  vitro  situation,  imipenem  inhibits 
90%  or  more  of  clinical  bacterial  isolates.^  Spe- 
cifically, gram  positive  cocci  are  sensisitve,  with 
the  exception  of  Streptococcus  faecium.  Impor- 
tant discrepancies  between  minimal  inhibitory 
concentrations  and  minimum  bactericidal  con- 
centrations have  been  noted  with  methicillin- 
resistant  Staphylococcus  aureus  and  Staphylococ- 
cus epidermidis,  enterococcus  and  Listeria  mon- 
ocytogenes A * Several-fold  greater  concentra- 
tions may  be  required  for  bactericidal  effect, 
as  opposed  to  growth  inhibitory  effect,  with 
these  organisms.  Penicillinase-producing 
Neisseria  are  suspectible  to  imipenem.^  Gram 
negative  aerobic  rods  are  also  inhibited  with 
the  exceptions  of  Pseudomonas  maltophilia  and 
Pseudo77wnas  cepacia,  which  are  usually  resist- 
ant.^ Frequently,  resistance  to  imipenem  has 
occurred  during  treatement  of  Pseudomonas 
aeruginosa  infections.^  A several-fold  difference 
between  bactericidal  concentrations  and  inhib- 
itory concentrations  has  been  noted  frequently 
(Please  turn  to  page  434) 
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with  Pseudomonas  aeruginosa.  Most  anaerobic 
bacteria,  with  occasional  exceptions  in  certain 
strains  of  Clostridium  difficle  and  Bacteroides  fra- 
gilis,  are  inhibited  by  imipenem.^  Other  path- 
ogens which  demonstrated  in  vitro  suscepti- 
bility include  Legionella,  Yersinia  enterocolitica, 
Nocardia  asteroides,  and  Campylobacter.^  Inter- 
estingly, in  vitro  the  combined  use  of  other 
beta-lactam  antibiotics  (penicillins  or  cepha- 
losporins) with  imipenem  can  diminish  the  ac- 
tivity of  imipenem  against  gram  negative  ba- 
cilli.^ The  clinical  significance  of  these  in  vitro 
phenomena  is  uncertain. 

In  studies  using  animal  models  to  compare 
antibiotic  regimens,  imipenem  was  less  effec- 
tive against  enterococcal  endocarditis  (than 
penicillin  and  gentamicin  used  together)  and 
less  effective  against  methicillin-resistant  S.  ep- 
idermidis  endocarditis  (than  vancomycin).^ 

In  randomized  human  trials,  the  following 
results  have  been  obtained: 

Imipenem  versus  Cefazolin 

In  1983,  21  patients  were  randomly  assigned 
to  either  imipenem-cilastatin  (250  mg/250  mg 
IV  every  6 hours)  or  cefazolin  (1  gm  IV  every 
6 hours)  for  clinically  proven  bacterial  infection 
of  several  types  (septicemia,  pneumonia,  os- 
teomyelitis, pyelonephritis,  cellulitis,  cuta- 
neous abscesses).®  Investigators  were  blinded 
as  to  the  identity  of  the  treatment  drug.  All 
eleven  patients  in  the  imipenem  group  were 
cured;  9 of  10  patients  treated  with  cefazolin 
were  cured. 

Marier  et  al  randomized  186  patients  to  im- 
ipenem-cilastatin (250  mg/250  mg  IV  every  6 
hours)  or  cefazolin  (1  gm  IV  every  6 hours)  for 
5 to  14  days.^  One  hundred  forty-one  patients 
were  assessed  for  efficacy  of  therapy.  Cure  or 
improvement  was  reported  in  94%  of  the  im- 
ipenem-cilastatin patients  compared  to  99%  of 
the  cefazolin  patients.  Types  of  infections  in- 
cluded skin/soft  tissue,  lower  respiratory  tract, 
urinary  tract,  bone  and  joint,  and  bacteremia. 

Imipenem  versus  Gentamicin! 

Clindamycin 

The  first  comparative  trial  of  these  agents  is 
from  1984  and  involved  163  patients  with  "se- 
rious" infections  randomized  to  imipenem-ci- 
lastatin (500  mg/500  mg  IV  every  6 hours)  or 
gentamicin  (1.5  mg/kg  body  weight  IV,  ad- 
justed to  achieve  peak  serum  levels  > 4 mg/1 


and  trough  levels  < 2 mg/1)  and  clindamycin 
(600  mg  IV  every  6 hours). Treatment  failure 
rate  was  4%  in  the  imipenem-cilastatin  group 
verses  16%  in  the  gentamicin/clindamycin 
group.  Problems  with  this  study  include  un- 
even distribution  of  patients  with  abdominal 
infections,  septicemia,  or  both  (more  in  the 
gentamicin/clindamycin  group)  and  conceiv- 
ably inadequate  peak  gentamicin  levels. 

Solomkin  et  al  reported  results  of  74  patients 
with  pulmonary,  soft  tissue,  and  intra-abdom- 
inal mixed  flora  infections  treated  with  imi- 
penem-cilastatin (500  mg/500  mg  IV  every  6 
hours)  or  gentamicin  (1.5  mg/kg  body  weight  ! 
adjusted  to  achieve  peak  levels  between  6 and 
8 mg/1  and  trough  levels  < 2 mg/1)  and  din-  [ 
damycin  (600  mg  IV  every  6 hours)."  No  dif-  j 
ference  in  mortality  was  noted;  nephrotoxicity  ' 
was  greater  in  the  gentamicin/clindamycin  1 
group.  Two  failures  against  Pseudomonas  aeru-  I 
ginosa  were  recorded  in  the  gentamicin/clin-  | 
damycin  group,  whereas  none  were  noted  in 
the  imipenem-cilastatin  group. 

Forty  patients  with  moderate  to  severe  in- 
fection received  imipenem-cilastatin  (500  mg/ 

500  mg  IV  every  6 hours)  or  gentamicin  (1.5 
mg/kg  body  weight  at  intervals  adjusted  to 
achieve  unspecified  peak  and  trough  serum 
levels)  and  clindamycin  (600  mg  IV  every  6 
hours)  for  at  least  5 days."  Overall  cure  rates 
were  statistically  not  different.  The  authors 
note  shorter  hospitalization,  fewer  febrile  days, 
and  shorter  duration  of  therapy  in  the  imi- 
penem-cilastatin group. 

A matched  patient  control  study  design  (not 
prospective,  randomized  design)  was  em- 
ployed in  patients  with  gangrenous  or  perfo- 
rated appendicitis.  Patients  were  matched  with 
respect  to  age,  pathologic  stage  of  disease,  and 
surgical  management."  Thirty-three  patients 
were  treated  with  imipenem-cilastatin  (500  mg/ 

500  mg  IV  every  6 hours);  and  66  controls  were 
treated  with  gentamicin  (1.5  mg/kg  body 
weight  at  intervals  adjusted  to  attain  peak 
serum  levels  of  6-8  mg/1)  and  clindamycin  (600 
mg  IV  every  6 hours)  for  a minimum  of  3 days. 

All  patients  underwent  surgery  within  24  hours 
after  institution  of  antibiotic  therapy.  Cure  rates 
were  statistically  not  different  (97%  versus 
100%).  Days  of  fever  and  days  of  hospital  stay 
were  fewer  in  the  imipenem  group.  Days  to 
return  of  intestinal  function  were  fewer  in  the 
clindamycin/gentamicin  group. 

(Please  turn  to  page  435) 
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Imipenem  versus  Moxalactam 

Eron  et  al  treated  39  patients  with  septi- 
cemia, soft  tissue,  urinary  tract,  and  respira- 
tory tract  infections  with  imipenem-cilastatin 
(500  mg/500  mg  IV  every  6 hours)  or  moxal- 
actum  (2  gm  IV  every  8 hours)  for  3 to  28  days3‘* 
There  was  improvement  or  cure  in  60%  of  pa- 
tients receiving  moxalactam  versus  89% 
(p  = 0.06)  in  the  imipenem  group. 

In  a multicenter  trial,  311  patients  received 
either  imipenem-cilastatin  (500  mg/500  mg  IV 
every  6 hours)  or  moxalactam  (3-6  gm/day)  oc- 
casionally accompanied  by  an  aminoglycoside 
(in  7 patients)  or  a penicillinase-resistant  pen- 
icillin (in  6 patients)  for  5 to  14  days.^®  Infec- 
tions in  the  2 groups  were  similar  except  for 
a longer  duration  of  therapy  (11.0  versus  8.9 
days)  and  greater  percentage  of  bacteremic  ill- 
ness (19.0  versus  8.3)  in  the  imipenem  group. 
A positive  clinical  outcome  was  favored  in  the 
imipenem  group  (95%  versus  87%;  p = 0.01) 
The  imipenem  group  also  fared  better  in  those 
with  Pseudomonas  aeruginosa  infections. 

Imipenem  versus  Cefotaxime 

In  1983  a study  in  Switzerland  with  40  pa- 
tients allocated  to  either  imipenem-cilastatin 
(500  mg/500  mg  IV  t.i.d.)  or  cefotaxime  (2  gm 
IV  t.i.d.)  as  treated  for  severe  bacterial  infec- 
tions was  published. The  types  of  infections 
were  equally  distributed  between  groups  and 
included  complicated  urinary  tract  infections, 
pneumonias,  bone  and  soft  tissue  infection, 
and  6 septicemias.  No  significant  difference  in 
cure  or  improvement  rates  was  noted. 

A multicenter  trial  in  Argentina  evaluated 
20  patients  with  either  imipenem-cilastatin  (500 
gm/500  mg  IV  every  8 hours)  or  cefotaxime  (2 
gm  IV  every  8 hours).^^  Infections  included 
mediastinitis,  osteomyelitis,  urinary  tract  in- 
fection, lower  respiratory  tract  infection,  and 
soft  tissue  infection.  Cure  and  improvement 
rates  were  no  different  between  the  2 groups. 

A trial  in  Canada  using  36  patients  with  in- 
fections and  doses  of  antibiotics  similar  to  the 
Argentine  study  also  found  approximately 
equivalent  efficacy  between  the  2 treatment 
regimens.^® 

Pharmacokinetics 

Parenteral  administration  of  imipenem-ci- 
lastatin is  necessitated  by  the  lack  of  any  ap- 


preciable absorption  after  oral  administra- 
tion.'® Plasma  concentrations  of  imipenem- 
cilastatin  1 hour  after  an  IV  dose  of  1 gm  de- 
livered over  30  minutes  to  healthy  adults  are 
18.7  ± 2.0  mg/1  and  19.1  ± 4.6  mg/1,  respec- 
tively. Trough  levels  obtained  5 hours  30  min- 
utes after  infusion  are  0.8  ± 0.26  mg/1  for  im- 
ipenem and  < 0.75  mg/1  (the  limit  of  the  assay) 
for  cilastatin. 

Protein  binding  has  been  reported  at  21%, 
or  less  with  increasing  serum  concentrations 
of  drug.'®  Cerebrospinal  fluid  levels  after  re- 
peated doses  of  1 gm  IV  every  6 hours  ranged 
from  0.5  mg/1  to  11  mg/1.^  Mean  concentration 
per  gram  of  dry  weight  of  bone  was  2.6  fxg  in 
patients  receiving  2 to  4 gm/day  for  osteo- 
myelitis.^ Unlike  many  other  newer  beta-lac- 
tam  antibiotics,  imipenem  is  excreted  in  bile 
in  minute  amounts  (<  1%).^  This  tends  to  limit 
its  effect  on  altering  bowel  flora.  There  are  no 
data  currently  available  for  drug  concentration 
in  milk,  fetal  tissue,  or  placenta. 

In  patients  with  normal  renal  function,  ap- 
proximately one  half  of  a dose  of  imipenem  is 
eliminated  by  glomerular  filtration,  one  quarter 
by  active  secretion  at  the  renal  tubules,  and 
the  remainder  is  handled  by  extrarenal  metab- 
olism.^ Serum  half-lives  for  both  imipenem  and 
cilastatin  are  approximately  1 hour.^  This  is 
prolonged  to  4 and  16  hours,  respectively,  in 
complete  renal  failure.  Hemodialysis  can  re- 
duce the  half-lives  of  2.5  and  3.9  hours,  re- 
spectively. A regimen  in  complete  renal  failure 
of  500  mg/500  mg  IV  every  12  hours  did  not 
result  in  drug  accumulation. ^ 

Without  the  co-administration  of  cilastatin, 
between  5%  and  40%  (reflecting  large  inter- 
individual variation)  of  a dose  of  imipenem  is 
found  in  the  urine.  When  cilastatin  is  used, 
the  amount  of  imipenem  in  the  urine  is  ap- 
proximately 70%  of  a dose.  Imipenem  serum 
levels  are  increased  slightly  with  the  use  of 
cilastatin,  but  half-life  is  not  prolonged.  If  pro- 
benecid is  given  along  with  imipenem  and  ci- 
lastatin, imipenem  secretion  at  the  tubular  level 
is  blocked  and  serum  half-life  does  increase.^ 

Adverse  Effects 

From  a clinical  base  of  2,516  patients,  Cal- 
andra  et  al  summarize  adverse  effects  seen  with 
the  administration  of  the  imipenem-cilastatin 
combination.^"  In  decreasing  order  of  occur- 
rence, the  adverse  effects  are  phlebitis/throm- 
( Please  turn  to  page  436) 
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bophlebitis  (3.8%),  diarrhea  (3.3%),  nausea 
(2.4%),  dermal  allergic  changes  (2.3  %)  vom- 
iting (1.7%),  seizure  (0.9%),  erythematous  in- 
fusion site  (0.7%),  and  infused  vein  pain 
(0.7%).  Only  1 of  149  deaths  occurring  in  these 
2,516  patients  was  felt  to  be  drug  related.  Of 
note  is  that  patients  with  a history  of  serious 
beta-lactam  allergy  were  excluded  from  this 
population.  The  incidence  of  seizures  while 
using  imipenem  was  found  to  be  1.5%.  This 
is  no  different  than  the  incidence  of  seizures 
in  patients  receiving  other  antibiotics  (1.6%). 
Most  of  the  seizures  occurred  in  patients  with 
a history  of  prior  seizures,  central  nervous  sys- 
tem disease,  and/or  renal  insufficiency.  Nau- 
sea and  vomiting  may  be  relieved  in  some  in- 
stances by  slowing  the  infusion  rate.  There 
were  no  reports  of  imipenem-cilastatin  related 
bleeding,  hearing  loss,  or  renal  failure.  The 
rate  of  colonization  and  superinfection  (11.2% 
and  3.8%,  respectively)  were  consistently  as 
low  or  lower  than  other  antibiotics  in  the  com- 
parative studies.  Pseudomembranous  colitis 
(positive  colonoscopy  with  or  without  Clostrid- 
ium difficile  toxin  or  culture)  or  antibiotic-re- 
lated diarrhea  {Clostridium  difficile  toxin  or  cul- 
ture, without  positive  colonoscopy)  occurred  in 
0.92%  of  patients.  The  most  common  labora- 
tory abnormalities  were  transient  increases  in 
liver  function  tests.  A positive  Coombs'  test 
and  eosinophilia  were  seen  in  2%  and  4%  of 
all  patients,  respectively.  Reversible  diminu- 
tion in  white  blood  cell  and  segmented  neu- 
trophil counts  deemed  drug  related  occurred 
in  0.3%  and  0.1%  of  patients,  respectively. 


Summary  and  Recommendations 

The  fixed  combination  preparation  of  imi- 
penem and  cilastatin  is  the  first  carbapenem 
product  introduced  into  the  ever  growing  ar- 
mamentarium of  antibiotics  available  to  the  cli- 
nician. It  has  the  broadest  spectrum  of  any 
betalactam  derivative  yet  described.  Experi- 
ence with  this  drug  has  been  confined  to  pa- 
tients who  are  not  penicillin  allergic.  It  is  ex- 
creted largely  by  renal  mechanisms.  It  has 
proven  to  be  of  at  least  equal  efficacy  with 
cefazolin,  cefotaxime,  moxalactam,  and  the 
combination  of  gentamicin/clindamycin  in  the 
treatment  of  a wide  range  of  infections.  Its 
safety  profile  is  comparable  to  other  beta-lac- 
tam derivatives.  Antibiotic  dosage  should  be 


decreased  in  renal  insufficiency.  Further  stud- 
ies need  to  be  performed  to  understand  the 
role  of  this  antibiotic  in  the  treatment  of  men- 
ingitis and  in  the  neutropenic  patient. 

The  use  of  imipenem  is  currently  recom- 
mended in  polymicrobial  intra-abdominal  in- 
fections, as  well  as  other  serious  infections  with 
gram  positive  cocci  (except  methicillin  resist- 
ant Staphylococci),  anaerobes,  and  aerobic 
gram  negative  rods  (except  Pseudomonas  mal- 
tophilia  and  Pseudomonas  cepacia).  Use  of  imi- 
penem-cilastatin for  the  treatment  of  less  se- 
rious infections  easily  treated  by  a less 
expensive  drug  (e.g.,  cefazolin)  is  not  advised. 
In  particular,  the  use  of  imipenem,  rather  than 
the  combination  of  an  aminoglycoside  with  a 
second  drug  for  anaerobic  coverage,  is  justi- 
fied. Obvious  benefits  in  this  situation  are  the 
lack  of  renal  toxicity  and  the  lack  of  need  for 
serum  drug  levels.  There  is  disagreement  re- 
garding the  use  of  imipenem  as  monotherapy 
against  Pseudomonas  aeruginosa  infections.  The 
emergence  of  resistant  organisms  (by  in  vitro 
testing)  during  therapy  is  common,  but  clin- 
ical outcome  is  not  necessarily  adversely  af- 
fected.*- Since  the  combination  of  an  ami- 
noglycoside with  imipenem-cilastatin  is  sel- 
dom synergistic  against  Pseudomonas  aerugi- 
nosa (<  13%)  and  the  combination  of  other 
beta-lactam  antibiotics  (e.g.,  piperacillin)  with 
imipenem-cilastatin  can  have  an  antagonistic 
effect,  imipenem-resistant  Pseudomonas  aeru- 
ginosa is  best  treated  with  the  combination  of 
aminoglycoside  and  an  antipseudomonal  pen- 
icillin.— Rebecca  Stene,  M.D.,  Fellow,  De- 
partment of  Internal  Medicine. 
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fish-scales  that  are  so  tough  a dog  might  bite 
him,  and  he  would  not  know  it  till  he  read 
about  it  in  the  papers." 

Of  course,  nobody  could  have  measured 
ethanol  dehydrogenase  then,  but  even  now 
the  opportunity  for  a research  project  looms 
its  head.  I'd  hypothesize  that  the  drinking  of 
aiva  and  other  sources  of  ethanol  will  induce 
higher  levels  of  the  enzyme,  but  that  a pop- 
ulation of  native  Hawaiians  — and  there  are 
still  a few  of  them  left  — would  be  found  to 
be  genetically  superior  in  this  alcohol-degrad- 
ing contest.  (It  is  conjectural  simultaneously 
that  some  groups  of  native  Hawaiians  are  not 
so  enzymatically  well-endowed.)  This  is  the 
essense  of  "home-spun"  observation  that  can 
lead  the  curious  to  lots  of  new  knowledge, 
some  of  it  of  high  practical  importance. 

It  is  hyperbolic  to  tout  Mark  Twain  as  the 
father  of  pharmacokinetics,  but  he  surely  mer- 
its lots  of  credit  for  his  writing,  and  as  is  true 
for  any  fine  writer,  lots  of  credit  for  being  a 
splendid  observer. 


Your  Investment  Advisor 
Should  Take  \bur 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines.  Iowa  50309 


SiAresMAN  Investment 
Advisors,  Inc. 

515-284-7648 
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PROGRAMS  TO  ASSIST 
INDIGENT  PREGNANT 
WOMEN 


"Every  word  and  every  act  by  all  who  come  in 
contact  with  the  pregnant  woman  should  impress 
upon  her  both  the  importance  and  the  availability 
of  prenatal  care  for  her  fetus  and  herself."* 


The  preceding  quote  supports  the  general 
belief  that  early  entry  into  prenatal  care 
benefits  both  mother  and  infant.  It  is  the  goal 
of  this  article  to  discuss  the  programs  available 
to  assure  mother  and  children,  in  particular 
those  with  low  income  or  limited  availability 
of  health  services,  access  to  quality  maternal 
and  child  health  services.  The  programs  are 
Maternal  Health  Services,  Medicaid/Medically 
Needy,  Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children  (WIC),  and 
OB  Indigent  Care. 

Maternal  Health  Program 

The  Maternal  Health  Program  strives  to  as- 
sure quality  maternity  care  and  to  help  each 
woman  maximize  the  full  learning  and  growth 
potential  that  her  unique  pregnancy  has  to  of- 
fer. In  Iowa  maternal  health  services  and  child 
health  services  for  low  income  families  sub- 
sidized by  the  Department  of  Public  Health 
are  dependent  on  federal  funds  from  the  Ma- 
ternal and  Child  Health  Services  Block  Grant, 
state  funds,  third-party  payors,  and  commu- 
nity support.  The  Department  of  Public  Health 

* Pritchard,  MacDonald.  Williams  Obstetrics,  16th  Edition,  Appleton- 
Century-Crofts,  New  York,  1980,  Page  305. 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  Department  of  Public  Health. 


receives  grant  applications  from  local  agencies 
and  develops  contracts  with  these  agencies  to 
provide  health  services.  The  Department  es- 
tablishes Standards  of  Care,  monitors  the  serv- 
ices provided  for  quality  and  cost  effective- 
ness, and  provides  training  and  technical 
assistance  to  promote  and  assure  quality  serv- 
ices. 

Those  persons  eligible  are  women  in  their 
childbearing  years  living  within  a geographical 
service  area.  There  is  no  charge  for  services  to 
families  under  150%  of  the  Federal  Poverty 
Guidelines  and  a sliding  fee  scale  is  used  for 
families  over  150%  of  the  Federal  Poverty 
Guidelines. 

Services  provided  in  the  maternal  health 
centers  follow  the  standards  established  by  the 
American  College  of  Obstetrics  and  Gynecol- 
ogy for  ambulatory  obstetric  care.  Physicians, 
in  coordination  with  nurses,  nutritionists, 
dental  hygienists  and  social  workers  provide 
the  following  services: 

1.  Early  case  finding  to  enroll  pregnant 
women  in  prenatal  care  during  the  first  trimes- 
ter of  pregnancy. 

2.  Prenatal  care  beginning  in  the  first  trimes- 
ter of  pregnancy  and  continuing  care  at  regular 
intervals  with  systems  to  ensure  compliance. 

3.  Educational  programs  dealing  with 
changes  due  to  pregnancy,  preparation  for  la- 
bor and  delivery,  and  infant  care. 

4.  Nutrition  and  dental  assessment  and 
counseling  (WIC  Special  Supplemental  Food 
Program  is  available  for  all  eligible  maternity 
patients). 

5.  Social  assessment  and  counseling. 

6.  Assessment  of  pregnancy  risks  with  ap- 
propriate referral  to  other  care  providers,  com- 
munity services  agencies,  and  local  Depart- 
ments of  Human  Services,  when  needed. 

7.  Monitoring  of  high  risk  women  to  ensure 
compliance  with  prenatal  care. 

8.  Assistance  in  arranging  for  delivery. 
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9.  Postpartum  services  including  family 
planning  and  well-child  services. 

Medicaid! Medically  Needy 

The  Medicaid  program  pays  for  covered 
medical  and  health  care  costs  of  persons  eli- 
gible for  a medically  needy  program.  The  Med- 
icaid program  is  financed  by  federal  and  state 
funds  and  is  administered  by  the  Iowa  De- 
partment of  Human  Services. 

To  be  eligible  for  Medicaid  under  the  Med- 
ically Needy  Program,  you  must  be  pregnant 
or  under  age  21,  including  unborn  children, 
and  the  income  and  resources  of  household 
members  are  within  certain  limitations.  A sin- 
gle individual  may  be  eligible  with  resources 
of  up  to  $1700.  Two  or  more  persons  may  be 
eligible  with  resources  up  to  $2550.  The  earned 
and  unearned  income  of  all  responsible  rela- 
tives (parents,  stepparent)  and  of  all  other  po- 
tentially eligible  family  members  will  be 
counted.  If  eligibility  relates  to  ADC  or  Child 
Medical  Assistance,  resources  and  income  will 
be  determined  according  to  ADC  rules  and 
policies.  If  eligibility  relates  to  SSI,  resources 
and  income  will  be  determined  according  to 
SSI  guidelines. 

There  is  a 2 month  certification  period  after 
which  reapplication  is  required.  If  there  are 
unpaid  medical  bills  during  the  3 months  prior 
to  application  certification  can  be  retroactive. 

The  medically  needy  income  level  is  133% 
of  the  ADC  assistance  payment  based  on  fam- 
ily size.  If  total  net  countable  income  is  equal 
to  or  less  than  the  medically  needy  income 
level,  members  of  a family  who  are  pregnant 
or  under  age  21  will  be  eligible  for  Medicaid. 
Incurred  medical  expenses  can  also  be  used  to 
lower  a family's  income  to  the  eligibility  level. 
This  is  referred  to  as  spendown.  Persons  may 
apply  for  Medicaid/Medically  Needy  Pro- 
grams at  their  county  Department  of  Health 
Services  office. 

VV/C  — Special  Supplemental  Food 
Program  for  Women,  Infants  and 
Children 

The  WIC  program  provides  nutrition  edu- 
cation, nutrition  screening,  and  supplemental 
foods,  to  assure  adequate  nutrition  for  low- 
income  pregnancy,  postpartum,  or  breastfeed- 
ing women,  infants,  and  children  0-5  years  of 
age.  Funds  for  the  program  come  from  the 


U.S.  Department  of  Agriculture  through  the 
Child  Nutrition  Act  of  1966,  as  amended  in 
1978. 

Eligibility  for  the  program  is  based  on  the 
presence  of  nutritional  risk  as  determined  by 
a brief  health  history,  results  of  blood  tests  and 
anthropometric  measurements,  a diet  assess- 
ment, and  income.  Participants  receive  special 
WIC  checks,  which  they  can  use  at  the  local 
grocery  store  to  purchase  specific  food  items 
determined  by  the  WIC  nutritionist.  Nutrition 
education  is  also  provided  through  one-to-one 
counseling,  small-group  classes,  and  a news- 
letter for  local  nutritionists,  "The  Nutrition 
Quarterly  News." 

O.B.  Indigent  Care  Program 

O.B.  Indigent  care  is  available  to  anyone  ap- 
plying who  is  not  eligible  for  Title  XIX,  Med- 
icaid/Medically Needy,  Maternal  and  Child 
Health,  or  does  not  have  their  own  insurance 
coverage  or  resources.  The  program  is  funded 
by  a state  legislative  appropriation.  The  pri- 
mary provider,  in  the  past,  has  been  the  Uni- 
versity of  Iowa  Hospitals  and  Clinics.  The  last 
session  of  the  Iowa  legislature  expanded  the 
program  to  allow  paying  for  local  deliveries  on 
a limited  basis. 

The  services  provided  are  obstetric  and  new- 
born care.  In  counties  where  the  Department 
of  Public  Health  does  not  have  Maternal  Health 
programs  the  O.B.  Indigent  care  program  will 
cover  prenatal  care.  Eligibility  will  be  deter- 
mined by  the  county  relief  director  and  will  be 
based  on  150%  of  poverty. 

Summary 

Although  activities  are  directed  toward  those 
in  need  of  subsidized  care  the  concern  for  in- 
dividual well-being  extends  to  all  Iowa  fami- 
lies. The  ultimate  goal  is  to  assure  that  each 
pregnancy  is  a wanted  pregnancy  for  a woman 
who  is  prepared  for  that  pregnancy;  that  she 
and  her  family  have  easy  access  to  the  health, 
social,  and  educational  resources  necessary  to 
assure  a healthy  outcome  for  both  mother  and 
infant. 

For  more  information  about  these  programs 
contact  the  Iowa  Department  of  Public  Health, 
Maternal  & Child  Health  Section,  Lucas  Build- 
ing, 3rd  Floor,  Des  Moines,  Iowa  50319  or  call 
1/800/532-1579. 
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Softactics 
Medical  Office 
Management  System 


10  Reasons  For  The 
Alternative  Billing  Solution 

1 . Paperless  billing  for  Blue  Shield,  Medicare, 
and  Medicaid. 

2.  Prints  itemized  statements  suitable  for  pa- 
tients tax  purposes  and  filing  their  own 
claim. 

3 . Patient  account  is  turned  over  for  collection. 

4.  Network  Compatible  Multiuser  permits 
multiple  operators  to  be  inputting  and  ac- 
cessing information  at  the  same  time. 

5.  Program  customization  available  from 
Softactics. 

6.  Provides  statistical  information  on  proce- 
dures provided  month  and  year  to  date. 

7.  Prints  HCFA  I 500  forms  for  other  insurers. 

8.  Large  capacity,  one  installation  averages 
over  1 500  procedures  per  week. 

9.  Daily  transaction  report  for  balancing  daily 
cash. 

10.  General  Ledger,  Accounts  Payable,  Payroll 
available,  patient  scheduling  soon  to  be 
announced. 


Developed  and  Distributed  by  Softactics 
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July  1986  Morbidity  Report 


Disease 

July 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  July  Cases 
Reported  From 
These  Counties 

Aids 

0 

10 

8 

— 

Amebiasis 

3 

24 

31 

Boone,  Johnson 

Brucellosis 

0 

1 

1 

— 

Chickenpox 

17 

6629 

5336 

Scattered 

Campylobacter 

52 

191 

21 

Scattered 

Cytomegalovirus 

0 

12 

4 

— 

Eatons  Agent 
Infection 

0 

6 

4 

Encephalitis,  viral 

2 

6 

9 

Cerro  Gordo,  Dubuque 

Erythema  Infectiosum 

2 

262 

0 

Johnson,  Polk 

Gastroenteritis  (GIV) 

55 

11686 

10089 

Scattered 

Giardiasis 

20 

171 

228 

Scattered 

Hepatitis,  A 

1 

27 

31 

Dubuque 

Hepatitis,  B 

9 

53 

62 

Scattered 

Hepatitis,  Non  A-B 

2 

16 

12 

Mahaska,  Palo  Alto 

Hepatitis 

type  unspecified 

0 

0 

0 

_ 

Herpes  Simplex 

94 

725 

628 

Scattered 

Herpes  Zoster 

0 

0 

0 

— 

Histoplasmosis 

3 

17 

14 

Black  Hawk,  Polk 

Infectious 

mononucleosis 

1 

153 

105 

Woodbury 

Story 

Influenza, 

lab  confirmed 

0 

247 

169 

Influenza-like 
illness  (URI) 

79 

71716 

24995 

Scattered 

Legionellosis 

0 

6 

4 

— 

Malaria 

0 

1 

1 

— 

Meningitis 

aseptic 

4 

21 

18 

Jackson,  Jasper, 

bacterial 

9 

57 

85 

Pattawattamie,  Scott 
Scattered 

meningococcal 

1 

11 

19 

Dubuque 

Mumps 

5 

20 

9 

Iowa,  O'Brien,  Scott 

Pertussis 

2 

11 

5 

Adams,  Keokuk 

Rabies  in  animals 

18 

115 

96 

Scattered 

Reye  Syndrome 

0 

0 

4 

— 

Rheumatic  Fever 

0 

6 

2 

— 

Rubella 

(German  measles) 

0 

0 

0 



Measles 

46 

87 

0 

Scattered 

Salmonellosis 

64 

132 

125 

Scattered 

Shigellosis 

0 

4 

25 

— 

Toxic  Shock 
Syndrome 

2 

6 

5 

Fremont,  Linn 

Tuberculosis 
total  ill 

6 

29 

42 

Scattered 

bact.  pos. 

6 

26 

39 

Scattered 

Typhoid  Fever 

0 

1 

1 

— 

Venereal  diseases: 
Gonorrhea 

241 

2100 

2448 

Scattered 

Chlamydia 

184 

1392 

21 

Scattered 

Syphilis 

0 

6 

10 

— 

Other  Non-Reportable  Diseases:  Clonochis  — 

2,  Muscatine;  Rotavirus  — 

1,  Johnson;  Trichuris  Trichiura 

— 1 , Muscatine;  Ureaplasma  urealyticum 

— 1,  Jefferson,  6,  Johnson, 

1,  Linn, 

1,  Polk, 

1 , Washington. 
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Recent  Highlights 
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BREAKTHROUGH  IN  CYSTIC  FIBROSIS 
STUDY:  UI  researchers  have  discovered  an  ion 
channel  in  the  body's  breathing  passage  cells 
that  may  be  abnormal  in  people  with  cystic 
fibrosis  and  may  be  responsible  for  the  breath- 
ing complications  that  are  characteristic  of  this 
disease.  Michael  Welsh,  Internal  Medicine, 
and  his  colleagues  studied  cells  in  tissue  cul- 
ture to  discover  the  channel  that  allows  chlo- 
ride to  enter  the  respiratory  tract  and  assist  in 
the  normal  secretion  of  fluid  and  mucus.  In  a 
previous  study,  they  found  that  the  lining  of 
the  airways  in  cystic  fibrosis  patients  is  im- 
permeable to  the  chloride  ion. 

BICYCLISTS  DO  NOT  ACCUMULATE  IN- 
TERNAL BODY  HEAT  FASTER  during  cy- 
cling while  wearing  a helmet,  as  many  competitive 
cyclists  have  insisted  for  years.  Carl  Gisolfi,  Phys- 
iology and  Biophysics  and  Exercise  Science  and 
Physical  Education,  studied  six  cyclists  from  an 
Iowa  City  bicycling  club  and  learned  that  thermo- 
regulation has  nothing  to  do  with  helmets.  Gisolfi 
and  his  colleagues  measured  the  subjects'  oxygen 
uptake  levels  while  they  performed  two  rides  — one 
while  wearing  a helmet,  one  while  bareheaded  — 
on  stationary  bicycles.  During  their  two-hour  rides, 
the  cyclists  exercised  at  a heart  rate  of  about  150 
beats  per  minute.  The  UI  researchers  found  no  dif- 
ference in  the  elevation  of  internal  body  tempera- 
ture, heart  rate,  or  skin  temperature.  "VVc  hope  this 
study  convinces  more  people  to  wear  helmets  and 
protect  themselves  from  potentially  debilitating  in- 
juries," Gisolfi  says. 

JAY  KRACHMER,  Ophthalmology,  became 
chairman  of  the  Eye  Bank  Association  of 
America  (EBAA)  July  1 for  a two-year  term. 
Krachmer  also  endorsed  the  proposed  Na- 
tional Organ  and  Tissue  Donor  Act  at  a news 
conference  in  Washington,  D.C.,  where  he  at- 
tended the  25th  anniversary  meeting  of  the 
EBAA.  The  bill  provides  federal  encourage- 


ment for  states  to  pass  "required  request"  laws, 
under  which  hospital  representatives  must  re- 
mind the  families  of  deceased  patients  of  the 
opportunity  to  donate  tissue  or  organs.  He  has 
been  chairman-elect  of  the  EBAA  for  the  past 
year. 


AT-A-GLANCE  . . . Robert  Bar,  Internal  Med- 
icine, is  the  new  director  of  the  UI  Diabetes  Research 
and  Endocrinology  Center.  The  Iowa  diabetes  center 
is  devoted  to  research  in  molecular  biology,  cell  bi- 
ology, membrane  biology  and  computer-assisted 
analysis  programs  . . . Lawrence  G.  Hunsicker, 
Internal  Medicine,  has  been  elected  president-elect 
of  the  American  Society  of  Transplant  Physicians. 
The  major  professional  society  for  physicians  in- 
volved in  clinical  transplantation,  the  ASTP  deals 
with  policy  forf7iulation  and  professional  issues  in 
solid  organ  transplantation.  Hunsicker' s clinical  re- 
search interests  mclude  transfusion  effects  and  clin- 
ical trials  in  transplantation. 

FRANK  MORRISS  will  become  head  of  Pediat- 
rics m both  the  UI  College  of  Medicine  and  in  Uni- 
versity Hospitals  and  Clinics  next  }an.  1.  He  comes 
to  Iowa  from  the  University  of  Texas  Medical  School 
in  Houston,  where  he  serves  as  professor.  Pediatrics 
and  Obstetrics,  Gynecology  and  Reproductive  Sci- 
ences, as  well  as  departmental  vice-chairman  for 
research  development.  Known  widely  through  his 
published  works,  Morriss  is  co-authoring  a book  on 
the  role  of  human  milk  in  infaiit  nutrition.  He  serves 
as  host  this  year  for  "Specialty  Update:  Pediatrics," 
a monthly  continuing  educatioji  series  produced  for 
cablecastmg  by  Lifetime  Television.  Morriss  suc- 
ceeds Fred  G.  Smith,  Jr.,  Pediatrics,  who  will 
resume  full-time  research  and  teaching. 

This  report  has  been  cojnpiled  by  The  University  of 
Iowa  Health  News  Service. 


September  1986  / 441 


News  About  Colleagues 

ABOUT 

vfPy 

IOWA  PHYSICIANS 

The  medical  library  at  Story  County  Hospital 
has  been  named  the  F.  G.  Neglia  Medical  Li- 
brary in  honor  of  Dr.  F.  G.  Neglia,  longtime 
Maxwell  physician.  Dr.  Neglia  received  the 
M.D.  degree  at  Georgetown  University  in 
Washington,  D.C.  He  began  his  medical  prac- 
tice in  Maxwell  in  1946  and  has  been  semi- 
retired  since  1981.  . . . Dr.  William  C.  Rosen- 
feld.  Mason  City,  has  been  elected  to  Alpha 
Omega  Alpha,  a national  honor  medical  so- 
ciety. Dr.  Rosenfeld  was  cited  for  his  contri- 
butions to  organized  medicine,  medical  edu- 
cation, and  distinguished  humanitarian  service 
to  suffering  Third  World  masses.  Dr.  Rosen- 
feld is  Speaker  of  the  Iowa  Medical  Society 


House  of  Delegates.  . . . Dr.  Gilbert  Toffol 
has  joined  Dr.  Dennis  Nitz  in  the  practice  of 
neurology  in  Sioux  City.  Dr.  Toffol  received 
his  D.O.  degree  at  the  Chicago  College  of  Os- 
teopathic Medicine;  served  his  neurology  res- 
idency at  Loyola  University  Medical  Center  and 
took  postgraduate  work  in  cerebral  vascular 
disease  at  University  of  Iowa  Hospitals  in  Iowa 
City.  . . . Dr.  Hormoz  Rassekh,  Council  Bluffs, 
has  been  appointed  to  a special  committee  on 
Foreign  Medical  Education  established  by  the 
Federation  of  State  Medical  Boards  of  the  U.S. 
He  is  1 of  4 physicians  serving  on  the  com- 
mittee. . . . Dr.  Lawrence  C.  O'Toole,  LeMars, 
was  honored  by  the  LeMars  Rotary  Club  for 


OUR  PROFESSIONAL  SALES  STAFF  BACKED 
BY  QUALITY  PRODUCTS,  PROMPT  SERVICE, 

AND  A COMMITMENT  TO  SATISFACTION 
MEANS  REAL  VALUE  FOR  OUR  CUSTOMERS. 

Hawkeye  Medical  Supply, 

HOME  OFFICE;  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

‘After  the  sale  . . . it's  the  SERVICE  that  counts.  ” 

V y 


Inc. 

IOWA  WATS 
1 -800-272-6448 
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his  47  years  of  medical  service  to  the  com- 
munity. He  began  medical  practice  in  LeMars 
in  1929,  retiring  in  1976.  Dr.  O'Toole  also  was 
inducted  into  the  Plymouth  County  Hall  of 
Fame.  . . . Dr.  Duane  K.  Caylor  has  joined 
Dr.  Mary  A.  Lorenz  in  family  practice  in 
Manchester.  Dr.  Caylor  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
seiA^ed  his  family  practice  residency  at  St.  Jo- 
seph's Mercy  Hospital  in  Mason  City. 

Two  Des  Moines  pediatricians.  Dr.  George  G. 
Caudill  and  Dr.  James  W.  Hopkins  were  hon- 
ored at  the  Pediatric  Spring  Conference  in  Des 
Moines.  Dr.  Caudill  received  the  Dr.  Charlotte 
Fisk  Pediatric  Award  for  his  contributions  to 
teaching  and  his  involvement  in  programs  re- 
lated to  the  advancement  of  pediatric  care.  Dr. 
Hopkins  received  the  Raymond  Blank  Mem- 
ori^  Hospital  for  Children  Recognition  Award, 
presented  annually  to  physicians  directly  in- 
volved in  pediatric  care  and  related  advanced 
educational  programs.  . . . Dr.  Joseph  P.  Trot- 
zig,  Akron,  retired  in  July.  Dr.  Trotzig  re- 
ceived the  M.D.  degree  at  U.  of  I.  College  of 
Medicine.  He  began  medical  practice  in  Akron 
in  1952.  Dr.  and  Mrs.  Trotzig  plan  to  continue 
to  reside  in  Akron.  . . . Dr.  Steven  J.  Harmer 
has  joined  Associated  Internists,  P.C.  in  Fort 
Dodge.  Dr.  Harmer  received  the  M.D.  degree 
at  the  University  of  Minnesota  School  of  Med- 
icine; took  postgraduate  work  at  St.  Francis 
Hospital  in  LaCrosse,  Wisconsin,  and  serv'ed 
his  internal  medicine  residenc}^  in  Des  Moines. 

. . . Dr.  Opas  and  Puantong  Jutabha  have 
closed  their  medical  practice  in  Sigourney  and 
relocated  in  Buckeye,  Arizona.  The  two  phy- 
sicians have  practiced  in  the  Sigourney  area 
since  1967.  . . . Dr.  Robert  T.  Tobias  has  joined 
the  Family  Health  Center  in  Toledo.  Dr.  Tobias 
received  the  M.D.  degree  at  Ohio  State  Uni- 
versity School  of  Medicine  and  completed  his 
family  practice  residency  at  Grant  Medical 
Center  in  Columbus,  Ohio.  . . . Dr.  Jeffrey  F. 
Jones  has  joined  Medical  Associates  in  Iowa 
City.  Dr.  Jones  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine  and  completed 
his  family  practice  residency  at  Iowa  Lutheran 
Hospital  in  Des  Moines. 


Dr.  James  W.  Rathe  has  been  elected  presi- 
dent of  the  Waverly  Municipal  Hospital  med- 
ical staff.  Other  officers  elected  are  Dr.  H.  M. 
(Please  turn  to  page  444) 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON 


It’s  not  a very  good  idea.  But  today,  modern 
business  dictates  that  physicians  with  their  own 
practice  spend  a lot  of  time  as  businessmen  ...  at 
the  expense  of  their  job. 

We  use  the  group  practice  system  of  health 
care;  it  allows  maximum  patient  contact  with  a 
minimum  of  administrative  responsibility. 

We  offer  the  opportunity  to  specialize,  excellent 
compensation,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

We  want  you  to  do  one  thing  — practice  medi- 
cine. For  more  information,  at  no  obligation,  call 
us  today.  We’re  the  Air  Force  Health  Care  Team. 


TSgt  Connie  Stepnitz 
(319)  351-6494 
CALL  COLLECT 


THE  AIR  FORCE 
HEALTH  CARE  TEAM 


THE  TELEPHONE  COMPANY 
FOR  BUSINESS  SERVING 


CENTRAL  IOWA 


• AUTHORIZED  COMDIAL 
DEALER 

• TELEPHONE  SYSTEMS 

• 1 TO  14  LINES  TO  MEET 
YOUR  GROWING  NEEDS 

• STABILIZE,  REDUCE  AND 
CONTROL  COSTS 

• CALL  AND  COMPARE 
PRICES 


FOR  PROFESSIONAL 
PLANNING  OF  A CUSTOM 
DESIGN  TELEPHONE 
SYSTEM,  PLEASE  CALL 


SCHUYLER  TELEPHONE  COMPANY 

122  SOUTH  MAIN,  WOODWARD,  lA  50276 

TOLL  FREE  1-800-438-4012 
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PHYSICIANS, 
WE  SCHEDULE 
OUR  TIME  TO  FIT 
YOUR  TIME. 

We’re  very  flexible  in  the 
Army  Reserve  about  time.  We 
take  into  account  your  practice, 
your  time  and  availability. 

We’re  not  flexible  about  the 
quality  of  medicine.  We  demand 
much  of  ourselves  and  of  every 
member  of  our  medical  team. 

If  you’d  like  to  learn  more 
about  the  medical  opportunities 
in  a nearby  Army  Reserve  unit, 
call  your  Army  Medical 
Personnel  Counselor: 

MAJOR  LARRY  MATTHEWS 
612-854-7702  COLLECT 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


Hanson,  vice  president;  and  Dr.  David  B. 
MacMillan,  secretary-treasurer.  All  are  Wav- 
erly  physicians.  . . . Dr.  Thomas  E.  Kane, 
Boone  physician  for  48  years,  retired  in  July. 
Dr.  Kane  received  the  M.D.  degree  at  Creigh- 
ton University  School  of  Medicine  in  Omaha, 
Nebraska.  He  began  medical  practice  in  Boone 
in  1938.  Dr.  Kane  plans  to  spend  his  retirement 
years  in  Hawaii.  . . . Dr.  John  M.  Rhodes,  Sr., 
Pocahontas,  was  honored  at  a reception  spon- 
sored by  the  Pocahontas  Chamber  of  Com- 
merce for  his  more  than  40  years  of  providing 
medical  care  to  the  Pocahontas  community. 
Dr.  Rhodes  received  the  M.D.  degree  at  the 
U.  of  1.  College  of  Medicine;  interned  at  Den- 
ver General  Hospital  in  Denver,  Colorado.  He 
began  medical  practice  in  Pocahontas  in  1946. 
Dr.  Rhodes  is  a past  vice  president  of  the  Iowa 
Medical  Society,  member  of  the  University  of 
Iowa  Alumni  board,  past  board  member  of  the 
Iowa  State  Board  of  Medical  examiners,  past 
president  of  the  Pocahontas  School  Board,  and 
member  of  the  Blue  Shield  board  of  directors. 
He  currently  is  serving  as  president  of  the 
North  Central  Medical  Conference  and  as  IMS 
delegate  to  the  AMA.  . . . Dr.  Willard  P.  Mar- 
ble, retired  Marshalltown  physician,  was  hon- 
ored at  the  65th  anniversary  party  of  the  Mar- 
shalltown Noon  Lions  Club  for  his  50  years  as 
club  member. 


DEATHS 

Dr.  Richard  L.  Allen,  59,  Las  Vegas,  Nevada, 
died  in  Pangiutch,  Utah,  May  26.  Dr.  Allen 
received  the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine  and  interned  at  St.  Louis  City  Hos- 
pital, St.  Louis,  Missouri.  He  practiced  medi- 
cine in  Iowa  from  1958  to  1968.  Dr.  Allen  was 
a member  of  the  American  Association  of  Al- 
lergy and  Immunology  and  former  chief  of 
Family  Practice  at  Valley  Medical  Center  in  Las 
Vegas. 

Dr.  Paul  W.  Brecher,  74,  Alta,  died  April  19 
at  Buena  Vista  County  Hospital  in  Storm  Lake. 
Dr.  Brecher  received  the  M.D.  degree  at  the 
U.  of  1.  and  interned  at  Nashville  General  Hos- 
pital in  Nashville,  Tennessee.  He  began  med- 
ical practice  in  Storm  Lake  in  1939,  retiring  in 
1973.  He  was  a member  of  the  American  Acad- 
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emy  of  Family  Practice  and  served  on  the  IMS 
Judicial  Council  from  1952  to  1958. 

Dr,  Kenneth  E.  Lister,  71,  Ottumwa,  died  July 
12  at  Ottumwa  Regional  Health  Center.  Dr. 
Lister  received  the  M.D.  degree  at  U.  of  I.  Col- 
lege of  Medicine;  interned  at  Iowa  Methodist 
Medical  Center  in  Des  Moines;  and  served  his 
surgery  residency  at  Minneapolis  General  in 
Minneapolis,  Minnesota.  He  was  a past  pres- 
ident of  the  Iowa  Medical  Society;  diplomate 
of  the  American  Board  of  Surgery  and  a fellow 
of  the  American  College  of  Surgeons. 

Dr.  William  G.  Renee,  69,  Mason  City,  died 
July  18  at  a Mason  City  hospital.  Dr.  Renee 
received  the  M.D.  degree  at  Rush  Medical 
School  in  Chicago;  and  completed  internal 
medicine  and  anesthesiology  residencies  at 
University  of  Iowa  Hospital  and  Clinics.  He 
began  medical  practice  in  Mason  City  in  1955. 
Dr.  Renee  was  a member  of  the  American  So- 
ciety of  Anesthesiology,  Iowa  Society  of  Anes- 
thesiologists, American  Pain  Association  and 
past  president  of  the  medical  staff  at  St.  Jo- 
seph's Mercy  Hospital  in  Mason  City. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines,  Iowa  50308 
Phone  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 


Dx:  recurrent 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes,”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  sampies  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N Y. 
10150 


neRpecin-a: 


In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 


CLASSIFIED 

ADVERTISING 


FULL  AND  PART/TIME  EMERGENCY  PHYSICIAN  POSITIONS  — 
Midwest  country  living.  Independent  contractor  status.  ACLS,  ATLS 
required.  Malpractice  paid.  Contact  Emergency  Services  and  Manage- 
ment, POB  1791,  Port  Dodge,  Iowa  50501  or  call  515/955-6136. 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDICAL  TOP- 
ICS— Caribbean,  Mexico,  Hawaii,  Alaska,  China/Orient,  Scandinavia/ 
Russia.  7-14  days  year  round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Distinguished  professors. 
FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEXICAN  & ALASKAN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  requirements.  Infor- 
mation: International  Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  516/549-0869. 


HEALTHLINE  PHYSICIAN  SERVICES  — an  affiliate  of  St.  Louis  Uni- 
versity Medical  Center,  has  EULL-TIME  PRIVATE  PRACTICE  OP- 
PORTUNITIES for  the  following  specialties:  board  eligible  or  board 
certified  internal  medicine,  and  board  certified  family  practice,  pedi- 
atrics, and  OB-GYN.  Positions  include  income  guarantee  and  no  capital 
investments.  For  more  information,  contact  Barry  Trautman,  8401  Han- 
ley Industrial  Court,  St.  Louis,  Missouri  63144;  314/962-1233. 


CLINICAL  PSYCHIATRY  POSITION  OFFER  — Look  in  confidence  at 
this  opportunity.  A more  rewarding  situation  is  hard  to  find.  The  qual- 
ity of  life  is  here,  the  money  is  here,  and  the  growth  is  here.  CONTACT; 
Russell  L.  Campbell,  SEARCH  RESOURCES  Telephone  collect  1-612- 
429-3576  or  write;  4756  Banning  Avenue,  Suite  213,  White  Bear  Lake, 
Minnesota  55110. 


FOR  SALE  — Equipment  for  3 examining  rooms  in  physician's  office 
including  waiting  room  furniture,  self-correcting  typewriter.  Canon 
copier,  file  cabinets,  lab  equipment  and  all  equipment  typically  found 
in  physician's  office.  Phone:  319/332-8554  (5-8  p.m.) 


WANTED — Internist  BE/BC  primary  care  physician.  Excellent  location 
within  one  hour  drive  of  major  university,  two  55,000  acre  lakes  and 
Kansas  City.  Contact  Rob  Clemens  816/826-8384. 


FAMILY  PRACTICE  SPECIALIST  — Marshfield  Clinic  Department  of 
Family  Medicine  is  seeking  a BE/BC  Family  Practitioner  to  replace  a 
retiring  colleague.  The  physician  joining  this  six  member  department 
will  enjoy  the  support  of  one  of  the  nation's  largest  multispecialty 
groups,  share  the  philosophy  of  family  oriented  care  with  a preventive 
focus,  and  enjoy  full  hospital  privileges  but  without  the  distractions  of 
OB  or  surgical  responsibilities.  Marshfield  Clinic  offers  an  excellent 
salary  plus  extensive  fringe  benefits.  Please  send  curriculum  vitae  to: 
John  Folz,  Assistant  Director,  Marshfield  Clinic,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5181. 


MEDICAL  BILLING  — Are  your  accounts  receivable  figures,  cash  flow, 
bad  debt  write-off,  and  profit  margins  where  they  should  be  to  meet 
the  high  demands  on  todays  practice?  Let  the  experts  at  our  service 
bureau  handle  your  billing  and  collection  needs  professionally.  We  can 
assist  you  by  reducing  your  costs,  improve  your  cash  flow,  and  make 
your  practice  more  profitable.  Call  us  for  a free  evaluation.  Contact 
Dwight  Hughes,  Professional  Management  Systems,  Waterloo,  Iowa 
50701.  319/232-6000. 


EOR  SALE  BY  RETIRING  PHYSICIAN  — Medical  equipment,  exam 
room  and  waiting  room  furniture,  some  instruments,  excellent  micro- 
scope and  large  file  cabinet.  Make  offer.  Phone:  515/432-2184  or  515/ 
432-2145. 


50%  OFF  — Previously  owned  medical,  laboratory,  office,  x-ray,  and 
ultrasound  equipment  in  excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Office  appraisals  available  by  certified  surgical  consultants.  Call 
Medical  Equipment  Resale  and  Repair,  Inc.  319/477-6880. 


EULL-TIME  emergency  room  physician  — Monday-Eriday  (days 
only).  Large  acute  care  hospital  in  southeast  Iowa.  Contact  Gary  Man- 
sheim,  M.D.,  Chairman,  Emergency  Room  Committee,  Burlington 
Medical  Equipment  Resale  and  Repair,  Inc.  313/477-6880. 


FAMILY  PRACTICE  PHYSICIAN,  GENERAL  INTERNIST  AND  SUR- 
GEON NEEDED  — To  join  2 board-certified  family  physicians  and  1 
board-certified  surgeon  in  new  medical  office  building.  Contact  J.  B. 
McConville,  M.D.,  200  South  Main,  Centerville,  Iowa  52544.  515/856- 
8684. 


PEDIATRICIAN  — Excellent  opportunity  to  join  4 pediatricians  in  a 
very  active  practice.  Growing  community,  excellent  hospital  with  teach- 
ing opportunities  available.  Close  to  Milwaukee.  Contact  John  R.  Guy, 
M.D.,  1111  Delafield  Street,  Waukesha,  Wisconsin  53188.  414/542-2536. 


EOR  SALE  — 3 rooms  medical  office  equipment,  excellent  condition. 
Contact  Jose  V.  Amorin,  Jr.,  M.D.,  P.O.  Box  216,  Perry,  Iowa  50220. 
515/676-2847 


IMMEDIATE  OPENING  — Eor  family  practitioner  in  small  Iowa  town. 
Vacancy  has  resulted  from  illness  of  only  physician.  Practice  is  affili- 
ated with  Fort  Dodge  Medical  Center  with  benefits  of  centralized  man- 
agement, record  keeping,  profit  sharing,  etc.  Write  Jack  Grandgeorge, 
Administrator,  Fort  Dodge  Medical  Center,  South  Kenyon  Road,  Fort 
Dodge,  Iowa  50501.  515/573-4141. 


AMBULATORY  CARE  CENTER  PHYSICIAN  — Full  time  posiHon 
available  for  a family  physician  interested  in  the  acute  care  of  patients, 
send  CV  to  G.L.  Schmit,  M.D.,  375  Collins  Rd.,  N.E.,  Cedar  Rapids, 
Iowa  52402.  319/393-0222. 


MEDICAL  COMPUTER  SYSTEM  — If  you  are  considering  purchasing  a 
computer  system  for  your  practice  discover  how  the  "MEDCOM 
MEDICAL  COMPUTER  SYSTEM"  can  make  your  practice  more  effec- 
tive and  efficient.  The  MEDCOM  system  is  designed  to  give  your  medi- 
cal specialty  the  finest,  fastest  automation  available  — at  a reasonable 
cost  — and  with  complete  local  training,  service  and  support.  MEDCOM 
grows  as  your  practice  grows,  so  you'll  never  need  another  system.  There 
are  well  over  100  MEDCOM  users  in  34  different  states.  The  variety  of 
locations  substantiates  the  reliability  of  the  MEDCOM  system.  For  in- 
formation or  an  in-clinic  demonstration  of  the  "MEDCOM  MEDICAL 
COMPUTER  SYSTEM"  please  call  DeMARCE  & ASSOCIATES,  16576 
INGUADONA  BEACH  CIRCLE,  S.W.,  PRIOR  LAKE,  MINNESOTA 
55372.  PHONE  612/447-6866. 


GENERAL  SURGEON,  OB/GYN  and  INTERNAL  MEDICINE  SPE- 
CIALISTS — To  join  seven-doctor  family  practice  clinic  in  Cloquet, 
Minnesota,  a community  of  12,000  (30,000  service  area)  located  20  min- 
utes from  Duluth-Superior.  Clinic  facility  is  located  one  block  from 
modern,  well  equipped  77-bed  hospital.  Cloquet  enjoys  a stable  econ- 
omy (forest  products).  Additionally,  our  community  is  noted  for  its 
excellent  school  system.  First  year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and  study  time.  Contact  John 
Turonie,  Administrator,  Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet, 
Minnesota  55720.  Telephone  218/879-1271. 
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FAMILY  PRACTICE  — Southeast  Iowa.  Salary  plus  benefits.  New  three- 
physician  clinic.  Specialty  backup.  Call  or  write  Paul  W.  Scott,  M.D., 
1005  East  Pennsylvania  Avenue,  Ottuma,  Iowa  52501.  515/682-4594. 


IMMEDIATE  OPENING  — One  Staff  Psychiatrist  and  1 General  Prac- 
titioner at  250-bed  acute  treatment  psychiatric  hospital,  JCAH  approved, 
affiliated  with  University  of  Iowa  College  of  Medicine.  Comprehensive 
program  including  2 adult  psychiatric  units,  adolescent  unit,  children's 
unit,  alcohol  and  drug  abuse  unit  with  innovative  community  liaison. 
Eclectic  approach.  Forty-hour  week.  No  night  or  weekend  on  call.  Sit- 
uated in  picturesque  northeast  Iowa  near  large  cities  with  cultural  ad- 
vantages. Ideal  for  family  living.  Golf  club,  hunting  and  fishing  area, 
good  schools,  etc.  Salary  to  $73,M5.  State  law  protects  employees  against 
malpractice.  State  pension  plan.  Unique  deferred  annuity  plan.  Blue 
Cross/Blue  Shield  or  HMO  plan.  Social  Security  eligibility.  Generous 
sick  leave  and  vacation.  Immediately  available.  Write  or  call  collect 
B.  J.  Dave,  M.D.,  Superintendent,  Mental  Health  Institute,  Independ- 
ence, Iowa  50644.  319/334-2583.  An  Equal  Opportunity  Employer. 


OB/GYN'S  — We  represent  clinics  in  Colorado,  Illinois,  Iowa,  Michi- 
gan, Montana,  North  Dakota,  and  Wisconsin.  Opportunities  with  mul- 
tispecialty groups,  partnerships,  and  solo  fee-for-service  positions  are 
available.  For  detailed  information,  please  send  your  C.V.  or  call:  Jim 
Huber,  Fox  Hill  Associates,  250  Regency  Court,  Waukesha,  Wisconsin 
53186.  414/785-6500  (Collect). 


OPHTHALMOLOGY  — Position  available  in  western  Wisconsin,  lake 
setting,  two  hours  from  Twin  Cities.  Multispecialfy  and  partnership 
opportunities  available  in  Illinois.  Contact:  George  Ivekich,  Fox  Hill 
Associates,  250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/785- 
6500  (Collect). 


NEUROSURGEONS  — Positions  available  in  Illinois,  Iowa,  and  North 
Dakota.  Opportunities  with  multispecialty  groups  and  fee-for-service 
positions  are  available.  Contact:  George  Ivekich,  Fox  Hill  Associates, 
250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/785-6500  (Collect). 


FAMILY  PRACrriTIONER  — The  Midelfort  Clinic,  a 70  physician  mul- 
tispecialty group  practice  with  a growing  HMO,  is  seeking  family  prac- 
tice physicians  for  several  locations  — Main  facilities  in  Eau  Claire, 
Wisconsin,  a university  city  of  50,000;  New  satellite  facility  in  Chippewa 
Falls,  Wisconsin,  a progressive  community  of  15,000;  Satellite  facility 
in  Barron,  Wisconsin,  in  a modem  office  adjacent  to  the  hospital  where 
call  will  be  shared  with  seven  other  clinic  family  physicians.  All  offer 
excellent  practice  opportunities,  attractive  salary  and  fringes.  Contact 
Donald  R.  Griffith,  M.D.,  Medical  Director,  Midelfort  Clinic,  Ltd.,  733 
W.  Clairemont  Avenue,  P.O.  Box  1510,  Eau  Claire,  Wisconsin  54702- 
1510.  715/839-5222 


ORTHOPEDIC  SURGEONS  — Opportunities  available  with  multi- 
specialty groups  in  attractive  settings  in  Wisconsin,  Illinois,  and  scenic 
Virginia.  Send  C.V.  to:  Dorothea  Anich,  Fox  Hill  Associates,  250  Re- 
gency Court,  Waukesha,  Wisconsin  53186.  414/785-6500. 


FAMILY  OR  GENERAL  PRACTITIONER  — Position  available  for  full 
or  part-time  practitioner  in  out-patient  family  practice  office.  No  week- 
ends. No  call.  Income  guaranteed.  This  is  an  excellent  opportunity  in 
an  ideal  location.  Contact  Jill  Buschmann,  Medicenter  West,  2215  West- 
dale  Drive,  S.W.,  Cedar  Rapids,  Iowa  52404.  319/396-2000. 


EMERGENCY  MEDICINE  — Position  available  now.  Regional  Level 
II  facility  with  full  spectrum  patient  clinical  presentations.  Routine 
ACLS/ATLS  utilization  required.  Contact  C.  Lindquist,  M.D.,  Emer- 
gency Services,  P.O.  Box  1791,  Fort  Dodge,  Iowa  50501. 


NEEDED  TO  BUY  — Basic  laboratory  equipment  that  could  be  used 
by  me  in  a Caribbean  mission  outpost  this  Winter.  Robert  F.  McCool, 
M.D.,  316  8th  Street,  N.E.,  Clarion,  Iowa  50525.  515/532-2643. 


PERINATOLOGIST  — Excellent  opportunity  to  become  Director  of 
regional  perinatal  center  in  Green  Bay,  Wisconsin.  Hospital  is  517-bed 
acute  care  facility  serving  northeastern  Wisconsin  and  parts  of  Michi- 
gan's Upper  Peninsula.  Financial  arrangements  and  incentives  com- 
pletely negotiable.  Send  C.V.  to:  Dorothea  Anich,  Fox  Hill  Associates, 
250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/785-6500. 


UROLOGY  — Solo,  fee-for-service  practice,  located  on  Mississippi  River, 
30  minutes  from  St.  Cloud,  Minnesota.  For  more  information  contact: 
Dorothea  Anich,  Fox  Hill  Associates,  250  Regency  Court,  Waukesha, 
Wisconsin  53186.  414/785-6500. 


PEDIATRICIANS  — Multispecialty  group  opportunities  throughout 
Illinois,  Indiana,  and  Wisconsin.  (Tall  or  write:  Jean  Malkasian,  Fox 
Hill  Associates,  250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/ 
785-6500  (Collect). 


PSYCHIATRY  — Illinois,  Wisconsin  — private  practice  or  partnership 
options.  Call  or  write:  Jean  Malkasian,  250  Regency  Court,  Waukesha, 
Wisconsin  53186.  414/785-6500  (Collect). 


INTERNAL  MEDICINE  — Multispecialty  group  opportunities  through- 
out Wisconsin,  Illinois,  Indiana,  and  Virginia.  Call  or  write:  Jean  Mal- 
kasian, 250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/785-6500 
(Collect). 


ONCOLOGIST  OR  HEMATOLOGY/ONCOLOGY  SPECIALIST  — 330- 
bed  hospital  with  11-county  regional  cancer  treatment  program  in  Fond 
du  Lac,  Wisconsin.  100%  subspecialty  practice.  Extensive  laboratory 
and  diagnostic  equipment.  Call  or  write:  Jean  Malkasian,  Fox  Hill  As- 
sociates, 250  Regency  Court,  Waukesha,  Wisconsin  53186.  414/785-6500 
(Collect). 
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ALLERGY 


ELECTRODIAGNOSIS 


PULMONARY  MEDICINE 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515421-5677 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515  244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515  244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319  3G6-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515  244-0136 

DERMATOLOGY.  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-8676 


BURTON  STONE.  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
31 9 754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION.  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515  288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319  291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A,C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
31 9 351  *7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  OISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P,C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515  224-1777 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES.  P.C. 
ROGER  T.  LIU.  M.D. 

STEVEN  G.  BERRY.  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515  224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515  244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL.  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES.  P.C. 

MICHAEL  J.  STEIN.  0.0. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515  262-3156 

NEUROLOGY.  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515  283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319  366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MDINES  50309 
515/288-1317 
NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D., 
STEPHEN  H.  WOLKEN,  M.D. 
ROBERT  B.  GOFFSTEIN,  M.D. 
2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOURYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA.  M.D..  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN.  M.D.. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515  225-8665 

EAR.  NOSE  AND  THROAT  SURGERY. 

RACIAL  PLASTIC  SURGERY.  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.O. 

DANIEL  J.  BLUM.  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515  223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
51 5/244-5225 

EAR.  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

R08ERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MDINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY.  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE.  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER.  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800  362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 
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515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
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A Monthly  Commentary 

IN  THE 
PUBLIC  INTEREST 


Nourishing  Wisdom  at  Iowa 


IN  THIS  NUTRITION-CONSCIOUS  AGE,  University 
of  Iowa  medical  students  aren't  surprised 
to  find  themselves  reading  and  hearing  about 
nutrition  on  their  very  first  day  of  class. 

They'll  return  to  that  subject  again  and  again 
as  they  progress  through  their  next  4 years. 
By  the  time  they  approach  graduation,  inter- 
ested students  may  take  a "senior  elective"  in 
nutrition,  together  with  practitioners  who  come 
to  the  Iowa  campus  for  a week  of  intensive 
continuing  medical  education  taught  by  pe- 
diatric nutritionists. 

During  their  first  week  in  medical  biochem- 
istry, Iowa  students  begin  laying  their  nutri- 
tion knowledge  foundations  by  learning  the 
basics  of  how  food  is  used  for  energy,  bad 
diets,  obesity,  properties  of  fats,  carbohy- 
drates, proteins,  vitamins  and  minerals,  and 
how  each  of  these  is  handled  by  the  body. 

In  addition  to  hearing  formal  lectures  on  the 
subject,  tomorrow's  doctors  learn  nutrition  by 
hearing  faculty  and  residents  instruct  new 
mothers  in  hospital  wards  and  clinics  and 
nurses  teaching  the  techniques  of  breast-feed- 
ing. 

As  students  pass  through  various  clerk- 
ships, faculty  discuss  diet  in  relation  to  a host 
of  diseases.  Students  gain  first-hand  knowl- 
edge of  malnourishment  as  they  help  treat  pa- 
tients who  don't  eat  a regular  diet.  They  also 
become  familiar  with  various  food  allergies  and 
intolerances. 

As  second-semester  sophomores,  Iowa 
medical  students  take  "Introduction  to  Clinical 
Medicine,"  which  involves  learning  to  take  pa- 
tient histories.  Structured  questioning  covers 
recent  weight  gains  or  losses,  specific  eating 


or  digestive  problems,  food  allergies,  use  of 
vitamin  or  mineral  supplements,  medication- 
related  eating  problems  and  nutritional  coun- 
seling. 

Depending  upon  the  patient's  age,  condi- 
tion and  health  problems,  students  then  pur- 
sue specific  nutritional  concerns  related  to  in- 
fants, young  children,  teenagers,  elderly, 
pregnancy,  lactation,  vegetarian,  overweight, 
diabetes,  cardiovascular  disease  and  cancer. 

Practicing  what  they're  learning  to  preach, 
the  students  also  join  in  "nutrition  lunches" 
during  their  ICM  experience  and  again  during 
their  junior-year  rotations  in  internal  medi- 
cine. Special  menus  and  lectures  emphasize 
nutrition's  role  in  endocrine,  digestive,  renal 
and  cardiac  problems. 

Iowa  sophomores  this  fall  may  elect  a new 
course,  "Practical  Clinical  Nutrition,"  in  which 
each  student  will  be  asked  to  complete  an  in- 
vestigation into  a nutritional  area  of  his  or  her 
choosing.  The  course  will  include  presenta- 
tions on  sports  nutrition,  weight  loss,  health 
fraud  and  quackery. 

Even  in  a state  where  food  is  produced  in 
overwhelming  abundance,  the  need  for  more 
nutrition  knowledge  is  obvious  to  anyone  who 
examines  patients,  looks  closely  at  almost  any 
group  of  fellow  lowans  or  tries  to  order  a bran 
muffin  in  a typical  Iowa  restaurant.  That  the 
doctors  of  tomorrow  are  learning  today  how 
to  help  their  patients  through  nutrition  edu- 
cation is  clearly  In  The  Public  Interest. 
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we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
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YOUR  IOWA  MEDICAL 
SOCIETY  LIABILITY 
INSURANCE  PROGRAM - 

The  Difference  Is  Iowa 
Physician  Involvement!! 

Communicate  With  Your  Patients 
and  Their  Families  — RAPPORT. 

Hardly  ever  is  a malpractice  action 
brought  when  the  physician  takes 
time  to  communicate  Remember, 
communication  involves  both  talk- 
ing and  listening  Look  at  the  image 
you  and  your  office  are  projecting, 
do  it  regularly 

Have  A Plan  That  Shows 
You  Have  Made  A Sound  and 
Thorough  Appraisal  Of  Your 
Patient  — REASON!! 

Evaluate  the  patient  thoroughly 
Consider  all  treatment  alternatives 
Be  able  to  demonstrate  you  con- 
structed a care  plan  Remember, 
you  are  being  held  to  the  standard 
of  care  of  a similarly-trained  physi- 
cian in  similar  circumstances. 

Document  What  You  Do  and 
What  You  Say  — RECORDS!!! 

They  soy  if  it  isn't  documented, 
you  didn't  do  it  That's  close  to  true 
Medical  records  that  are  accurate. 


factual,  thorough,  and  prepared 
timely  are  essential  The  process 
involves  time  and  expense  — but 
you'll  recoup  many  times  over  if 
they  prevent  a malpractice  action 

Get  In  Touch  With  Your  Insurance 
Company  Immediately  If  A Prob- 
lem Arises  — REPORTING!! 

Prompt  reporting  of  a difficult  situ- 
ation can  serve  everyone's  best 
interests.  If  you  discover  a potential 
problem  call  your  insurance  carrier 
without  delay 
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Physicians  — Call  Whenever  You 
Have  A Question  — 800/422-3070 
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is  a wholly-owned  subsidiary 
of  the  Iowa  Medical  Society. 
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COAAMUNICATING  WITH  THE 
ELDERLY 


As  THIS  issue  of  IOWA  MEDICINE  demon- 
strates, the  Iowa  Medical  Society  is  be- 
coming increasingly  involved  with  health  care 
issues  facing  elderly  lowans. 

The  number  of  elderly  people  — especially 
in  Iowa  — is  predicted  to  increase  dramatically 
within  the  next  decade.  Accessible  and  afford- 
able health  care  for  these  people  is  perhaps 
the  most  crucial  issue  we  will  face  in  the  near 
future. 

For  this  reason,  the  IMS  has  intensified  ef- 
forts to  communicate  with  elderly  lowans. 

For  the  past  several  years,  the  IMS  Board  of 
Trustees  has  invited  to  their  meetings  repre- 
sentatives of  older  lowans'  organizations  to 
discuss  mutual  topics  of  concern.  During  these 
meetings,  particular  attention  has  been  paid 
to  the  Medicare  program. 

Last  year,  a full  day  of  the  annual  IMS  Sci- 
entific Session  was  devoted  to  scientific  and 
socioeconomic  presentations  related  to  care  of 
the  elderly.  In  addition,  the  IMS  Committee 


on  Aging  has  an  increased  number  of  projects 
planned  for  the  future. 

In  this  month's  iowa  medicine,  physicians 
and  others  involved  with  caring  for  older  peo- 
ple discuss  a wide  range  of  pertinent  and  in- 
teresting topics.  I urge  you  to  read  carefully. 
Health  care  for  the  elderly  is  an  issue  none  of 
us  can  afford  to  ignore. 


\_  ,"”0  . C . /aAs 

L.  Dean  Caraway,  M.D. 

President 
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University  of  Iowa  Plays  Crucial 
Role  In  Alzheimer's  Research 


ANTONIO  DAAAASIO,  M.D.,  PH.D. 
Iowa  City,  Iowa 


Since  1984,  the  Alzheimer's  Dis- 
ease Research  Center  at  the  Uni- 
versity of  Iowa  College  of  Medicine 
has  combined  clinical  and  research 
efforts  toward  understanding  this 
debilitating  affliction.  Researchers 
at  the  Center  have  made  landmark 
discoveries  about  Alzheimer's  dis- 
ease and  have  been  innovators  in 
developing  diagnostic  procedures 
and  management  strategies  for  pa- 
tients and  their  families. 


The  University  of  Iowa  College  of  Medi- 
cine's Alzheimer's  Disease  Research  Cen- 
ter has  been  in  existence  for  nearly  2 years. 
During  that  period,  investigators  in  the  Center 
have  made  some  exciting  strides  in  basic  re- 
search and  development  of  diagnostic  proce- 
dures for  Alzheimer's  disease.  They  have  con- 
firmed many  of  their  early  findings  regarding 
the  location  and  role  of  some  specific  brain 
lesions  in  Alzheimer's  disease. 

Victims  of  Alzheimer's  Disease 

We  are  concerned  both  with  the  Alzheimer's 
patients  and  with  their  families.  The  patient  is 


Dr.  Antonio  Damasio  is  head  of  the  U.  of  I.  Alzheimer's  Disease  Re- 
search Center  and  the  Department  of  Neurology  in  the  College  of  Med- 
icine. 


going  through  a tragic  development  in  his  or 
her  life,  but  so  are  family  members  and  friends. 
In  fact,  beyond  the  midpoint  in  the  evolution 
of  the  disease,  it  is  probably  the  spouse  rather 
than  the  patient  who  should  receive  the  great- 
est attention  from  physicians.  As  the  disease 
progresses,  patients  with  Alzheimer's  are  no 
longer  fully  conscious  of  the  ravages  of  the 
disease.  Their  spouses  are  aware  of  the  losses 
they  have  sustained.  They  face  the  over- 
whelming task  of  caring  for  a fatally  sick  per- 
son and  coping  with  a radical  change  in  their 
own  lives.  The  problem  is  compounded  by  the 
usual  age  at  which  the  tragedy  unfolds  (most 
Alzheimer  victims  are  elderly  and  so  are  their 
close  relatives)  and  by  the  slow  course  of  the 
condition.  Complications  for  relatives  often  in- 
clude depression.  Family  members  often  need 
supportive  psychotherapy  and  specific  medi- 
cations; they  always  need  compassion. 

In  the  early  phases  of  the  disease,  it  is  pos- 
sible to  change  the  patient's  environment  in 
such  a way  that  prompting  or  even  card-cueing 
can  compensate  for  a weakened  memory  sys- 
tem. Excessive  stimulation  which  usually 
worsens  the  condition  can  be  reduced.  Specific 
medications  can  be  used  to  lower  states  of  anx- 
iety and  agitation.  Proper  nutrition  and  exer- 
cise, as  well  as  occupational  therapies,  also 
help  significantly.  Despite  these  efforts,  at  this 
juncture,  there  is  no  specific  drug  that  is  cur- 
ative or  even  palliative  for  Alzheimer's  dis- 
ease. This  sad  reality  must  be  faced  upfront. 

Research  A Must 

There  must  be  great  emphasis  on  research 
by  those  who  can  assist  with,  perform  or  sup- 
port investigations.  This  problem  is  not  going 
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to  vanish  or  be  solved  without  an  understand- 
ing of  the  causes  and  mechanisms  that  make 
it  appear.  This  is  no  different  from  most  tragic 
diseases  that  have  plagued  mankind  through- 
out history,  some  of  which  have  been  suc- 
cessfully modified  by  understanding  their 
physiopathology  and  developing  prevention 
or  treatment  modalities. 

Current  research  is  leading  us  to  different 
stages  in  a concerted  approach  to  the  disease. 
Some  of  it  helps  us  develop  diagnostic  tools 
for  Alzheimer's  disease.  We  have  seen  devel- 
opment of  a neuropyschological  test  battery  to 
detect  early  mental  decline.  The  battery,  first 
published  in  the  journal  of  the  American 
MEDICAL  ASSOCIATION,  has  been  well  accepted. 
Close  to  200  geriatric  practitioners  now  use 
this  instrument  to  detect  the  kind  of  mental 
decline  that  should  lead  to  a neurological  re- 
ferral.^ 

Previously,  we  had  developed  a way  to  ana- 
lyze computerized  tomography  (CT)  images 
and  distinguish  patients  with  dementia  from 
those  with  age-related  cerebral  atrophy.  This 
was  accomplished  with  a computer  program 
that  provides  ratios  between  the  surface  areas 
of  the  cerebral  ventricles  and  the  surface  area 
of  the  entire  cerebrum  at  each  CT  level. ^ Dr. 
Hanna  Damasio  and  her  colleagues,  authors 
of  this  approach,  are  now  in  the  process  of 
adapting  the  method  to  the  more  modern 
magnetic  resonance  imaging  (MRI),  which  is 
becoming  a mainstay  in  the  diagnosis  of  Alz- 
heimer's disease. 

The  Center  has  also  been  successful  in  iden- 
tifying what  appears  to  be  a pathognomonic 
sign  of  Alzheimer's  disease  through  a special 
procedure  called  single  photon  emission  to- 
mography (SPET).  Using  this  procedure,  Drs. 
Hanna  Damasio,  Peter  Kirchner,  Karim  Rezai, 
Dan  Tranel  and  Neill  Graff-Radford  have  iden- 
tified a brain  region  persistently  low  in  cere- 
bral blood  flow  values  in  patients  with  Alz- 
heimer's disease  but  not  in  normal  controls. 

This  is  one  of  several  areas  in  which  Drs. 
Van  Hoesen,  Hyman  and  I have  identified  the 
clear-cut  pathology  mentioned  above.  We  have 
a convergence  of  results  obtained  with  differ- 
ent methods.  In  one  instance,  a radiologic  pro- 
cedure performed  in  living  human  beings;  in 
another,  microscopic  studies  in  brain  tissue 
obtained  at  post-mortem.  Radiological  results 
are  important  because  they  can  be  used  as  a 
diagnostic  test. 


Antonio  Damasio,  M.D. 


We  hope  more  corroborative  evidence  will 
enable  us  to  propose  this  procedure  as  a rapid 
and  confirmatory  test  of  the  presence  or  ab- 
sence of  Alzheimer's  disease  in  individuals 
suffering  from  progressive  mental  decline. 

There  are  important  new  findings  in  other 
areas.  Perhaps  the  most  rewarding  neuroan- 
atomical  findings  confirm  the  early  results  we 
had  published  in  science. ^ Drs.  Van  Hoesen 
and  Hyman  have  now  confirmed  all  patients 
with  Alzheimer's  disease  have  specific  early 
lesions  in  the  cortex  of  the  temporal  lobe,  a 
region  entirely  dedicated  to  memory  acquisi- 
tion. The  damage  in  Alzheimer's  disease  is  so 
selective  it  involves  only  certain  types  of  nerve 
cells  in  certain  layers  of  the  cortex.  These  le- 
sions do  not  occur  in  control  subjects  — that 
is,  they  are  absent  from  the  brains  of  other 
elderly  individuals  who  are  neuropsycholog- 
ically  intact  or  have  dementia  of  different 
causes.^ 

It  has  also  been  discovered  the  nervous 
pathway  that  connects  these  selectively  dam- 
aged cortical  cells  to  the  hippocampal  forma- 
tion — the  main  computer  that  performs  cru- 
cial operations  so  memory  acquisition  can  take 
place  — is  degenerated.  We  have  found  that 
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myelin,  the  substance  serving  as  the  insulation 
from  nerve  fibers,  has  been  literally  demol- 
ished in  this  pathway,  known  as  the  perforant 
pathway.  The  findings  have  just  been  pub- 
lished in  the  annals  of  neurology. ^ 

Other  Helpful  Discoveries 

An  even  more  exciting  discovery  concerns 
the  neurochemical  substance,  or  mediator, 
which  the  perforant  pathway  utilizes  in  order 
to  do  its  communication  job.  The  mediator  is 
glutamate,  which  we  found  to  be  reduced  by 
over  80%  in  the  terminal  region  of  the  path- 
ways of  Alzheimer's  patients.  Thus,  we  have 
identified  a chemical  substance  that  is  missing 
as  a result  of  disease  striking  in  the  selected 
set  of  nerve  cells.  This  finding  adds  an  im- 
portant element  to  the  description  of  the  path- 
ologic process  of  Alzheimer's  disease  and 
opens  new  possibilities  in  the  search  for  a com- 
mon cause  of  the  condition  in  nerve  cells  in- 
volved in  the  production  of  glutamate.  These 
results  will  be  presented  to  the  Society  of  Neu- 
roscience this  fall.^ 

We  have  identified  another  interesting  phe- 
nomenon in  Alzheimer's  disease:  preservation 
of  the  ability  to  learn  new  motor  skills  in  pa- 
tients who  are  otherwise  ravaged  by  learning 
and  memory  losses.  We  have  found  patients 
in  early  and  moderate  stages  of  Alzheimer's 
disease  can  learn  a motor  task  but  do  not  re- 
member having  learned  it.  At  the  same  time, 
they  are  completely  unable  to  learn  a new  word 
or  a new  face.^  The  finding  is  important  for 
several  reasons.  It  indicates  memory  processes 
are  not  all  alike  and  that  not  all  are  dependent 
on  the  same  brain  structure.  The  memory  type 
used  for  words  and  faces  ("declarative"  mem- 
ory), is  different  from  that  used  for  motor  or 
perceptual  skills  ("procedural"  memory).  The 
finding  also  indicates  not  all  is  lost  in  the  dis- 
astrous panorama  of  Alzheimer's  disease. 
Something  is  preserved  that  might  be  used  for 
appropriate  therapeutic  procedures.  We  are 
considering  harnessing  this  residual  ability  of 
Alzheimer's  patients  for  development  of  re- 
habilitation programs  that  will  give  emphasis 
to  motor  behaviors,  rather  than  activities  that 
rely  on  memory  for  words,  objects  or  events. 

Yet  another  result  of  our  studies  has  to  do 
with  the  fact  that  areas  outside  of  the  hippo- 
campal system  are  involved  in  Alzheimer's 
disease.  We  have  now  clearly  identified  areas 
in  the  brain's  temporal,  occipital  and  parietal 


regions  that  are  clearly  involved  in  the  disease 
process  and  are  also  related  to  memory  proc- 
esses. These  results  will  appear  soon  in  jour- 
nal OF  NEUROSCIENCE.® 

The  Research  Goes  On 

Research  at  the  Center  will  continue  along 
all  lines  that  have  proven  productive.  We  have 
a long  way  to  go  in  mapping  the  brain  systems 
involved  in  this  disease.  Identifying  those  sys- 
tems is  a priority.  By  doing  so,  it  will  be  pos- 
sible to  understand,  at  a neural  systems  level, 
how  the  disease  first  strikes  the  brain  and  how 
it  spreads.  At  the  same  time,  by  understand- 
ing the  different  neural  systems,  it  will  be  pos- 
sible to  focus  on  specific  nerve  cell  types  and 
explore  the  reasons  why  those  cell  types  are 
affected  and  others  are  manifestly  spared.  We 
are  now  using  a monoclonal  antibody  ex- 
tracted from  brains  of  Alzheimer's  patients. 
This  antibody  selectively  binds  to  nerve  cells 
that  will,  later  on,  be  attacked  by  the  disease. 
This  specific  antibody  tells  us  that  something 
is  already  amiss  in  those  otherwise  normal  ap- 
pearing cells. 

Conducting  research  of  this  type  requires 
substantial  financial  support.  There  is  never 
enough  money  for  the  ideal  research  program 
that  would  meet  our  highest  goals.  We  have, 
however,  extensive  support  from  the  National 
Institute  of  Neurological  and  Communicative 
Disorders  and  Stroke,  the  Mathers  Founda- 
tion, the  Spastic  Research  Foundation  and  from 
several  private  groups  and  individuals.  Con- 
tributions from  private  individuals,  often  from 
the  relatives  and  friends  of  Alzheimer  victims, 
reveal  the  generosity  of  the  public  and  aware- 
ness of  this  tragic  condition. 
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MOST  OF  THE  f EOPLE  IN  THIS 
BUILDING  HAVE  NEVER 
TREATE 


...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMP  AC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  allects  our 
patients  and  our  prolession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 

Name  

Address  

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 


IOWA  MEDICAL  POLITICAL  ACTION  COMMITTEE 


1001  Grand  Avenue  / West  Des  Moines,  Iowa  / Telephone  515-223-1401 

Contributions  ore  not  limited  to  the  suggested  amount  Neither  the  AMA  nor  the  IMS  vriU  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
fo  moke  pac  contributions.  Contributions  are  subject  to  the  Umitatioiis  of  FEC  Regulations  (Federal  Regulations  require  this  notice.)  Paid  lor  by  the  Iowa  Medi- 
cal Political  Action  Committee,  lOOl  Grand  Avenue.  West  Des  Moines,  LA  50265 
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Long-term  Care  — 
An  Impending  Crisis 


JAMES  E.  ROHRER,  PH.D.  and 
SAMUEL  LEVEY,  PH.D. 

Iowa  City,  Iowa 


Experts  agree  the  growing  number 
of  elderly  people  will  eventually 
translate  into  a shortage  of  long- 
term health  care  services.  These 
authors  discuss  future  care  needs 
of  Iowa's  elderly  population  and  the 
most  viable  alternatives  for  meet- 
ing those  needs. 


A CRISIS  IN  LONG-TERM  CARE  services  looms 
on  the  horizon.  By  the  year  2000,  the 
aged  population  of  the  United  States  will  be 
37.1%  higher  than  it  was  in  1980.^  Over  13% 
of  Americans  will  be  over  65;  14.6%  of  lowans 
will  be  over  65.  The  over-65  population  in  Iowa 
is  projected  to  be  over  434,000  by  the  year  2000; 
over  50,000  lowans  will  require  care  assist- 
ance because  of  physical  disability  (Table  1). 
There  is  no  way  to  estimate  the  number  of 
individuals  who  will  need  long-term  care  be- 
cause of  mental  disabilities.  It  is  imperative 
Iowa  health  planners  and  community  orga- 
nizations confront  the  impending  increase  in 
the  need  for  long-term  care  services. 


Dr,  Rohrer  is  an  assistant  professor  in  the  Graduate  Program  in  Hos- 
pital and  Health  Administration  at  the  University  of  Iowa.  Samuel  Levey 
is  head  of  the  UI  Graduate  Program  in  Hospital  and  Health  Adminis- 
tration and  acting  director  of  the  UI  Center  for  Health  Services  Research. 


Long-term  care  needs  of  lowans  are  met 
through  a variety  of  mechanisms.  Nursing 
homes,  home  health  agencies,  retirement  cen- 
ters with  affiliated  nursing  homes,  visiting 
nurses  organizations,  hospital  swing  bed  pro- 
grams and  the  efforts  of  family  members  form 
a complex  and,  unfortunately,  uncoordinated 
array  of  services.  It  is  not  surprising  the  ac- 
cessibility of  these  services  is  often  prob- 
lematic. 

A home  care  patient  must  require  skilled 
services  to  qualify  for  Medicare  reimburse- 
ment. Medicaid  programs  also  emphasize 
skilled  care;  although  home  care  is  covered  in 
every  state  under  this  program,  only  9 states 
cover  personal  care  services.^  Throughout  the 
country,  less  than  10%  of  those  requiring  as- 
sistance with  daily  activities  have  paid  help- 
ers.^ This  reflects  the  low  average  income  of 
the  over-65  population:  $7,505  in  1984. 

When  the  aged  find  private  purchase  of 
home  care  unavoidable,  they  also  find  it  costly. 
High  out-of-pocket  expenses  for  home  care  are 
clearly  associated  with  high  risk  for  admission 
to  a nursing  home.  The  reason  is  obvious:  when 
aged  persons  in  need  of  home  care  exhaust 
their  personal  resources  they  are  forced  to  rely 
on  Medicaid,  which  is  intended  to  pay  for  in- 
stitutional care.  After  a few  months  without 
needed  home  care,  the  individual  is  likely  to 
need  nursing  home  care. 

A series  of  Congressional  decisions  regard- 
ing financing  of  long-term  care  services  has 
made  nursing  home  care  the  key  component 
of  the  long-term  care  system.  This  is  unlikely 
to  change  in  the  short  run  because  of  reluc- 
tance to  create  new  support  systems  that  may 
(Please  turn  to  page  463) 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No . 

patients 

USaI 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%t 

60 

cimetidine 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani ti di ne 
150  mg  h.s. 

8%+ 

14%+ 

23%+ 

243 

cimetidine 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p=0.02 
tp=0.01 
+p <0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


raniWineHCl/Glaxo  150  mg  tablets 


One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo 


Zantac  150 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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ZANTAC  “ 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC^  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing IS  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger-Ellison  syndrome  and  systemic  mastoc^osis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERO).  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper 
secretory  states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix'  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  m the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg.  a pH-dependenteffectonabsorptionorachangein 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1.000  mg^'kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 
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tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
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groups.  The  incidence  rates  for  adverse  events  and  laboratory 
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increase  total  health  care  costs.  Thus,  ensuring 
an  adequate  supply  of  nursing  home  beds  is 
critical. 

If  the  supply  of  nursing  home  beds  does  not 
change  in  the  next  15  years,  Iowa  will  still  have 
far  more  beds  per  1,000  aged  than  the  national 
average  (Table  2).  In  light  of  the  anticipated 
need  for  personal  care,  however,  a serious 
shortage  of  long-term  care  services  will  occur 
within  the  next  20  years  if  nursing  home  serv- 
ices are  not  supplemented  by  home  care  or 
other  alternatives.  If  the  present  supply  of 
nursing  home  beds  does  not  change,  there  will 
be  enough  beds  to  accommodate  only  64%  of 
the  physically  dependent  population  in  Iowa. 
This  assumes  36%  of  the  physically  dependent 
and  100%  of  those  mentally  impaired  but  not 
physically  dependent  will  have  access  to  some 
kind  of  community-based  long-term  care  serv- 
ices. 

Unfortunately,  the  assumption  that  com- 
munity care  will  be  accessible  is  unrealistic 
given  the  eligibility  requirements  and  service 
restrictions  of  existing  public  programs. 

Even  with  the  sketchy  information  available 
it  is  likely,  without  a dramatic  increase  in  avail- 
able long-term  care  services,  there  will  be  se- 
rious access  problems  in  Iowa  by  the  year  2000 
due  to  limitations  on  financing  of  community- 
based  care. 

Laissez  Faire 

In  the  United  States,  government  action  is 
usually  considered  only  after  the  private  sector 
has  proven  itself  incapable  of  solving  a major 
social  problem.  Given  the  libertarian  bent  of 
American  political  culture,  it  is  necessary  to 
explore  the  laissez  faire  approach  to  the  loom- 
ing long-term  care  crisis. 

A non-interventionist  long-term  care  policy 
assumes  the  market  will  respond  to  the  needs 
and  wants  of  long-term  care  clients  with  in- 
creases in  supply.  According  to  this  theory,  if 
people  want  home  care  the  market  will  pro- 
vide it. 

Realistically,  we  cannot  assume  increased 
need  for  long-term  care  services  will  be  fol- 
lowed by  corresponding  increases  in  economic 
demand  for  those  services.  "Demand"  results 
from  ability  to  pay,  as  well  as  the  perceived 
need  for  services.  Since  need  for  long-term  care 
is  usually  tied  to  reductions  in  earning  power, 
without  public  assistance  the  disabled  aged 


TABLE  1 

PROJECTED  POPULATION,  UNITED  STATES  AND  IOWA,  2000 
(in  thousands). 


United  States 

Iowa 

Number 

Percent 

Number 

Percent 

Total 

267,990 

100.0 

2,965 

100.0 

Under  65 

232,954 

86.9 

2,530.9 

85.3 

65-74 

17,693 

6.6 

208 

7.0 

75  and  over 

17,343 

6.5 

226.1 

7.6 

Total  over  65 

35,036 

13.1 

434.1 

14.6 

Population 

requiring 

personal  care* 

4,528.2 

1.7 

54.3 

1.8 

* Estimated  from  rates  presented  in  Weissert,  W.G.:  Estimating  the  long-term 
care  population:  Prevalence  rates  and  selected  characteristics.  Health  Care  Financing 
Review  1 985;6(4):83-91 . 


TABLE  2 

SUPPLY  OF  NURSING  HOME  BEDS,  UNITED  STATES  AND  IOWA, 
CURRENT  AND  PROJECTED 


United  States 

lawa 

Current  Supply 

Total  Nursing  Home  Beds 

1,537,338 

34,641 

Beds  per  thousond  persons  over 

65 

60.2 

89.5 

Beds  per  dependent  person* 

0.45 

0.78 

Supply  in  2000 

Beds  per  thousand  persons  over 

65 

43.9 

79.8 

Beds  per  dependent  person* 

0.34 

0.64 

* Population  requiring  personal  care  (i.e.,  dependent  in  at  least  one  activity  of 
daily  living)  from  Table  1 divided  into  current  bed  supply. 


cannot  "demand"  as  many  long-term  care 
services  as  they  need. 

The  demand  for  long-term  care  services  in- 
creased when  the  Social  Security  Act  was  en- 
acted and  increased  more  dramatically  when 
the  Kerr-Mills  program  (the  precursor  to  Med- 
icaid payment  for  nursing  home  services)  was 
implemented.  It  mushroomed  when  Medicare 
and  Medicaid  were  established,  after  Congress 
had  concluded  the  income  or  savings  of  those 
in  need  of  long-term  care  services  were  too 
low  to  generate  sufficient  economic  demand. 
Even  in  our  affluent  condition  there  is  little 
reason  to  believe  the  aged  will  have  sufficient 
resources  to  purchase  the  personal  care  serv- 
ices they  require  unless  government  assistance 
programs  are  expanded. 

(Please  turn  to  page  464) 
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Demand-side  Solutions 

One  way  to  address  deficiencies  in  the  long- 
term care  marketplace  is  to  increase  the  pur- 
chasing power  of  individuals  who  require  care. 
Two  vehicles  to  accomplish  this  are  public  and 
private  insurance  programs  to  provide  en- 
hanced long-term  care  benefits.  While  volun- 
tary, private  long-term  care  insurance  is  a pop- 
ular concept,  it  is  extremely  unlikely  it  will 
obviate  the  need  for  a substantial  public  pro- 
gram. Public  programs  will  always  be  needed; 
the  temptation  to  rely  on  government  largesse 
will  also  always  be  present.  For  private,  vol- 
untary long-term  care  insurance  to  coexist  with 
public  insurance  is,  in  a sense,  a penalty  for 
the  self-sufficient,  responsible  individual. 
However,  sorting  out  those  who  could  have 
prepared  for  their  long-term  care  requirements 
from  those  who  couldn't  is  fraught  with  ethical 
dilemmas. 

Compulsory  private  insurance  would  not 
solve  the  financing  problem  since  it  would  be 


Buy  or  lease 
first'Class  office  space 
at  The  Plaza. 

Only  The  Plaza  gives  you  the  choice  of 
buying  or  leasing  office  space  at  the  pre- 
mier Des  Moines  location. ..downtown,  on 
the  skywalk,  across  from  Mollen  Plaza. 

This  is  impressive,  high-visibility  space 
with  a host  of  extraordinary  features  and 
amenities,  including  an  executive  health 
club,  that  enhance  your  corporate/profes- 
sional image. 

The  Plaza  is  the  place  to  do  business 
in  Des  Moines.  And  with  our  buy/lease 
flexibility  and  customized  space  planning 
services,  you  can  soon  be  doing  business 
on  your  own  terms.  Call  Mary  Seidler  or 
Qib  Eggen  at  247-4900. 


IOWA  REALTY 


COniiERCIAL  BROKERS  J 

(515)  247-4900  / 


handled  principally  through  employers.  Fur- 
thermore, many  of  the  individuals  who  will 
be  users  of  long-term  care  services  in  the  fu- 
ture are  already  retired  and  may  not  have  the 
means  to  purchase  insurance. 

These  considerations  suggest  publicly-fi- 
nanced long-term  care  must  be  a major  feature 
of  any  strategy  for  increasing  the  accessibility 
of  long-term  care  services.  Existing  public  pro- 
grams will  not  be  sufficient  because  they  em- 
phasize institutional  care  over  community  care 
and,  when  they  pay  for  home  care,  reimburse- 
ment is  usually  limited  to  skilled  services. 


"The  first  step  toward  meeting  the 
looming  crisis  in  long  term  care  is 
to  organize  public  programs  so  they 
can  junction  efficiently  and  effec- 
tively. " 


Many  observers  of  the  long-term  care  sys- 
tem advocate  adoption  of  comprehensive, 
compulsory  long-term  care  insurance.  One  way 
this  could  be  accomplished  is  by  establishing 
a special  long-term  care  trust  fund  to  be  fi- 
nanced through  an  increase  in  social  security 
taxes.  Yet  such  a proposal,  hy  itself,  may  be 
prohibitively  expensive.  If  not  restricted,  the 
supply  of  long-term  care  services  would  ex- 
pand rapidly  after  adoption  of  such  a program. 
While  this  could  be  desirable,  such  expansion 
of  supply  could  be  excessive.  Given  adequate 
purchasing  power,  people  may  demand  long- 
term care  services  even  when  they  have  little 
need  for  them.  It  has  often  been  noted  that 
the  occupancy  rate  of  nursing  homes  is  high 
in  all  states,  regardless  of  the  number  of  beds 
available.^  Adoption  of  comprehensive  public 
financing  of  long-term  care  must  be  accom- 
panied by  a mechanism  for  rationing  those 
services. 

Organizational  Changes 

The  solution  may  be  to  reorganize  the  way 
long-term  care  is  delivered.^- ® Health  Main- 
tenance Organizations  (HMOs)  have  been  her- 
alded as  the  salvation  of  the  acute  health  care 
system;  others  have  touted  comprehensive  case 
management  or  social/health  maintenance  or- 
ganizations (S/HMOs)  as  the  best  mechanism 
for  meeting  the  needs  of  the  aged.  By  match- 
ing the  needs  of  the  individual  with  an  array 
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of  social  and  health  services,  S/HMOs  cut 
through  the  demarcations  between  existing 
public  programs.  Another  innovative  organi- 
zation which  blurs  distinctions  between  social 
and  health  care  programs  is  the  retirement 
community  with  self-contained  health  care 
services.  Physical  proximity,  combined  with 
broad  organizational  responsibilities,  permits 
an  orderly  transition  through  independent  liv- 
ing, assisted  living  and  institutionalization. 

Unfortunately,  these  organizational  inno- 
vations have  not  yet  proven  themselves.  The 
costs  and  benefits  of  such  programs  in  differ- 
ent settings  is  unknown.  It  is  impossible  to 
predict  whether  any  of  them  will  be  successful 
in  Iowa. 

Active  Government 

There  is  only  one  type  of  long-term  care  pol- 
icy which  can  begin  to  resolve  the  dilemmas 
facing  the  long-term  care  system:  a coordi- 
nated financing,  planning  and  control  effort. 
Comprehensive  financing  must  include  an  ef- 
fort to  estimate  the  quantities  of  various  types 
of  needed  services,  to  match  the  needs  of  the 
aged  with  appropriate  levels  of  care  and  a se- 
rious commitment  to  quality  control.  The 
agency  must  have  the  flexibility  to  encourage 
organizational  innovations  and  permit  their 
reimbursement.  While  such  an  agency  would 
require  unprecedented  statutory  authority,  this 
would  represent  consolidation  of  existing  au- 
thority into  a single  agency  rather  than  an  ex- 
tension of  governmental  authority. 

The  first  step  toward  meeting  the  looming 
crisis  in  long-term  care  is  to  organize  public 
programs  so  they  can  function  efficiently  and 
effectively. 
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Supporting  Family  Caregiving 


KAREN  FREDA,  M.S.W. 
Moline,  Illinois 


Who  is  caring  for  America's  el- 
derly? The  American  family.  The 
National  Center  for  Health  Statis- 
tics estimates  39%  of  older  people 
are  limited  in  major  activity,  hut 
only  5%  live  in  nursing  homes.  For 
every  elderly  person  in  a nursing 
home,  there  are  2 elderly  people  in 
the  community  who  need  similar 
care.  Here,  Karen  Freda,  executive 
director  of  ALTERNATIONS  for  the 
Older  Adult,  Inc.,  Moline,  Illinois, 
discusses  the  role  of  the  family 
caregiver. 


Although  many  people  believe  family  care 
is  a thing  of  the  past,  most  care  given  to 
older  people  comes  from  family  members.  Ac- 
cording to  a 1982  study,  formal  services  such 
as  paid  providers  of  home  health,  homemaker/ 
chore  services  and  adult  day  care  programs 
accounted  for  less  than  15%  of  care  to  older 
people  in  the  community.  Remaining  care  was 
given  by  spouses,  offspring  and  other  rela- 
tives. Thirty-seven  percent  of  males  are  cared 
for  by  spouses,  24%  by  offspring,  23%  by  an- 
other relative  and  16%  by  formal  paid  pro- 
viders. Ten  percent  of  females  are  cared  for  by 
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spouses,  34%  by  offspring,  35%  by  other  rel- 
atives and  21%  by  formal  sources. 

Although  families  have  always  cared  for  aged 
members,  societal  trends  have  increased  this 
responsibility.  The  proportion  of  older  people 
is  increasing.  There  are  more  older  relatives 
for  fewer  younger  adults.  More  older  adults 
in  their  sixties  are  caring  for  aged  parents,  who 
are  living  to  80  or  90.  Due  to  the  mobility  of 
our  population,  caregiving  may  fall  to  mem- 
bers who  live  close  to  the  aged  person.  More 
women  are  in  the  workforce  and  are  less  able 
to  be  traditional  caregivers. 

Within  the  family  unit,  a primary  caregiver 
is  usually  designated.  The  level  of  care  and 
responsibility  may  range  from  a few  hours  a 
week  to  24-hour  supervision.  The  family  re- 
sponds out  of  love  and  respect  for  the  disabled 
individual,  but  caregiving  can  be  an  over- 
whelming and  fatiguing  experience  if  caregiv- 
ers have  no  support,  guidance  and  respite. 

Older  people  generally  prefer  to  remain  as 
independent  as  possible.  Families  are  willing 
to  provide  care  for  relatives,  but  are  limited  by 
other  obligations.  Care  for  an  older  person  at 
home  means  several  adjustments.  Changes 
occur  in  meal  schedules,  privacy  and  sleeping 
arrangements.  The  caregiver's  role  may  put 
additional  stress  on  family  finances  due  to  non- 
reimbursed supplies,  medications  or  assist- 
ance. 

The  change  in  family  roles  may  increase 
emotional  strain.  Children  become  nurturers 
for  elder  parents.  Female  spouses  may  be 
forced  to  assume  more  responsibility  for  de- 
cisions and  money  management.  Male  spouses 
may  assume  more  domestic  responsibilities. 
Additional  emotional  stress  may  result  from 
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being  a member  of  the  “sandwich"  generation; 
midlife  adults  who  care  for  their  children  and 
their  parents.  Many  families  are  torn  by  guilt 
when  trying  to  meet  these  responsibilities. 

Spouses,  especially  wives,  are  often  primary 
caregivers.  The  physical  demand  of  caregiving 
can  be  a source  of  stress.  Caregivers  are  called 
on  to  lift,  dress,  bathe,  transfer  and  stabilize. 
For  most  women,  this  means  assisting  some- 
one who  is  physically  larger.  This  may  be  un- 
realistic for  women  with  chronic  diseases. 
Caregivers  are  socially  isolated  because  they 
cannot  leave  the  homebound  spouse.  Health 
professionals  and  families  tend  to  focus  on  the 
needs  of  the  ill  person  and  overlook  the  impact 
of  caregiving  on  the  caregiver's  health.  Despite 
the  stress,  caregiving  can  be  a rewarding  ex- 
perience. A new  closeness  can  develop  be- 
tween family  members. 

Organizations  and  professionals  can  take  an 
active  role  in  supporting  family  caregivers.  The 
physician  is  in  a unique  position  to  assist  care- 
givers by  identifying  caregiving  situations, 
evaluating  the  health  of  the  caregiver  and 
making  appropriate  referrals. 

Support  begins  with  evaluation  and  care 
planning.  The  scope  of  the  evaluation  often 
focuses  solely  on  the  patient.  It  is  important 
to  discuss  the  illness  and  health  regimes  with 
the  family  caregiver.  This  conversation  re- 
duces the  family's  feeling  of  helplessness  and 
enables  the  physician  or  nurse  to  evaluate  the 
emotional  and  physical  well-being  of  the  care- 
giver. The  caregiver  should  be  urged  to  have 
a physical  if  there  are  indications  of  problems. 

Factors  to  be  considered  in  a caregiving  sit- 
uation include  how  long  care  has  been  pro- 
vided, commitment  of  family  members,  indi- 
cations of  the  quality  of  care  given,  availability 
of  respite,  and  sudden  changes  in  amount  of 
care  required  or  health  of  caregiver.  Because 
of  the  additional  stresses,  the  health  of  elder 
caregivers  providing  heavy  care  should  be 
closely  monitored.  Caregivers  can  wear  out  and 
die  before  their  mates. 

Knowing  where  to  look  for  assistance  is  a 
problem  facing  many  families.  Many  states 
have  developed  case  management  systems 
which  provide  impaired  individuals  and  their 
families  access  to  community-based  health  and 
social  services.  This  program  is  available  in 
some  Iowa  counties.  Information  about  these 
services  is  available  from  the  Area  Agency  on 
Aging.  Each  community  has  a different  service 


TWO  DILEMMAS 

Her  children  are  grown;  she  and 
her  husband  are  making  plans  for 
living  alone  again.  Her  elderly 
mother  begins  demanding  more  care 
and  attention  than  the  previous  7 
hours  a week.  The  daughter  be- 
comes the  protector  and  nurturer  of 
her  mother.  She  is  faced  with  the 
decision  of  nursing  home  placement 
or  sharing  a residence. 

A husband  attempts  to  provide  24- 
hour  care  for  his  wife,  who  is  wheel- 
chair-bound and  aphasic.  He  ex- 
periences increased  difficulty  in 
transferring  her  as  a result  of  his 
own  chronic  diseases.  He  feeds, 
dresses,  transfers  and  toilets  her 
with  care.  He  promised  he  will  never 
take  her  to  a nursing  home;  but  he 
is  exhausted  and  has  to  place  her 
temporarily.  He  misses  her  terribly 
ana  plans  for  her  to  return  home 
soon. 


pattern.  Support  Services  offered  to  caregivers 
include  self  help  groups,  counseling,  caregiver 
respite,  day  care,  home  nursing  and  home- 
maker services. 

Physicians  and  nurses  can  provide  addi- 
tional support  by  preparing  the  caregiver  for 
their  new  role.  Home  Care,  A Practical  Alter- 
native to  Extended  Hospitalization  by  Evelyn 
Baulch  and  The  36-Hour  Day  by  Nancy  Mace 
and  Peter  Rabins,  M.D.  are  excellent  re- 
sources. The  36-Hour  Day  describes  behavioral 
management  techniques  used  in  caring  for  in- 
dividuals who  have  dementia.  General  guide- 
lines are: 

• Develop  guidelines  at  the  start  for  a new 
living  arrangement. 

• Attempt  to  view  a situation  from  the  pa- 
tient's perspective. 

• Keep  communication  open;  deal  with 
frustrations  quickly. 

• Avoid  condescending  speech.  The  elder 
may  be  physically  impaired,  but  he/she  is  not 
a child. 

• Allow  for  the  greatest  level  of  independ- 
ence and  decision  making. 

(Please  turn  to  page  468) 
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• Use  other  family  members  or  formal  serv- 
ices for  respite  and  household  duties.  This  will 
allow  you  to  provide  better  care. 

• Maintain  outside  interests  and  time  alone. 

• Use  relaxation  techniques  and  mini-breaks 
to  make  up  for  lost  sleep. 

• Keep  a record  of  health  regimes  and  care 
provided. 

• Set  up  the  room  for  convenience  in  pro- 
viding care.  Medical  equipment  in  the  home 
can  increase  the  patient's  independence  and 
make  transferring  easier.  Keep  supplies  in 
handy  locations. 

• Realize  the  patient  may  not  get  better  de- 
spite the  quality  of  your  care.  Express  your 
grief  and  frustrations  with  friends,  counselor 
or  support  group. 

• Accept  help. 

The  American  family  plays  a substantial  role 
in  caring  for  our  nation's  elderly.  Because  of 
the  family  bond,  the  care  that  the  family  can 
provide  is,  in  some  respects,  preferable  to  care 
given  by  formal  providers.  However,  caregiv- 


ing places  new  stresses  and  demands  upon 
families.  Health  and  service  providers  should 
be  aware  of  the  needs  of  the  caregivers  and  be 
more  responsive  to  supporting  their  role.  It  is 
important  to  evaluate  the  capabilities  of  the 
caregiver,  to  provide  the  caregiver  with  edu- 
cation and  training  on  health  regimes,  and 
evaluate  the  appropriateness  of  the  length  of 
the  caregiving  situation.  In  some  situations,  it 
may  be  unrealistic  for  families  to  continue  to 
attempt  the  provision  of  care. 

The  needs  of  the  caregiver  must  also  be  ad- 
dressed. The  physical  and  mental  health  of  the 
caregiver  must  be  monitored  regularly,  espe- 
cially if  the  caregiver  is  an  older  person  pro- 
viding heavy  care.  The  emotional  aspects  of 
caregiving  can  be  addressed  by  referring  to 
self-help  groups,  counseling  and  respite  serv- 
ices such  as  day  care,  home  health  and  home- 
maker. By  providing  supports  for  the  care- 
giver, health  providers  can  enhance  the  quality 
of  home  care  for  the  patient  and  family. 


CLARKSON  MEDICAL 
^LECTURE  SERIES  ^ 


INFECTIOUS  DISEASE  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  21, 1986  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 

Featured  speakers  include:  Michael  B.  Gregg,  M.D. 

Peter  N.  Heseltine,  M.D. 

Martin  G.  Myers,  M.D. 

Gregg  F.  Wright,  M.D. 

Topics  include: 

Update  on  AIDS 

New  Developments  in  Pediatric  Infectious 
Diseases 

New  Antibiotics 

Cost  Effective  Antibiotic  Usage 

The  Role  of  the  Centers  for  Disease  Control 
(CDC)  in  Infection  Prevention  in  the  United 
States 

For  more  information  call  402-559-3378 


Immunization  Controversies 
Workshops 

8 C.M.E.  and  8 A.A.F.P.  credits 
to  be  awarded. 

Lecture  Series  courtesy  of 
Bishop  Clarkson  Memorial  Hospital 
Medical/Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 
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Karen  L Tynes 

QUESTIONS 

AND  ANSWERS 

Issues  of  Concern  to  Elderly 


Affordable  health  care,  long  term 
care  insurance  and  adequate  hous- 
ing are  among  the  many  complex 
issues  facing  Iowa's  elderly  popu- 
lation. They  are  issues  of  great  con- 
cern to  the  Iowa  Department  of  Elder 
Affairs,  formerly  the  Iowa  Commis- 
sion on  the  Aging.  Here,  Karen  L. 
Tynes,  Executive  Director  of  the 
Department,  discusses  issues  and 
answers  for  Iowa's  elderly. 


Due  to  government  reorganization,  the  Iowa 
Commission  on  the  Aging  is  now  called  the 
Iowa  Department  of  Elder  Affairs.  What  are 
the  responsibilities  and  activities  of  your  De- 
partment in  the  wake  of  reorganization? 

Reorganization  of  state  government  has 
given  Iowa's  elders  a Department  with  in- 
creased responsibilities  and  a new  focus  on  the 
future.  However,  elders  will  see  few  changes 
in  programs  administered  locally  by  area  agen- 
cies on  aging.  The  Department  is  responsible 
for  planning,  coordination  and  development 
of  programs  for  elders  and  advocacy  on  behalf 
of  elders. 

The  Department's  statutory  requirements  — 
particularly  in  the  area  of  long  term  care  serv- 
ices — are  greater  than  before.  The  executive 
director  of  the  Department  is  now  a member 
of  the  Health  Data  Commission,  an  organi- 
zation charged  with  collecting  long  term  care 
data.  Legislation  also  creates  a Long  Term  Care 


Coordinating  Unit  consisting  of  the  Commis- 
sioner of  Human  Services,  the  Director  of  Pub- 
lic Health  and  the  Executive  Director  of  the 
Department  of  Elder  Affairs.  The  purpose  of 
this  unit  is  to  address  the  complicated  issues 
of  a comprehensive  long  term  care  delivery 
system. 

The  Department  also  administers  state  funds 
for  the  Retired  Senior  Volunteer  Program.  Our 
newest  program  is  education  and  training  of 
family  caregivers  for  Alzheimer's  victims. 

What  other  new  projects  is  the  Department 
of  Elder  Affairs  conducting? 

Elder  abuse  is  of  great  concern  to  the  De- 
partment. We  are  participating  in  a task  force 
recently  appointed  by  the  Governor  to  study 
this  problem. 

The  Department  is  also  compiling  data  from 
its  housing  market  survey  and  promoting  the 
use  of  Elder  Cottages  as  alternative  housing. 
In  addition,  we  are  working  with  the  Insur- 
ance Commissioner  to  review  and  publish  in- 
formation on  Iowa's  numerous  Medicare  Sup- 
plemental policies. 

What  are  the  most  critical  issues  facing  Iowa's 
elderly  population?  What  is  your  Department 
doing  in  these  areas? 

The  most  critical  issues  facing  Iowa's  elderly 
are  accessible,  affordable  and  quality  health 
care,  adequate  income,  adequate  and  afford- 
able housing  and  the  use  of  elders  as  a valuable 
resource.  The  Department  is  also  concerned 
about  wellness  programs,  health  promotion 
and  the  impact  rural  Iowa's  economic  diffi- 
culties will  have  on  elders.  Support  for  families 

(Please  turn  to  page  477) 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Fa^  ti  ccjtx  fi~  gey  v si  cj^  i'  c y si 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Every  day  more  and  more 
physicians  are  hearirg 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


SILENCEp 
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fiom  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCt) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blin(d, 
crossover,  plaoebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  onoe-daily 
INDERAL  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expeotfrom  iNDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6n 


5- 
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Impotence  Weakness 
Men  (n  = 66) 


B INDERAL  LA— 160  mg 
i \ Atenolol — 100  mg 
I I Metoprolol — 200  mg 
□ Placebo 


Weakness 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


indIride  la 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  lA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


long  ACTING  CAPSULES 
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120  mg 

160  mg 
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LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL«  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE«  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-denved  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  ot 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
priortomajor  surgery  IS  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS,  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  ot  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  ot  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
m^  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  lustifies  the  potential  risk  to 
the  fetus, 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  ot  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  RBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis.  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  ot  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  ot  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss,  emotional  lability:  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  con|unctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; laundice  (intrahepatic  cholestatic  laundice).  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCE: 

1 . Ravid  M,  Lang  R.  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol.  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,145  1321  -1323 


6213/686 


Av©rSt  ayerst  LABORATORIES 

10017  Copyright  © 1986  Ayerst  Laboratories 


Falls  In  The  Elderly 


STANLEY  M.  HAUGLAND,  M.D., 
GLENYS  O.  WILLIAMS,  M.D., 
IAN  M.  SMITH,  M.D.,  and 
JAMES  R.  GILSON,  M.D. 


The  elderly  become  increasingly  un- 
steady on  their  feet.  Their  falls  can  and 
do  take  a heavy  toll.  Iowa  physicians 
need  to  know  and  emphasize  among 
patients  how  to  avoid  falls.  This  is  the 
third  in  a series  of  geriatric  presenta- 
tions presented  by  the  Iowa  Medical 
Society  Committee  on  Aging  and 
Chronic  Illness. 


Falls  occur  frequently  among  the  elderly. 

Such  occurrences  interrupt  independent 
living  and  force  long-term  institutionalization. 
The  problem  of  falling  is  correctable  or  pre- 
ventable in  significant  numbers  of  patients,  but 
only  if  there  is  appropriate  intervention  at  an 
early  stage  before  severe  injury  has  occurred. 


The  authors  are  members  of  the  Iowa  Medical  Society  Committee  on 
Aging  and  Chronic  Illness.  Dr.  Haugland  is  medical  director,  Younker 
Gerontology  Project,  Iowa  Methodist  Medical  Center,  Des  Moines,  Iowa. 
Dr.  Williams  is  associate  professor  of  family  practice,  The  University  of 
Iowa  College  of  Medicine,  Iowa  City,  Iowa.  Dr.  Smith  is  professor  of 
internal  medicine.  The  University  of  Iowa  Hospitals  and  Clinics,  Iowa 
City,  Iowa.  Dr.  Gilson  is  in  the  private  practice  of  internal  medicine 
(cardiology)  in  Davenport,  Iowa. 


Incidence 

Although  injuries  are  more  common  in 
younger  age  groups,  falling  injuries  among 
those  over  65  years  of  age  are  more  often  fatal.  ^ 
Falls  cause  95%  of  injuries  in  the  elderly.  The 
problem  increases  with  age,  and  75%  of  fatal 
falls  are  experienced  by  people  over  75.^  Falls 
are  the  sixth  leading  cause  of  death  in  people 
65  years  and  older  (Table  I). 

Those  elderly  whose  physical  activity  is  lim- 
ited fall  more  often  than  those  who  are  mobile. 
Women  fall  twice  as  often  as  men,  but  their 
falls  are  less  likely  to  be  fatal.  Those  using 
assistive  devices  because  of  debility  fall  the 
least,  which  suggests  there  may  be  ways  to 
reduce  falls  among  the  more  debilitated.^  Poor 
vision  is  a significant  factor  in  the  incidence  of 
serious  injury  after  a fall.  Interestingly,  the 
blind  elderly  fall  less  than  their  sighted 
cohorts.^ 

Time  and  Place 

In  long-term  care  institutions,  55%  of  falls 
occur  in  bedrooms,  19%  in  recreation  or  dining 
areas,  and,  surprisingly,  only  8.3%  in 
bathrooms.^  In  the  home,  the  majority  of  falls 
occur  in  living  areas,  where  most  time  is  spent. 
Falls  are  most  likely  to  occur  in  institutions  at 
times  of  peak  activity  or  when  few  staff  are  on 
duty.^'  ® There  is  some  evidence  that  a dis- 
proportionate number  of  falls  occur  during  the 
first  week  an  elderly  individual  is  in  a new 
environment,  particularly  an  acute  hospital.^ 
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TABLE  I 

DEATH  RATE  FROM  FALLS^ 


General  Population  = 57  deaths/10,000 

Ages 

Deaths 

65-75 

93/10,000 

75-84 

210/10,000 

84 -h 

625/10,000 

TABLE  II 

CONSEQUENCES  OF  FALLS  IN  THE  ELDERLY 

1.  DEATH 

Immediate  or  delayed 

More  deaths  are  due  to  falls  than  automobile  accidents 

2.  MUSCULOSKELETAL  INJURY 

Fractures 

Exacerbation  of  arthritis 

Hematoma,  especially  subdural  hematoma.  The  brain  that  is  atrophic 
is  loose  in  the  skull,  and  blood  vessels  are  more  vulnerable  to  the  shearing 
effect  caused  by  a blow  on  the  head. 

Rhabdomyolysis.  Due  to  necrosis  of  muscle  secondary  to  ischemia, 
particularly  when  patient  lies  for  a long  time  after  falling.’® 

3.  HYPOTHERMIA  MAY  OCCUR  IN  ELDERLY  AT  TEMPERATURES 
ABOVE  60  F 

4.  lAAMOBILIZATION 

Prolonged  morbidity,  pneumonia,  deep  vein  thrombosis,  muscle  and 
joint  stiffness,  contractures,  decubiti,  constipation/impaction,  urinary  reten- 
tion/incontinence, urinary  tract  infection,  transfer  to  nursing  home 

5.  PSYCHOLOGIC  DAMAGE 

Loss  of  confidence,  fear  of  falling,  social  isolation,  depression,  de- 
pendency 


TABLE  III 

EFFECTS  OF  AGING  ON  POSTURE  CONTROL 


1 . Changed  body  configuration  with  altered  center  of  gravity 

2.  Muscle  weakness 

3.  Diminished  sensory  input 
Vision 

Hearing 

Vestibular  function 
Proprioception 

4.  Central  nervous  system  changes 
Slowed  mentation 
Cerebellar  function  decreased 

5.  Motor  nerve  conduction  rate  reduced 

6.  Baroreceptor  response  delayed 


Consequences 

When  older  people  fall,  fractures  commonly 
occur.  The  hip  and  femur  are  the  most  frequent 
fracture  sites,  followed  by  the  radius  and  ulna. 
Only  50-67%  of  those  individuals  who  survive 
a hip  fracture  are  alive  1 year  later;  50%  of  those 
who  lie  for  more  than  1 hour  after  a fall  are  alive 


TABLE  IV 

CAUSES  OF  POSTURAL  HYPOTENSION  IN  ELDERLY  PATIENTS 


1 . Delayed  baroreceptor  response  on  arising 

2.  Postprandial  hypotension” 

Systolic  BP  may  drop  25  mm  Hg  by  35  minutes  after  meal  in  patient 
who  remains  seated 

3.  Varicose  veins 

500  ml  of  blood  may  pool  in  old  legs  on  standing 

4.  Warm  bath  or  shower 

5.  Drugs 

Diuretics,  digoxin,  phenothiazines,  tricyclics,  benzodiazepines  and 
alcohol  are  often  implicated 


6 months  later.  The  far-reaching  consequences 
of  falls  are  listed  in  Table  II. 


Causes  In  The  Patient 

Most  old  people  are  unsteady  on  their  feet. 
Table  III  sets  forth  the  reasons  for  instability. 
Poor  postural  control  is  aggravated  by  the 
tendency  to  develop  postural  hypotension 
(Table  IV).  In  addition,  the  majority  of  elderly 
have  multiple  diseases  and  take  several  drugs 
to  compound  the  problem. 

Colling  and  Park  found  an  average  of  3 di- 
agnoses for  each  fall  victim.®  The  most  fre- 
quently reported  disorders  were  cardiovascu- 
lar (57%),  cerebrovascular  (40%),  musculo- 
skeletal (40%),  neurologic  (29%),  psychiatric 
(20%),  and  respiratory  (19%).  Patients  in  a 
geriatric  hospital  most  at  risk  were  those  nor- 
mally active  people  with  a balance  impairment 
due  to  a recent  illness. 

Table  V lists  the  medical  conditions  that  con- 
tribute to  falls.  Table  VI  is  a checklist  to  use 
when  examining  a patient  who  has  fallen. 


Causes  In  The  Environment 

Equipment  has  been  implicated  in  50%  of 
falls  in  institutions;  30%  of  those  falls  were 
associated  with  chairs  or  wheelchairs.^  An  ex- 
tensive study  at  Bellevue  Hospital  Center  in 
New  York  by  Catchen  found  that  36%  of  falls 
associated  with  beds,  mostly  during  attempts 
to  get  in  or  out.^  Significantly,  Catchen  also 
found  the  side  rails  were  up  in  every  fall  from 
bed  during  sleep.  Wheelchair  accidents  were 
second  in  frequency  (28%)  and  were  mostly 
the  result  of  not  locking  the  wheels.  Assistive 
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TABLE  V 

SOME  CAUSES  OF  FALLS  IN  THE  ELDERLY  PATIENT 


I.  Medical  Conditions 

A.  Acute 

1 . Cardiovascular 

Cardiac  dysrhythmia;  Syncope,  e.g.,  micturition  syncope; 
Myocardial  infarction;  Postural  hypotension. 

2.  Cerebrovascular 

Vertebro-basilar  artery  syndrome;  Drop  attack;'^  Subcla- 
vian steal;  Stroke;  Transient  ischemic  attack. 

3.  Metabolic 

Electrolyte  imbalance,  e.g.,  hypokalemia;  Hypo-  and 
hyperglycemia;  Dehydration. 

4.  Infection 

Pneumonia;  Influenza;  Urinary  tract  infection;  Viral  laby- 
rinthitis. 

5.  Other 

Recent  acute  illness;  Stress  fracture;  Gastrointestinal  bleed 

B.  Chronic 

Arthritis,  e.g.,  cervical  spondylosis;  Hypertension;  Diabetes 
with  neuropathy;  Congestive  heart  failure;  Hypothyroidism; 
Debility,  e.g.,  carcinoma,  nutritional  deficiency,  anemia; 
Neurologic  disease,  e.g.,  parkinsonism,  dementia,  stroke;  De- 
fective vision  and  hearing. 

II.  Mood  AND  Behavior 

Anxiety;  Depression;  Impaired  judgment. 

III.  Drugs 

A.  Cardiovascular  drugs 

Diuretics;*  Anti  hypertensives;  Digoxin. 

B.  Central  nervous  system  drugs 

Alcohol;  Phenothiazines;  Tricyclics;  Benzodiazepines. 


‘Diuretics  have  been  implicated  in  falls  more  than  any  other  class  of  drug. 

devices  that  are  not  correctly  prescribed  may 
contribute  to  falls.  Of  24  elderly  patients  who 
fell  while  using  walking  sticks,  18  had  walking 
sticks  of  the  incorrect  length.  Fallers  often  say 
that  they  trip  over  pets,  cords  or  throw  rugs. 
Poor  illumination  can  lead  to  a fall,  even  in  the 
familiar  environment  of  the  patient's  home. 
However,  in  a study  of  125  people  over  65  who 
fell  at  home.  Wild  et  al  identified  only  9 falls  in 
which  the  environment  played  a part.^^ 


Prevention 

It  is  estimated  that  25%  of  falls  in  the  elderly 
can  be  prevented,  50%  of  falls  may  be  pre- 
vented, and  25%  cannot  be  prevented.  A re- 
markable patient  education  prevention  pro- 
gram in  an  Israeli  home  care  unit  led  to  a 72% 
reduction  in  the  incidence  of  falls  over  a 6- 
month  period.  Many  participants  reduced 
their  use  of  drugs  and  made  repairs  and  altera- 
tions in  their  homes. Other  suggestions  for 
preventing  falls  in  the  elderly  are  listed  in 
Table  VII. 


TABLE  VI 

PHYSICAL  EXAMINATION  OF  PATIENT  WHO  HAS  FALLEN 


Should  include  the  following:  Sternal  pressure  test;  Muscle  strength; 
Vision;  Hearing;  Nystagmus;  Mental  status,  mood;  Gait,  stance;  BP  sitting 
and  standing;  Cervical  bruits;  Cervical  spine;  Signs  of  neuropathy;  Signs  of 
intercurrent  illness. 


TABLE  VII 

PREVENTION  OF  FALLS 


1 . Educate  the  patient 

2.  Educate  the  family 
Discourage  overprotection 

3.  Promote  activity 

Restore  balance  and  mobility  early  after  acute  illness,-  Prescribe  short 
course  of  physical  therapy. 

4.  Prescribe  walking  aids  correctly 
Measure  cane  from  wrist  crease. 

5.  Modify  the  environment 

Lower  bed  height;  Increase  lighting;  Remove  obstacles;  Recommend 
lateral  support  shoes  instead  of  slippers. 

6.  Install  alerting  devices 

Lifeline  ($1 0/month);  Telephone  in  living  room. 

7.  Reduce  drugs 

Choose  drugs  that  do  not  lower  blood  pressure  or  make  patient  less 
aware  of  surroundings. 


In  summary,  the  older  a person  gets  the 
more  he  or  she  runs  the  risk  of  loss  of  inde- 
pendence, severe  injury,  and  even  death  as  a 
result  of  falling.  Because  of  the  effects  of  aging, 
elderly  people  are  basically  unstable  and  very 
small  changes  within  the  individual  or  in  the 
environment  can  lead  to  a fall.  Physicians  need 
to  be  alert  to  the  symptom  of  falling,  to  identify 
the  causes,  and  to  outline  appropriate  remedial 
measures.  In  this  way  we  may  enable  some 
elderly  fallers  to  improve  their  stability  and 
remain  independent  and  mobile. 
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COMMENTING 

EDITORIALLY 


THOUGHTS  WHILE  CRUISING 


Thirty-four  years  ago  I was  completing  a 
tour  of  sea  duty  sailing  between  Seattle 
and  Japan  (Yokohoma).  The  ocean  was  often 
shrouded  by  fog,  the  sun  and  stars  not  visible 
for  several  days  in  succession.  Today  is  much 
the  same.  Again,  I am  at  sea.  The  sky  is  over- 
cast, the  sea  is  rolling  but  not  heavy. 

Fortunately,  this  voyage  is  for  pleasure,  not 
mandated  by  the  U.S.  Navy.  My  pleasure  trip 
to  Alaska,  a state  which  covers  such  a vast 
territory  many  parts  are  accessible  only  by  air 
or  sea,  caused  me  to  reflect  upon  the  tribula- 
tions many  people  must  endure  to  live.  True, 
there  is  no  freeway  congestion,  but  the  chal- 
lenge of  a livelihood  is  great. 

Often  we  passed  a small  fishing  trawler. 
How  dismal  life  must  be  in  the  vastness  of  the 
ocean  with  no  friends  close  by.  Their  only  con- 
tact is  by  radio.  How  long  they  remain  at  sea 
I do  not  know,  but  1 was  informed  frequently 
only  2 persons  are  aboard. 

Life  is  usually  what  we  make  it.  For  some, 
destiny  is  precluded  by  family  ties  or  circum- 
stances of  employment.  Some  succeed  hand- 
somely, others  fail  miserably.  Many  who  fail 
have  only  themselves  to  blame. 

Our  cruise  took  us  to  Glacier  Bay  to  observe 
the  marvels  of  our  universe.  It  seemed  unreal 
that  our  ship  sailed  upon  waters  left  by  a gla- 
cier a century  ago.  A glacier  moves  inch-by- 
inch and  foot-by-foot  over  the  centuries,  carv- 
ing a new  profile  upon  the  face  of  the  earth, 
similar  to  our  destiny  during  the  decades  of 
our  existence.  From  infancy  we  etch  a pattern 


on  our  family,  later  to  advance  into  society  and 
"make  our  mark." 

Those  of  us  fortunate  to  be  physicians  have 
the  opportunity  to  etch  a truly  distinctive  pat- 
tern. If  our  efforts  fail,  so  also  could  our  pa- 
tients. Each  of  us  have  varying  responsibilities 
along  the  pathway  of  life.  Some  are  complex, 
others  are  basic.  Our  professional  responsi- 
bilities are  so  vast  that  most  people  have  no 
concept  of  them.  Therein  lies  confusion  or 
denial.  Concern  with  life  and  death  is  formi- 
dable. Ours  is  a responsibility  unmatched  by 
most  other  professions.  An  architectural  fail- 
ure, a miscarriage  of  justice  or  a breech  of  con- 
tract may  not  threaten  the  life  of  an  individual 
in  a direct  fashion.  We  deal  with  pain  and 
suffering  which  may  invade  the  hearts  of  all 
of  us. 

Though  we  seem  used  to  facing  illness,  suf- 
fering and  death  in  our  professional  world, 
some  of  us  may  be  haunted  by  the  presence 
of  pain  in  one  we  love.  Helplessness  and  frus- 
tration may  befall  us.  Tension  and  anger  may 
overshadow  our  professional  demeanor.  No 
doubt  it  is  painful  to  witness  the  physical  de- 
cline of  a loved  one.  Attitudes  may  cast  a 
shadow  varying  from  bitterness  and  resent- 
ment to  abject  acceptance.  Our  training  should 
help  us  cope;  but,  what  of  our  patients  and 
their  families?  We  must  be  of  assistance  while 
continuing  to  strive  for  excellence  in  medical 
care  and  extending  love  to  those  we  serve. 

As  I spend  a week  away  from  my  profes- 
sional responsibilities  and  view  this  remaining 
frontier  of  our  vast  land,  reflection  upon  life 
is  easy.  In  this  world  of  technological  ad- 
vances, life  is  complicated  yet  simple  when 
compared  to  the  vicissitudes  which  faced  those 
who  cast  their  lot  in  Alaska  only  a few  decades 
ago.  The  hardships  of  loneliness,  the  rugged 

(Please  turn  to  page  476) 


474  / Iowa  Medicine 


The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 

Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are: 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
AFFILIATED  WITH  BERGAN  MERCY  HOSPITAL,  CHILDRENS  HOSPITAL,  AND  METHODIST  HOSPITAL 


Advanced  Diagnostic  Medicine  For  Better  Health  Care 


COMMENTING  EDITORIALLY 
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way  of  life,  and  the  paucity  of  comforts  surely 
took  its  toll  on  many.  How  many  of  us  could 
withstand  such  a way  of  life?  Imagine  a severe 
illness  or  a major  accident  and  the  closest  med- 
ical service  miles  away  accessible  only  by  boat 
or  foot.  The  coastline  is  rugged  and  formida- 
ble. Ketchikan  and  Sitka  are  isolated  from  land 
routes.  Small  planes  fly  in  and  out  (weather 


TALKING  TO  YOURSELF 


Talking  to  yourself  is  considered  by  some 
to  indicate  senility  or  absent-mindedness. 
Yet,  nearly  everyone  has  innermost  conver- 
sations at  some  time.  It  may  be  decision-mak- 
ing “Should  I or  shouldn't  I?"  Perhaps  it  is  the 
subconscious  giving  advise  before  we  take  ac- 
tion. In  any  case,  talking  to  yourself  may  be  a 
healthy  outlet  to  the  stresses  of  life.  I refer  to 
self-evaluation  of  past,  present  and  future. 
Some  would  call  it  meditation. 

Many  of  us  have  over-extended  ourselves  at 
some  time  or  another.  We  tend  to  want  to  do 
too  many  things.  We  over-commit  and  become 
over-involved.  For  some,  doing  more  than 
would  be  normally  expected  becomes  a way 
of  life. 

Oliver  Wendell  Holmes  (1809-1894)  ob- 
served that  "A  moment's  insight  is  sometimes 
worth  a life's  experience.''  Do  you  ever  ask 
yourself  if  a certain  task  is  really  necessary? 
Many  endeavors  are  nothing  more  than  busy 
work  without  real  purpose.  When  we  become 
involved  in  busy  work,  our  time  and  talents 
are  wasted.  On  the  other  hand,  we  frequently 
devote  time  for  our  own  self-gratification.  Life 
is  but  a few  thousand  moments.  Before  that 
last  moment  arrives,  we  must  feel  good  about 
ourselves  and  our  actions. 

Negative  thinking  leads  to  prevention  of  true 
potential.  Each  person  has  untapped  re- 
sources that  do  not  necessarily  lie  within  the 


permitting);  yet,  access  by  boat  is  the  life  line. 
The  people  live  well  and  have  most  of  the  com- 
forts we  have,  but  at  great  expense.  The  lo- 
gistics of  supplying  their  needs  are  great,  but 
much  improved  since  the  availability  of  air- 
planes. 

We  fret  over  our  long  hours,  the  threat  of 
litigation,  the  complexities  of  the  business  as- 
pects of  medical  practice,  the  rules  and  regu- 
lations imposed  upon  us  by  hospitals.  Yet,  we 
are  not  isolated  from  what  Alaskans  call  the 
“lower  states."  By  comparison,  our  life  style 
is  very  good.  — M.E.A. 


primary  mission  in  life.  All  of  us  know  indi- 
viduals who  have  talents  beyond  their  profes- 
sional expertise.  It  is  incumbent  upon  them  to 
develop  those  talents  despite  toiling  slavishly 
on  the  professional  life.  T.  S.  Elliot  said  that 
“humankind  cannot  bear  too  much  reality." 
We  often  see  our  colleagues  so  engrossed  in 
their  professional  lives  that  their  responsibil- 
ities to  family  and  self  suffer.  Professional  zeal 
is  laudable,  but  isn't  it  a sham  when  the  efforts 
are  too  often  self-serving? 

On  the  other  hand,  some  of  our  colleagues 
are  content  to  go  along  their  way  serving 
themselves;  giving  back  little  to  their  collective 
professional  and  civic  societies.  Often  the  ex- 
cuse is  being  too  busy  with  the  practice  of  med- 
icine. They  have  no  time  for  committees  of  the 
hospital  medical  staff  or  their  medical  socie- 
ties. Some  do  not  belong  to  the  organizations 
of  our  practice.  They  receive  the  benefits,  giv- 
ing nothing. 

There  are  many  facets  to  our  professional 
endeavors.  We  are  highly  trained  to  provide 
health  care.  We  are  equipped  to  add  so  much 
to  society  — whether  it  be  to  civic  groups, 
service  organizations,  church  or  professional 
societies.  Recently  the  IMS  House  of  Delegates 
met  to  ponder  the  needs  of  our  profession  and 
our  patients.  Numerous  dedicated  physicians 
gave  of  their  time  for  2-3  days.  Committee  ap- 
pointees were  recently  announced  . . . many 
of  the  same  individuals  willing  to  give  unstint- 
ingly  of  their  time  and  efforts. 

Think  upon  these  things,  doctor.  Are  you 
giving  your  share  to  our  concerted  efforts  to 
act  as  a responsive  professional  society?  Take 
(Please  turn  to  page  477) 
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There’s  never  been 
a better  time  for  her... 
and 

PREMARDM* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!  ''  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.® 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREA/IARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARDM® 

(Conjugated  Estrogens  Tablets) 


PREMARIN" 

(Conjugated  Estrogens) 


'"tr" 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream  In  a nonllquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  Of  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  lor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  uhdertaken  to  rule  out  malignancy  There  is  ho  evidence  at  present 
that  ‘natural  estrogens  are  more  or  less  hazardous  thao  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogehs  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benigh,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 .000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  lor  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amouhts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg.  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N()T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  dt  the  additien  df  a prdgestin  for  7 or  more  days  df  a cycle  df  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ol  progestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  m appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  ol  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  tor  caution  in  prescribing 
estrogens  lor  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives.  It  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  m association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  honfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  m the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases, 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysiunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  assbciated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated.  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  In 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sullobromopfithalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X;  decreased  antithrombin  3:  Increased  nor- 
epinephrine-induced  platelet  aggregability. 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  ot  uterine  fibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption,  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  DVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN: 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

1 Givetr  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomofor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 .25  mg  or  more  daily).  'The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically.  Adjust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  mohitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN"  Brand  of  conjugated  estro(iens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  ohiy  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  cohtrol  symptoms  should  be  chosen  and  medication  should  be  discootmued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  ah  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  eveht  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Whitehead  Ml.  Townsend  PT,  Pryse-DaviesJ,  etal  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmehopausal  endometrium  Alfr?g/J  Wed  1981:305  1599-1605  2.  Paterson  MEL.  Wade- 
Evans  T Sturdee  (5w.  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980;280. 822-824  3.  Magos  AL,  Brincat  M.  Studd  JWW,  et  al:  Amehorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Obstel 
Gyneco/1985;  67  496-499  4.  Whitehead  Ml.  Lane  G,  Siddle  N,  et  al  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  l9S3.t  1;41-52  5.  Barnes  RB.  Roy  S. 
Lobo  RA  Cbmparison  of  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obstel  Gynecol  1985;66:216-219 
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a calm  philosophic  look  at  yourself.  Are  you 
truly  involved  with  your  colleagues  in  medi- 
cine, or  have  you  made  a decision  to  “Let 
George  do  it?" 

“I  expect  to  pass  through  this  world  but  once; 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  469) 


who  are  elder  caregivers  is  also  a major  issue. 

The  Department  is  striving  for  increased  op- 
tions in  lifestyles  and  benefits  for  Iowa's  el- 
ders. Most  older  people  are  quite  self-reliant 
and  may  never  need  public  services.  Educa- 
tion and  training  of  family  caregivers  is  often 
the  key  to  support  for  our  aging  population. 
This  year  the  Department  will  initiate  a major 
effort  to  support  families  of  Alzheimer's  vic- 
tims. Older  worker  programs  are  providing 
employment  opportunities  to  many  elders  and 
volunteerism  is  flourishing  in  our  most  expe- 
rienced generation. 

The  Department's  Elder  Cottage  Housing 
option  program  is  gaining  much  attention.  To- 
gether with  the  Department  of  Public  Health, 
we  are  developing  a program  to  promote  health 
and  wellness  among  elders.  Finally,  the  De- 
partment is  pursuing  an  affordable  long  term 
care  insurance  program  to  meet  their  needs. 


DATE  CHANGED  FOR  1987 
SCIENTIFIC  SESSION/ 

ANNUAL  MEETING 

The  dates  of  the  Scientific  Session/ Annual 
Meeting  have  been  changed  to  Friday,  April 
3;  Saturday,  April  4 and  Sunday,  April  5 at  the 
Hotel  Savery. 

Apparently,  when  possible  dates  were  dis- 
cussed with  the  Hotel  Savery  staff,  the  wrong 
calendar  was  utilized  and  we  were  unaware 
the  weekend  chosen  was  Easter  weekend.  We 
regret  any  inconvenience  the  date  change  may 
cause  to  IMS  members,  especially  officers,  del- 
egates and  alternate  delegates. 

The  Hotel  Savery  has  advised  that  because 
of  any  inconvenience,  it  is  reducing  its  regular 
room  charge  and  rooms  will  be  available  at  a 
flat  rate  of  $50  per  night  (single  or  double). 


Any  good  thing  therefore  that  1 can  do  or  any 
kindness  that  1 can  show  to  any  fellow  crea- 
ture, let  me  do  it  now.  Let  me  not  defer  or 
neglect  it,  for  I shall  not  pass  this  way  again." 
— M.E.A. 


What  concerns  does  your  Department  have  in 
the  area  of  health  care  for  Iowa's  elderly? 

The  Iowa  Department  of  Elder  Affairs  is  con- 
cerned about  accessible  and  affordable  quality 
health  care  for  elders.  Issues  in  this  area  in- 
clude adequate  geriatric  training  for  physi- 
cians and  nurses,  the  willingness  of  physicians 
to  accept  Medicare  assignment,  maintenance 
of  rural  hospitals  and  the  availability  of  long 
term  care  insurance. 


What  are  the  future  goals  of  the  Iowa  De- 
partment of  Elder  Affairs? 

Future  goals  include  implementation  of  a 
comprehensive  community  based  long  term 
care  program  for  elders,  reduction  of  elder 
abuse,  increased  information  and  education  to 
help  elders  be  better  consumers  and  promo- 
tion of  elders  as  one  of  Iowa's  most  valuable 
resources. 


WHEN  HELP  IS  NEEDED 
CONTACT 

ASSISTANCE  PROGRAM  FOR 
TROUBLED  PHYSICIANS 
IOWA  MEDICAL  SOCIETY 
515/223-1401 

In-State  WATS  — 800/422-3070 
OR  WRITE 
APTP 

IOWA  MEDICAL  SOCIETY 
1001  GRAND  AVENUE 
WEST  DES  MOINES,  IOWA  50265 
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To  help,  we’ll 

There  could  be  a 75-year  age 
difference  between  a 1 2 year  old  just 
beginning  to  experiment  with  dmgs 
and  an  87  year  old  worried  about  the 
circulation  in  his  feet. 

That’s  why  we  publish  so  many 
different  health  care  pamphlets. 

There  are  the  “Your  Kids  & Dmgs 
Spot  Ity'Stop  It”,  and  “Living  With 
Aging”  series,  and  other  pamphlets 
on  Rabies,  Poisons,  Insect  Stings, 


go  to  extremes 

Immunizations,  and  many  more 
topics.  They’re  all  free  and  your 
patients  can  pick  them  up  at  the 
pharmacy  counter  of  any  Peoples 
Dmg  Store. 

For  over  80  years.  Peoples  Dmg 
Stores  has  served  patients  reliably 
and  professionally.  Today  all  the  ser- 
vices we  offer  reflect  our  continuing 
commitment  to  help  our  customers 
as  their  health  care  needs  change. 


Every  Peoples  has  an  unlisted  phone  that's  reserv  ed 
only  for  doctors  and  answ  ered  only  by  plumruicists . 
Please  call  vour  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 
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LETTER  TO  THE  EDITOR 


Hospital  Management 


Dear  Editor: 

Recent  proposed  legislation  including  the 
Medicare  Quality  Protective  Act  of  1986,  ex- 
tends existing  authority  over  qualitative  as- 
pects of  medical  practice  in  the  hospital  set- 
ting. Such  legislation  by  the  federal 
government  implies  lack  of  existing  effective 
controls,  specifically  shortcomings  in  our  cur- 
rent peer  review  activities. 

As  a practicing  Internist,  it  is  my  conhnued 
belief  that  professionals  are  their  own  best  crit- 
ics. Policy  imposed  upon  us  from  outside  reg- 
ulatory bodies  frequently  ends  up  cumber- 
some and  ineffective.  It  is  therefore  proper  and 
timely  that  hospitals  themselves  become  better 
managed  to  assure  predictable  and  safe  out- 
comes for  their  chent  patients. 

Heretofore  hospitals  have  been  supervised 
by  "bricks  and  mortar"  oriented  professionals 
who  in  most  instances  have  limited  personal 
insight  in  the  field  of  direct  patient  care.  This 
nahon  now  has  plenty  of  hospital  beds  and 
adequate  physical  plants  to  care  for  the  needs 
of  its  ill  citizens.  It  is  my  contention  that  we 
now  shift  the  function  of  hospital  administra- 
tion to  the  direction  of  excellence  of  patient 
care,  assuring  higher  patient  satisfaction  and 
the  minimalization  of  risk  while  in  the  hospital 
environment.  Fortunately,  the  current  abun- 
dance of  physicians  and  experienced  nurses 
can  provide  a large  pool  from  which  potential 
hospital  managers  could  be  sought.  The 
professionals  have  invaluable  experience  and 
empathy  in  the  first  hand  delivery  of  health 
care.  Excellent  training  programs  currently  ex- 
ist whereby  physicians  and  nurses  can  obtain 
graduate  degrees  in  hospital  administration 
and  finance. 

Hospitals  are  primarily  a service  industry. 
Effective  management  rests  on  effechve  meas- 
urement of  performance  of  personnel.  Tradi- 
tionally this  has  not  been  the  main  interest  of 
hospital  chief  administrators,  being  relegated 
instead  to  "head  nurses."  Management  skills, 
especially  those  that  relate  to  effective  per- 
formance review  need  to  be  taught  on  a more 


wide  spread  basis  to  hospital  management.  In 
comparison,  probably  no  other  service  indus- 
try the  size  of  health  care  parallels  its  lack  of 
structural  authority  over  the  delivery  of  its  own 
function.  In  a like  context,  physicians  remain 
primarily  independent  agents  with  at  best  loose 
supervision  and  accountability  as  it  relates  to 
the  quality  of  their  practice. 

Similar  to  variability  in  performance  of  in- 
dividuals are  the  problems  of  high  technology. 
Hospital  based  care  is  becoming  progressively 
more  dependent  on  equipment.  Adverse  out- 
comes however  remain  failures  of  individual 
performance.  As  our  system  becomes  more 
complex,  accountabihty  becomes  more  essen- 
tial. In  large  part,  the  modern  hospital  is  sim- 
ilar to  our  space  agency  NASA.  The  recent 
space  shuttle  disaster  can  be  traced  to  a com- 
plex bureaucracy  whereby  no  one  key  individ- 


"Heretofore  hospitals  have  been  su- 
pervised by  'bricks  and  mortar'  ori- 
ented professionals  who  in  most  in- 
stances have  limited  personal 
insight  in  the  field  of  direct  patient 
care. " 


ual  had  the  responsibility  for  implementing  an 
inherent  weak  design.  In  addition,  decision 
making  was  in  large  part  a committee  rather 
than  an  individual  function.  The  public  was 
misled  into  believing  that  high  technology 
alone  can  provide  spectacular  results.  In  real- 
ity, effective  management  and  performance 
accountability  remains  just  as  important  now 
as  it  always  has  been  in  any  organization.  Lab- 
oratory equipment,  ventilators,  computers,  etc, 
remain  only  adjuncts  to  the  personnel  that  op- 
erate them. 

In  summary,  this  nation  has  an  abundance 
of  health  care  providers  leaving  only  a small 
minority  of  the  population  unserved.  The  pub- 
lic now  can  right^lly  expect  a high  certainty 
of  excellence  when  it  receives  health  care,  es- 
pecially in  the  hospital  setting.  The  onus  lies 
upon  us  as  physicians  and  hospital  managers 
to  restructure  our  organizations  to  achieve  this 
end.  Lines  of  authority  will  by  necessity  be 
shifted,  yet  if  done  with  forethought  will  pre- 
serve the  satisfaction  that  we  now  enjoy  prac- 
ticing medicine.  — James  A.  Conroy,  M.D., 
Board  Certified,  Internal  Medicine,  Council  Bluffs, 
Iowa. 
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Do  You  Need 
A Life  Insurance 
Check-up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 

I can  increase,  decrease,  or  stop 

premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 

buying  additional  policies. 

I can  obtain  10%  to  1 1 % tax-deferred 

interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 

without  charge. 

I have  maximum  protection  from  my 

existing  policies. 


Important  as  it  is^  you  may  not  be  sure  of  your  personal  insurance 
situation.  That*s  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
Ws  part  of  our  service! 

We'll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 

The  Prouty  Company 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IK 

IN  EDUCATION 

THE  PAIN  AND  JOY  OF 
READING  PROOF 

Today  I finished  reading  the  galley  proofs 
of  a book  I brought  into  being.  The  work's 
title  is  Exploring  the  Concept  of  Mind  and  will 
have  appeared  by  the  time  this  is  read,  having 
been  published  by  the  University  of  Iowa  Press. 
Proofreading  is,  for  me,  a painful  effort.  More 
than  that,  I hate  it.  And  yet  it  must  be  done 
well,  in  fact  very  well,  since  words  in  their 
printed  form  are  our  major  means  of  formal 
communication,  and  proofreading  is  the  means 
of  assuring  that  technical  bloopers  don't  in- 
terfere with  transmitting  the  message.  What 
satisfaction  I can  find  in  it  comes  when  I find 
errors  and  correct  them. 

This  particular  effort  I carried  to  the  ocean- 
side.  I'd  hoped  that  sitting  at  a picnic  table  20 
yards  from  the  surf's  edge  would  add  a bit  of 
tranquility  to  soothe  me,  because  in  truth,  al- 
though I value  the  accuracy  that  proofreading 
assures.  I've  never  felt  the  joy  was  equal  to 
the  pain.  I was  right  about  the  beneficial  effect 
of  the  surf  — it  has  many  virtues. 

Watching  the  shapes  and  colors  of  the  form- 
ing waves  and  reading  proof  are  both  some- 
what like  the  practice  of  medicine  — there's 
an  enormous  amount  of  repetition.  Perform- 
ing a physical  exam  under  routine  circumstan- 
ces seems  so  like  doing  all  the  others.  Yet  the 
prospect  always  lurks  that  something  may 
prove  a little  different,  that  a surprising  phys- 
ical finding  may  impart  some  special  signifi- 
cance, just  as  proofreading  may  disclose  an 
error,  or  the  surf-watching  seeks  to  predict 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


which  wave  may  be  the  one  that  will  crest 
taller  and  leave  its  mark  higher  on  the  beach 
than  any  of  its  recent  companions.  That's  part 
of  what  keeps  medicine  so  perennially  fasci- 
nating. 

In  a recent  lecture  to  sophomore  medical 
students  about  how  to  examine  the  skin,  I tried 
to  stress  the  importance  of  a close  look  that 
notices  fine  details  and  forces  eye  and  brain 
to  work  together  to  integrate  meaning  from 
what  they  find,  and  to  decide  if  what  they  see 
is  OK  or  not.  I guess  that's  the  same  sort  of 
intellectual  phenomenon  that  occurs  during 
proofreading. 

I'd  never  before  had  responsibility  for  such 
a lengthy  proofreading  because  I'd  always  kept 
my  vow,  after  carrying  to  publication  my  first 
scientific  paper,  that  since  an  article  involved 
so  much  work,  I certainly  wasn't  ever  going 
to  write  a book.  It  took  30  years  before  I broke 
— in  part  — that  vow.  (I  say  in  part  because 
most  chapters  of  the  book  were  written  by  oth- 
ers.) Maybe  that  length  of  time  will  offer  me 
partial  protection  from  the  punishment  that 
befalls  a breaker  of  vows. 

Just  when  the  weight  of  this  book  was  full 
upon  me,  I found  Mark  Twain  speaking 
through  the  mouth  of  his  young  hero  in  the 
final  paragraph  of  that  great  novel.  The  Ad- 
ventures of  Huckleberry  Finn:  "...  if  Td  a 
knowed  what  a trouble  it  was  to  make  a book 
I wouldn't  a tackled  it  and  aint't  agoing  to  no 
more."  I agree,  I agree.  And  Huckleberry  Finn 
remained  silent  evermore.  But  Twain  didn't 
stop  writing  at  that  point,  which  seems  a won- 
derful thing.  On  this  day,  at  least,  I hope  to 
have  the  good  sense  to  follow  Huck's  words 
rather  than  Twain's  example.  But  I'm  cheer- 
fully willing  to  examine  more  patients  and 
watch  more  surf. 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

ENALAPRIL:  A NEW 
ANGIOTENSIN-CONVERTING 
ENZYME  INHIBITOR 


ENALAPRIL  IS  A NEWLY  RELEASED  angiotensin- 
converting  enzyme  (ACE)  inhibitor  cur- 
rently FDA  approved  for  the  treatment  of  hy- 
pertension and  awaiting  approval  for  use  in 
congestive  heart  failure.  Until  now,  captopril 
has  been  the  only  commercially  available  ACE 
inhibitor.  Because  of  its  side  effects  and  fear 
of  impairing  renal  function,  captopril  has  been 
reserved  for  more  resistant  hypertension  and 
congestive  heart  failure  (CHE).  Enalapril  pro- 
vides an  option  to  captopril  with  fewer  side 
effects  and  simpler  dosing,  yet  with  the  same 
therapeutic  effectiveness  of  an  ACE  inhibitor. 

History 

The  development  of  ACE  inhibitors  dates 
back  to  the  early  1960s.  Ferriera  and  col- 
leagues, interested  in  bradykinin  research, 
discovered  that  venom  of  a South  American 
pit  viper  contained  substances  which  in- 
creased bradykinin  activity.^  These  "bradyki- 
nin potentiating  factors,"  as  they  were  re- 
ferred to,  acted  by  inhibiting  the  pulmonary 
enzyme  that  normally  degrades  bradykinin.  In 
1967,  Ng  and  Vane  showed  that  inhibition  of 
this  same  enzyme  would  also  block  conversion 
of  Angiotensin  1 to  the  active  pressor  hormone 


Angiotensin  IT’  Green,  Stewart  and  Ferriera 
isolated  and  characterized  several  low-molec- 
ular-weight venom  peptides  that  were  only  in- 
cidentally noticed  to  also  lower  blood  pres- 
sure.^ Based  on  this  information  and  the  work 
of  Cushman  et  al,  Squibb  produced  a synthetic 
nonapeptide,  teprotide,  the  first  ACE  inhibitor 
demonstrated  to  be  effective  in  lowering  blood 
pressure,  especially  in  high  renin  systems.^- 
Further  structural  analysis  of  the  angiotensin- 
converting  enzyme  by  Cushman  and  Ondetti 
revealed  a 3 amino  acid  sequence  which  they 
felt  was  crucial  for  inhibition  and  from  which 
they  successfully  developed  an  orally  active 
analog  known  as  captopril.^ 

Early  clinical  reports  with  captopril  indi- 
cated rash  and  loss  of  taste  as  common  adverse 
reactions.  Because  similar  side  effects  were 
seen  with  penicillamine,  another  sulfur-con- 
taining compound.  Patched  et  al  at  Merck, 
Sharp,  and  Dohme  began  working  on  an  in- 
hibitor lacking  the  mercapto  group.  The  end 
result  was  an  entire  group  of  sulfhydryl-free 
compounds,  of  which  enalapril  was  chosen  for 
clinical  trials  because  of  high  potency  and  ben- 
eficial pharmacokinetics.^ 

Phartnacokinetics 

The  absorption  of  enalapril  in  the  G1  tract  is 
not  influenced  by  the  presence  of  food.  It  is 
60%  or  less  protein  bound  and  does  not  cross 
the  blood-brain  barrier.  Enalapril  does  not  cross 
the  placenta  in  hamster  studies,  but  does  enter 
breast  milk  in  rats.  Interestingly,  enalapril  is 
a prodrug  with  little  ACE  inhibition  activity  of 
its  own.  It  must  be  deesterified  by  esterases 
located  predominantly  in  the  liver  to  the  active 
metabolite  enalaprilat.  Peak  blood  level  for  en- 

( Please  turn  to  page  484) 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules®  t.i.d. 
offers  effecfiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampiciilin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S.  pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications;  Known  allergy  to 
cephalosporins. 

Warnings;  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include; 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions);  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis:  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling’s  solution  and 
Clinitest*  tablets  but  not  with  Tes-Tape” 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986.  ELI  LILLY  AND  COMPANY  [060485LR] 
Additional  inlormalion  available  to  the 
piolession  on  lajoest  from  Eh  Lilly  and 
Company.  Indianapolis.  Indiana  46285 
Eli  Lilly  Industries,  Inc. 
Carolina.  Puerto  Rico  00630 
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alapril  occurs  1 hour  post-ingestion;  enalapri- 
lat  level  peaks  at  4 hours.  Elimination  is  pri- 
marily renal.  The  functional  half-life  is  11  hours 
and  once-a-day  dosing  is  efficacious.  The  ini- 
tial recommended  dose  is  5 mg.  When  begin- 
ning therapy,  diuretics  should  be  stopped  2 to 
3 days  before  starting  enalapril  to  minimize 
the  initial  hypotension.  The  usual  mainte- 
nance dose  is  10  to  20  mg  per  day  with  a max- 
imum of  40  mg  per  day.  The  LD50  in  mice  and 
rats  is  2000  mg/kg. 

Enalapril  has  several  advantages  when  com- 
pared to  captopril,  the  only  other  available  oral 
ACE  inhibitor.  Absorption  of  captopril  is  im- 
paired by  food  and  it  is  recommended  to  be 
taken  1 hour  before  meals.  Captopril  is  directly 
active,  resulting  in  a slightly  higher  incidence 
of  sudden  hypotension.  Also,  captopril  is  less 
potent  with  a shorter  functional  half-life  of  3 
hours  requiring  25  to  50  mg  on  a tid  dosing 
schedule. 

The  pharmacokinetics  of  enalapril  are  al- 
tered with  certain  disease  states.  Enalapril  and 
its  active  metabolite  are  primarily  excreted  by 
the  kidney  with  an  average  drug  clearance  of 
157  ml/min  in  healthy  individuals,  suggesting 
that  both  secretion  and  filtration  processes  take 
place.  With  a dosage  of  5 mg  per  day,  drug 
accumulation  was  noted  in  those  individuals 
with  a creatinine  clearance  of  less  than  40  ml/ 
min.^  The  manufacturers  recommend  an  initial 
dose  of  2.5  mg  if  creatinine  clearance  is  less 
than  30  ml/min. 

Individuals  with  significant  liver  disease  may 
also  need  dosage  adjustments.  One  study 
compared  the  esterase  activity  of  healthy  ca- 
daveric livers  to  diseased  livers  (defined  by 
increased  liver  function  tests  and  evidence  of 
cirrhosis  or  hepatitis  at  autopsy).  The  rate  of 
production  of  enalaprilat  from  enalapril  in  an 
in  vitro  setting  was  significantly  decreased  with 
the  diseased  as  compared  with  healthy  liver 
tissue.®  In  healthy  individuals,  enalapril  is  60% 
absorbed  with  one-third  renally  excreted  be- 
fore hepatic  conversion  providing  an  overall 
40%  bioavailability.  Patients  with  liver  disease 
may  have  decreased  bioavailability  of  active 
drug  secondary  to  increased  renal  clearance  of 
enalapril  prior  to  conversion  along  with  slower 
onset  of  the  initial  hypotensive  effect.  The  end 
result  is  that  larger  doses  may  be  required,  but 
in  vivo  studies  are  needed  to  confirm  this. 


Pharmacodynamics 

ACE  inhibitors  exert  their  hypotensive  effect 
through  inhibition  of  the  renin-angiotensin-al- 
dosterone system,  but  other  mechanisms  may 
also  be  involved.  Angiotensinogen,  produced 
by  the  liver,  is  catalyzed  by  renin,  produced 
in  the  juxtaglomerular  apparatus  of  the  kid- 
ney, to  Angiotensin  I (AI).  ACE  then  cleaves 
a dipeptide  from  AI  to  form  Angiotensin  II 
(All),  the  most  potent  endogenous  vasocon- 
strictor. All  also  stimulates  aldosterone  syn- 
thesis in  the  adrenal  cortex  with  its  ultimate 
antinatriuretic  effect  on  the  kidney.  Hormone 
changes  measurable  after  ACE  inhibition  dem- 
onstrate a rapid  fall  in  All,  mild  decrease  in 
aldosterone,  and  a gradual  increase  in  plasma 
renin  activity  which  reflects  a blocked  negative 
feedback  inhibition. 

The  hemodynamic  effects  were  measured  in 
a noninvasive  study  of  patients  with  mild  to 
moderate  hypertension  treated  for  1 week  with 
placebo  and  then  4 weeks  with  enalapril  20  mg 
per  day.  Results  showed  a decrease  in  mean 
arterial  blood  pressure  of  21%,  limb  vascular 
resistance  down  24%,  limb  blood  flow  in- 
creased 11%,  and  cardiac  output  (measured  by 
impedance  cardiography)  up  8%.  There  was 
no  significant  change  in  heart  rate.^ 

ACE  has  the  dual  role  of  catalyzing  the 
transformation  of  bradykinin,  the  most  potent 
endogenous  vasodilator,  into  inactive  frag- 
ments, and  this  may  in  some  circumstances 
contribute  to  enalapriTs  hypotensive  effect.  In- 
hibition of  All  formation,  though,  appears  to 
be  the  major  antihypertensive  mechanism.  In 
a dog  study  involving  acute  heart  failure  where 
1 group  was  treated  with  a new  renin  inhibitor 
and  the  other  with  enalapril,  similar  success 
was  demonstrated  in  decreasing  systemic  vas- 
cular resistance,  implying  a common  mecha- 
nism.'® 

All  and  bradykinin  both  influence  prosta- 
landin  synthesis;  whether  this  effect  contrib- 
utes to  the  antihypertensive  effect  of  enalapril 
is  yet  unknown.  Also,  the  fact  that  decreased 
blood  pressure  from  ACE  inhibition  is  not  as- 
sociated with  reflux  tachycardia  suggests  a 
connection  with  the  autonomic  nervous  sys- 
tem yet  to  be  defined. 

(Please  turn  to  page  486) 
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EVEN  THE  BEST 
HEALTH  CARE  CCVERAGE 
ISNOSUBSTmiTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^“ 
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Your  Investment  Advisor 
Should  Take  \bur 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations, endowment 
funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines,  Iowa  50309 


Statesman  Investment 
Advisors,  Inc. 

515-284-7648 


Efficacy 

Since  first  used  in  human  subjects  in  1980, 
enalapril  has  demonstrated  its  efficacy  in  mul- 
tiple trials  involving  over  3,500  individuals.  In 
patients  with  mild  hypertension  (diastolic  90 
to  104  mmHg),  enalapril  given  initially  at  10 
mg  per  day  (and  gradually  increased  to  40  mg 
if  no  response)  demonstrated  a 54%  response 
with  q day  and  61%  with  bid  dosing,  both 
significantly  better  than  the  13%  placebo  re- 
sponse." (Response  defined  as  a diastolic 
pressure  decrease  of  10  mmHg  or  maintained 
at  85  mmHg  or  less.) 

Comparison  of  enalapril  versus  hydrochlo- 
rothiazide (50  to  100  mg/day)  showed  similar 
efficacy  and  a complementary  effect  when  ad- 
ministered together."  In  the  subgroup  of  Black 
patients  however,  hydrochlorothiazide  was 
superior  with  72%  response  as  compared  to 
35%  with  enalapril." 

Enalapril  was  compared  to  beta-blockers  in 
3 multiclinic  trials  using  propranolol,  atenolol, 
and  metoprolol.  The  results  showed  a similar 
degree  of  efficacy  in  terms  of  diastolic  pres- 
sure; however,  enalapril  had  a consistently 
greater  decrease  in  systolic  pressure."  Data 
from  Doppler  studies  of  the  brachial  artery 
demonstrated  increased  diameter  and  blood 
flow  with  enalapril  versus  propranolol."  It  ap- 
pears ACE  inhibitors  improve  arterial  compli- 
ance by  dilating  both  large  arteries  and  small 
arterioles. 

In  moderate  to  severe  hypertension  (dia- 
stolic 110  to  130  mmHg),  enalapril  adminis- 
tered with  hydrochlorothiazide  and  methyl- 
dopa  was  found  to  have  similar  efficacy  as  the 
standard  triple  therapy  of  propranolol,  hy- 
drochlorothiazide, and  hydralazine."  In  the 
separate  category  of  renovascular  hyperten- 
sion, a substantial  portion  has  only  responded 
to  medical  therapy  which  has  included  an  ACE 
inhibitor  (captopril  or  enalapril)."  This 
subgroup,  however,  is  also  at  risk  for  devel- 
oping renal  failure,  and  kidney  function  should 
be  monitored  shortly  after  initiating  therapy. 

Another  area  where  enalapril  may  be  em- 
ployed is  in  the  treatment  of  congestive  heart 
failure.  Prazosin  and  hydralazine  both  have 
demonstrated  improvement  in  exercise  toler- 
ance, but  neither  have  shown  a benefit  beyond 
1 year.  Only  captopril  has  demonstrated  a per- 
sistent beneficial  response,  both  clinically  and 
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hemodynamically.^®  Studies  with  enalapril 
have  also  shown  significant  improvement  in 
exercise  tolerance  as  compared  with  placebo 
Invasive  studies  indicate  that  enalapril  acts  to 
decrease  both  preload  and  afterload  FDA  ap- 
proval of  enalapril  for  treatment  of  CHF  is 
pending. 

Adverse  Effects 

A major  reason  ACE  inhibitors  have  been 
reserved  for  resistant  hypertension  is  due  to 
the  concern  over  side  effects.  When  captopril 
was  first  introduced  it  was  administered  in 
dosages  of  up  to  150  mg  tid  — 3 times  that 
presently  recommended.  It  was  also  fre- 
quently employed  in  a population  who  are  now 
known  to  be  at  high  risk  for  adverse  effects. 
In  patients  with  preexisting  renal  impairment 
and  connective  tissue  disease  who  were  given 
captopril,  7%  developed  neutropenia.  In  hy- 
pertensive but  otherwise  healthy  individuals, 
the  incidence  of  neutropenia  with  captopril  is 
only  .02%  to  .04%.“  Captopril,  though,  has 
been  associated  with  increased  incidence  of 
rash  (2-10%)  and  dysgeusia  (1-7%);  the  re- 
ported incidence  with  enalapril  is  1.2%  and 
.5%,  respectively.  Of  34  compassionate-use  re- 
ports of  rash  development  with  captopril,  only 
3 recurred  with  enalapril. “ Patched  et  al  feel 
the  sulfhydryl  group  of  captopril  is  responsible 
for  the  difference.® 

One  major  side  effect  of  ACE  inhibitors  is 
impaired  renal  function.  In  healthy  individu- 
als, enalapril  decreases  urine  osmolarity  and 
increases  H2O  clearance,  thus  increasing  the 
urinary  diluting  ability.  Serum  potassium,  on 
the  average,  increases  0.2  mEq/1.  A potassium 
greater  than  5.7  mEq/1  occurred  in  1%  of  pa- 
tients, and  0.28%  discontinued  enalapril  be- 
cause of  persistent  hyperkalemia.  In  the  set- 
ting of  bilateral  renal  artery  stenosis  (RAS)  or 
solitary  kidney  with  stenosis,  treatment  with 
an  ACE  inhibitor  can  rapidly  progress  to  renal 
failure.  The  mechanism  is  felt  to  be  explained 
by  the  preferential  constriction  of  the  efferent 
arteriole  caused  by  All  which  acts  to  maintain 
a glomerular  filtering  pressure  in  a poststen- 
otic setting.  If  All  production  is  blocked  in  the 
presence  of  reduced  perfusion  pressure,  glo- 
merular filtration  would  decline  with  ensuing 
renal  failure. “ There  are  many  reports  of  pa- 
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Softactics 
Medical  Office 
Management  System 


10  Reasons  For  The 
Alternative  Billing  Solution 

1 . Paperless  billing  for  Blue  Shield,  Medicare, 
and  Medicaid. 

2.  Prints  itemized  statements  suitable  for  pa- 
tient's tax  purposes  and  filing  their  own 
claim. 

3 . Patient  account  is  turned  over  for  collection. 

4.  Network  Compatible  Multiuser  permits 
multiple  operators  to  be  inputting  and  ac- 
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tients  with  bilateral  RAS  treated  with  ACE  in- 
hibitors without  decline  in  renal  function;  it 
may  be  that  these  individuals  have  stenosis 
which  is  not  yet  critical. 

In  1985  Sesoko  and  Kaneko  described  a pa- 
tient developing  a nonproductive  cough  as- 
sociated with  captopril  therapy.'®  Since  then, 
several  patients  receiving  enalapril  have  been 
reported  with  a similar  drug-related  cough. 
Inhaled  kinins  provoke  bronchoconstriction  in 
asthmatics.^®  Kinin  potentiation  by  ACE  inhib- 
itors may  be  responsible  for  cough  develop- 
ment. 

Indications 

ACE  inhibitors  should  be  utilized  in  disease 
states  exacerbated  by  a normal  to  increased 
renin  level,  such  as  hypertension  and  conges- 
tive heart  failure,  which  are  not  properly  con- 
trolled by  cheaper  and  more  reliable  medica- 
tions. Diuretics  are  effective  for  many 
individuals,  but  with  certain  metabolic  states 
alternative  therapy  is  indicated.  For  example, 
hydrochlorothiazide  may  worsen  hypergly- 
cemia in  a Type  II  diabetic  or  precipitate  an 
attack  of  gout  in  a predisposed  individual. 
Also,  diuretic-induced  hypokalemia  can  be 
mildly  counteracted  with  additional  antihy- 
pertensive effect  by  adding  an  ACE  inhibitor. 

Beta-blockers,  the  other  class  of  first-line  an- 
tihypertensives, are  contraindicated  in  asthma, 
heart  failure,  diabetes,  and  peripheral  vascular 
disease.  Beta-1  selective  agents  in  low  doses 
lessen  the  negative  effects  of  beta-2  blockade, 
but  do  not  eliminate  them.  Adverse  central 
nervous  system  effects  of  fatigue,  depression, 
insomnia,  or  nightmares  make  beta-blockers 
intolerable  for  some,  even  with  the  lipid-in- 
soluble forms.  Finally,  recent  evidence  sug- 
gesting increased  atherogenic  lipids  associated 
with  beta-blocker  use  may  be  another  indica- 
tion for  alternative  drug  therapy  in  patients 
felt  to  be  in  a high-risk  group  for  developing 
atherosclerotic  complications.^' 


Summary 

Enalapril  is  a newly  released  ACE  inhibitor 
with  several  advantages  over  the  other  drug 
in  its  class.  It  has  a more  convenient  dosing 
schedule  and  less  incidence  of  taste  disturb- 
ance or  rash  as  compared  to  captopril.  Multi- 


ple studies  have  demonstrated  its  efficacy  and 
safety,  but  as  with  all  ACE  inhibitors,  bilateral 
renal  artery  stenosis  or  renal  artery  stenosis 
with  a single  kidney  is  a contraindication.  En- 
alapril is  competitively  priced.  Enalapril's 
overall  advantages  make  it  a good  alternative 
to  present  first-line  antihypertensive  agents 
and  a potential  agent  for  congestive  heart  fail- 
ure pending  FDA  approval.  In  general,  ena- 
lapril may  enhance  ACE  inhibitor  utilization 
and  along  with  it  bring  a greater  understand- 
ing to  this  unique  class  of  drugs.  — Joseph 
McRaith,  M.D.,  Resident  in  Internal  Medicine 
and  Annette  Fitz,  M.D.,  Professor,  Department 
of  Internal  Medicine. 
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rTT'n 

CONTINUED  SUCCESS  OF 
IMMUNIZATION  LAW 


Enacted  in  1978  in  the  aftermath  of  a mea- 
sles epidemic  in  which  4,333  cases  were 
reported,  the  immunization  law  is  now  8 years 
old.  Its  continued  success  is  documented  in 
both  audit  statistics  and  disease  incidence. 
Over  99%  of  the  school  age  population  is  in 
compliance  with  the  law,  98.8%  immunized 
and  .4%  exempted.  Of  the  entering  kinder- 
garten class  over  98%  were  in  compliance, 
97.7%  immunized  and  .5%  exempted. 

Its  continued  success  is  due  to  the  continued 
dedication  of  the  physician,  school  officials  and 
school  nurses,  students  and  their  parents  to- 
ward making  the  law  work. 

In  the  years  since  enactment,  vaccine  pre- 
ventable disease  incidence  has  decreased  con- 
siderably with  4 cases  of  poliomyelitis,  110 
cases  of  measles,  146  cases  of  rubella,  755  cases 
of  mumps,  and  85  cases  of  pertussis  reported 
over  the  past  8 years. 

Whooping  cough  cases  have  been  sporadic 
and  confined  to  the  under  24-month  age  group 
until  the  recent  increase  in  inappropriate  fear 
and  anxiety  concerning  side  effects  of  the  vac- 
cine. The  result  of  this  publicity  has  been  a 
150%  increase  in  cases  in  1984  and  a 466% 
increase  in  1985  over  the  average  of  the  pre- 
vious 6 years.  As  of  this  date  the  state  has 
received  reports  of  11  cases. 

Poliomyelitis  due  to  the  wild  virus  virtually 
has  disappeared  in  the  United  States.  Ap- 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  Department  of  Public  Health. 


proximately  10  cases  due  to  vaccine  strains  are 
being  reported  annually.  The  last  cases  of  wild 
virus  in  Iowa  occurred  in  1979.  One  case  of  1 
polio  vaccine  strain  was  reported  in  1982.  1 

Rubella,  with  the  exception  of  3 imported 
cases  (one  each  from  England,  South  Korea, 
and  Oklahoma)  has  not  existed  in  Iowa  as  an  I 
indigenous  disease  since  1981. 

Mumps  vaccine  is  not  included  in  the  law 
but  has  been  routinely  administered  with  mea- 
sles and  rubella  vaccines.  Cases  have  declined 
steadily  since  1979  to  a low  of  19  cases  reported 
in  1985. 

Measles  incidence  was  steadily  declining  na- 
tionwide until  this  year  with  outbreaks  con- 
fined primarily  to  high  school  and  college  age 
youths.  This  year  the  nation  experienced 
widespread  outbreaks,  some  of  major  signifi- 
cance. To  date  36  states  including  Iowa  have 
reported  measles  cases  confirmed  by  labora- 
tory tests.  In  Iowa,  7 counties  (Monona,  Pot- 
tawattamie, Cedar,  Des  Moines,  Polk,  Scott, 
and  Johnson)  have  reported  a total  of  137  cases. 
Fifty-two  were  confirmed  by  the  State  Hy- 
gienic Laboratory.  Major  outbreaks  occurred 
in  Monona,  Scott,  and  Johnson  counties.  Out 
of  state  importations  were  confirmed  in  2 
county  outbreaks  and  suspected  in  1 other. 
Johnson  County's  first  case  occurred  in  a Uni- 
versity of  Iowa  student  who  contracted  mea- 
sles in  New  Jersey.  The  Polk  County  outbreak 
was  traced  to  a visitor  from  the  state  of  Ne- 
vada. The  index  case  of  the  Monona  County 
outbreak  was  a wrestling  student  who  at- 
tended a post  season  tournament  in  Omaha. 

The  origin  of  the  Scott  County  outbreak  is 
unresolved.  Cedar  County  and  Des  Moines 
County  cases  were  traced  directly  to  Scott 
County's  outbreak.  The  Pottawattamie  County 
case  could  not  be  traced  to  a source  but  the 
only  travel  was  to  Omaha  and  to  the  special 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  FOR.  Tbe  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonataliaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
IS  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
I and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 

I retention.  Similarly,  it  is  also  possible  that  the  lesser  hytirochlorothiazlde 

! bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
i extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
= converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide',  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]),  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  In  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiaziiies  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  tolic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Aniihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  Instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Dyazide’, 
although  a causal  relationship  has  not  been  established 

Supplied;  Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Olympics  in  Ames,  Iowa,  where  other  measles 
cases  occurred.  However,  contact  at  this  event 
was  well  beyond  the  incubation  period.  The 
outbreaks  in  each  instance  were  transmitted 
within  closed  environments  (schools,  house- 
holds, one  day  care  center,  and  one  hospital). 
Twelve  or  8.7%  of  the  cases  were  hospitalized. 
Only  28  or  20.4%  were  unimmunized.  The  re- 
maining cases  either  had  received  an  immu- 
nization after  12-months  of  age  or  were  too 
young  to  be  immunized. 

The  failure  of  the  disease  to  spread  between 
high  schools,  despite  ample  opportunity,  or  to 
spread  further  in  the  community  is  a tribute 
to  the  success  of  the  immunization  law.  How- 
ever, with  20.4%  of  the  cases  potentially  pre- 
ventable it  is  obvious  more  work  needs  to  be 
done  to  properly  immunize  high  school  stu- 
dents and  preschool  children.  Seven  percent 


of  the  cases  occurred  in  unimmunized  pre- 
school children.  Over  5,000  doses  of  measles- 
rubella  vaccine  were  distributed  and  used  to 
halt  the  outbreaks.  This  represents  vast  sav- 
ings compared  to  past  epidemics  and  was  due 
to  the  complete  records  maintained  at  the  af- 
fected schools,  enabling  staff  to  identify  stu- 
dents at  risk  rather  than  “shot  gunning”  as  in 
the  past. 

While  there  have  not  been  any  new  reports 
of  measles  in  the  past  6 weeks,  it  is  important 
to  be  aware  of  the  potential  for  an  outbreak  as 
the  school  year  commences.  Please  utilize  the 
toll  free  number  (1-800-362-2736)  for  reporting 
rash  illnesses  and  other  communicable  dis- 
eases and  obtain  acute  bloods  on  every  suspect 
case  of  measles  or  rubella  for  shipment  to  the 
State  Hygienic  Laboratory. 


August  1 986  Morbidity  Report 


Disease 

Aug 

1986 

Total 

1986 

to 

Date 

1985 

ta 

Date 

Most  August  Cases 
Reported  From 
These  Counties 

Aids 

2 

12 

9 

NA 

Amebiasis 

10 

34 

42 

Scattered 

Brucellosis 

0 

1 

4 

Chickenpox 

5 

6634 

5348 

Dubuque,  Johnson, 
Webster 

Campylobacter 

36 

246 

218 

Scattered 

Cytomegalovirus 

3 

15 

7 

Clinton,  Johnson,  Polk 

Eatons  Agent 
Infection 

4 

10 

6 

Black  Hawk,  Linn,  Scott 

Encephalitis,  viral 

3 

9 

13 

Clinton,  Scott,  Webster 

Erythema  Infectiosum 

0 

262 

0 

Gastroenteritis  (GIV) 

13 

11699 

10123 

Black  Hawk,  Johnson 

Giardiasis 

53 

224 

307 

Scattered 

Hepatitis,  A 

5 

32 

33 

Scattered 

Hepatitis,  B 

12 

65 

64 

Scattered 

Hepatitis,  Non  A-B 
Hepatitis 

4 

20 

12 

Johnson,  Polk, 
Pottawattamie, 
Wapello 

type  unspecified 

1 

1 

6 

Dubuque 

Herpes  Simplex 

127 

852 

735 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

Infectious 

1 

18 

15 

Marion 

mononucleosis 

Influenza, 

2 

155 

105 

Polk 

lab  confirmed 
Influenza-like 

0 

247 

169 

illness  (URI) 

26 

71742 

25092 

Black  Hawk,  Johnson 

Legionellosis 

1 

7 

5 

Boone 

Malaria 

0 

1 

1 

Disease 

Aug 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  August  Cases 
Reported  From 
These  Counties 

Meningitis 

aseptic 

8 

29 

29 

Scattered 

bacterial 

4 

61 

93 

Johnson,  Keokuk,  Polk, 

meningococcal 

0 

11 

7 

Scott 

Mumps 

4 

24 

10 

Boone,  Dallas,  Iowa, 

Pertussis 

2 

13 

5 

Johnson 

Cerro  Gordo,  Webster 

Rabies  in  animals 

17 

132 

116 

Scattered 

Reye  Syndrome 

0 

0 

4 

Rheumatic  Fever 

0 

6 

2 

Rubella 

(German  measles) 

0 

1 

1 

Measles 

55 

134 

0 

Johnson,  Monona,  Scott 

Salmonellasis 

36 

168 

209 

Scattered 

Shigellosis 

4 

16 

14 

Johnson,  Linn,  Scott, 

Toxic  Shock 
Syndrome 

2 

8 

5 

Winneshiek 
Polk,  Woodbury 

Tuberculosis 
total  III 

6 

35 

43 

Henry,  Johnson,  Scott, 

bact.  pos. 

6 

32 

40 

Taylor 

Henry,  Johnson,  Scott, 

Typhaid  Fever 

0 

1 

0 

Taylor 

Venereal  diseases: 
Gonorrhea 

476 

2576 

2902 

Scattered 

chlamydia 

269 

1661 

26 

Scattered 

Syphilis 

0 

6 

17 

Other  Non-Repoiiable  Diseases:  Ureaplasma  Urealyticum  — 2,  Johnson; 
1 , Washington. 
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News  About  Colleagues 

ABOUT 

kWy 

IOWA  PHYSICIANS 

Dr.  Kenneth  M.  Andersen  has  joined  Drs.  Don 
C.  Green,  Harold  E.  Eklund  and  John  C.  Tapp 

in  family  practice  at  the  Mercy-Urbandale  Clinic 
in  the  Merle  Hay  Mall  in  Des  Moines.  . . . Dr. 
William  N.  Newland,  Des  Moines,  is  the  first 
board  member,  in  the  18-year  history  of  the 
Boys  and  Girls  Club  of  Des  Moines,  to  receive 
the  Boys  Club  Medallion  Award.  The  national 
honor  was  presented  to  Dr.  Newland  in  rec- 
ognition of  his  service  to  the  organization  at 
its  annual  meeting.  . . . Dr.  William  W.  Quick, 
West  Des  Moines,  was  elected  president  of  the 
American  Association  of  Diabetes  Educators 
(AADE).  Dr.  Quick  has  served  on  the  AADE's 


board  of  directors  since  1972.  . . . Dr.  Mar- 
garet A.  Kopchick  has  joined  Dr.  Winston  B. 
Ditto  in  the  practice  of  dermatology  in  Bur- 
lington. Dr.  Kopchick  received  the  M.D.  de- 
gree at  the  University  of  Michigan  Medical 
School;  completed  her  internship  at  William 
Beaumont  Hospital  in  Royal  Oak,  Michigan, 
and  her  dermatology  residency  at  the  Univer- 
sity of  Iowa  Hospitals  and  Clinics  in  Iowa  City. 


Dr.  Michael  J.  Vruno,  Fulton,  Illinois,  retired 
in  July.  Dr.  Vruno  received  the  M.D.  degree 
at  Loyola  University  Medical  School  in  Chi- 


OUR  PROFESSIONAL  SALES  STAFF  BACKED 
BY  QUALITY  PRODUCTS,  PROMPT  SERVICE, 

AND  A COMMITMENT  TO  SATISFACTION 
MEANS  REAL  VALUE  FOR  OUR  CUSTOMERS. 

Hawkeye  Medical  Supply, 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE.,  DES  MOINES,  lA  50311  (515)  274-4015 

"After  the  sale  . . . it's  the  SERVICE  that  counts." 

V >' 


Inc. 

IOWA  WATS 
1 -800-272-6448 
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cago  and  interned  at  Chicago's  Cook  County 
Hospital.  He  began  medical  practice  in  Fulton 
in  1950.  . . . Dr.  John  Howell  and  Dr.  Charles 
Rodgers  have  joined  the  Emergency  Services 
Department  at  Ottumwa  Regional  Health  Cen- 
ter. Dr.  Howell  received  the  M.D.  degree  at 
the  University  of  Arkansas  Medical  School  and 
interned  at  Tripler  Army  Medical  Center.  Dr. 
Rodgers  received  the  M.D.  degree  at  the  U.  of 
I.  College  of  Medicine  and  completed  an  in- 
ternal medicine  residency  at  Iowa  Methodist 
Medical  Center  in  Des  Moines.  . . . Dr.  Ronda 
Dennis-Smithart  has  joined  Ottumwa  Pedi- 
atrics. Dr.  Dennis-Smithart  received  the  M.D. 
degree  and  served  her  pediatric  residency  at 
the  U.  of  1.  College  of  Medicine.  . . . Dr.  Ken- 
neth J.  Gee,  Shenandoah  physician  for  almost 
40  years,  retired  in  May.  Dr.  Gee  received  the 
M.D.  degree  at  the  U.  of  1.  College  of  Medi- 
cine. Following  military  service  during  World 
War  11,  Dr.  Gee  began  medical  practice  in 
Shenandoah.  As  a tribute  of  his  longtime  serv- 
ice to  the  civic  and  medical  community  in 
Shenandoah,  Little  McComb  Park  has  been  re- 
named Gee  Park  in  his  honor.  . . . Dr.  Brent 
Brunsting  has  joined  Dr.  Donald  Trefz  in  fam- 
ily practice  in  Charles  City.  Dr.  Brunsting  re- 


ceived the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine  and  completed  his  family  practice 

residency  in  Mason  City 

Dr.  F.  G.  Dannenbring,  Fort  Dodge,  was  a 
recipient  of  the  Raymond  Blank  Memorial 
Hospital  for  Children  Recognition  Award  pre- 
sented at  the  Pediatric  Spring  Conference.  The 
annual  award  is  presented  to  physicians  di- 
rectly involved  in  pediatric  care  and  related 

advanced  educational  programs 

Dr.  Paul  J.  Crowley  has  joined  Bluffs  Urol- 
ogical Associates.  Dr.  Crowley  received  the 
M.D.  degree  at  the  U.  of  1.  College  of  Medi- 
cine; interned  and  completed  his  urology  res- 
idency at  University  of  Kansas  Medical  Center. 
Dr.  Michael  A.  Romano  has  joined  Cogley 
Medical  Associates.  He  received  the  M.D.  de- 
gree at  Creighton  University  School  of  Medi- 
cine in  Omaha;  interned  and  completed  his 
family  practice  residency  at  Creighton  Uni- 
versity Affiliates.  Dr.  Craig  N.  Seamands  has 
joined  Dr.  Ronald  L.  Bendorf.  He  received  the 
M.D.  degree  at  the  University  of  Nebraska 
School  of  Medicine;  interned  and  served  his 
psychiatry  residency  at  the  Medical  College  of 
Virginia  Hospital  in  Richmond,  Virginia. 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
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CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  min- 
imum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FAMILY  OR  GENERAL  PRACTITIONER  — Position  available  for  full 
or  part-time  practitioner  in  out-patient  family  practice  office.  No  week- 
ends. No  call.  Income  guaranteed.  This  is  an  excellent  opportunity  in 
an  ideal  location.  Contact  Jill  Buschmann,  Medicenter  West,  2215  West- 
dale  Drive,  S.W.,  Cedar  Rapids,  Iowa  52404.  319/396-2000. 


NEEDED  TO  BUY  — Basic  laboratory  equipment  that  could  be  used 
by  me  in  a Caribbean  mission  outpost  this  Winter.  Robert  F.  McCool, 
M.D.,  316  8th  Street,  N.E.,  Clarion,  Iowa  50525.  515/532-2643. 


FOR  SALE  BY  RETIRING  PHYSICIAN  — Medical  equipment,  exam 
room  and  waiting  room  furniture,  some  instruments,  excellent  micro- 
scope and  large  file  cabinet.  Make  offer.  Phone:  515/432-2184  or  515/ 
432-2145. 


50%  OFF  — Previously  owned  medical,  laboratory,  office,  x-ray,  and 
ultrasound  equipment  in  excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Office  appraisals  available  by  certified  surgical  consultants.  Call 
Medical  Equipment  Resale  and  Repair,  Inc.  313/477-6880. 


FULL-TIME  EMERGENCY  ROOM  PHYSICIAN  — Monday-Friday  (days 
only).  Large  acute  care  hospital  in  southeast  Iowa.  Contact  Gary  Man- 
sheim,  M.D.,  Chairman,  Emergency  Room  Committee,  Burlington 
Medical  Center,  Burlington,  Iowa  52601.  319/753-5117. 


FAMILY  PRACTICE  PHYSICIAN,  GENERAL  INTERNIST  AND  SUR- 
GEON NEEDED  — To  join  2 board-certified  family  physicians  and  1 
board-certified  surgeon  in  new  medical  office  building.  Contact  J.  B. 
McConville,  M.D.,  200  South  Main,  Centerville,  Iowa  52544.  515/856- 
8684. 


PEDIATRICIAN  — Excellent  opportunity  to  join  4 pediatricians  in  a 
very  active  practice.  Growing  community,  excellent  hospital  with  teach- 
ing opportunities  available.  Close  to  Milwaukee.  Contact  John  R.  Guy, 
M.D.,  1111  Delafield  Street,  Waukesha,  Wisconsin  53188.  414/542-2536. 


IMMEDIATE  OPENING  — For  family  practitioner  in  small  Iowa  town. 
Vacancy  has  resulted  from  illness  of  only  physician.  Practice  is  affili- 
ated with  Fort  Dodge  Medical  Center  with  benefits  of  centralized  man- 
agement, record  keeping,  profit  sharing,  etc.  Write  Jack  Grandgeorge, 
Administrator,  Fort  Dodge  Medical  Center,  South  Kenyon  Road,  Fort 
Dodge,  Iowa  50501.  515/573-4141. 


FAMILY  PRACTICE  — Southeast  Iowa.  Salary  plus  benefits.  New  three- 
physician  clinic.  Specialty  backup.  Call  or  write  Paul  W.  Scott,  M.D., 
1005  East  Pennsylvania  Avenue,  Ottuma,  Iowa  52501.  515/682-4594. 


IMMEDIATE  OPENING  — One  Staff  Psychiatrist  and  1 General  Prac- 
titioner at  250-bed  acute  treatment  psychiatric  hospital,  JCAH  approved, 
affiliated  with  University  of  Iowa  College  of  Medicine.  Comprehensive 
program  including  2 adult  psychiatric  units,  adolescent  unit,  children's 
unit,  alcohol  and  drug  abuse  unit  with  innovative  community  liaison. 
Eclectic  approach.  Forty-hour  week.  No  night  or  weekend  on  call.  Sit- 
uated in  picturesque  northeast  Iowa  near  large  cities  with  cultural  ad- 
vantages. Ideal  for  family  living.  Golf  club,  hunting  and  fishing  area, 
good  schools,  etc.  Salary  to  $73,445.  State  law  protects  employees  against 
malpractice.  State  pension  plan.  Unique  deferred  annuity  plan.  Blue 
Cross/Blue  Shield  or  HMD  plan.  Social  Security  eligibility.  Generous 
sick  leave  and  vacation.  Immediately  available.  Write  or  call  collect 
B.  J.  Dave,  M.D.,  Superintendent,  Mental  Health  Institute,  Independ- 
ence, Iowa  50644.  319/334-2583.  An  Equal  Opportunity  Employer. 


FULL  AND  PART/TIME  EMERGENCY  PHYSICIAN  POSITIONS  — 
Midwest  country  living.  Independent  contractor  status.  ACLS,  ATLS 
required.  Malpractice  paid.  Contact  Emergency  Services  and  Manage- 
ment, POB  1791,  Fort  Dodge,  Iowa  50501  or  call  515/955-6136. 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDICAL  TOP- 
ICS — Caribbean,  Mexico,  Hawaii,  Alaska,  China/Orient,  Scandinavia/ 
Russia.  7-14  days  year  round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Distinguished  professors. 
FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEXICAN  & ALASKAN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  requirements.  Infor- 
mation: International  Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  516/549-0869. 


HEALTHLINE  PHYSICIAN  SERVICES  — an  affiliate  of  St.  Louis  Uni- 
versity Medical  Center,  has  FULL-TIME  PRIVATE  PRACTICE  OP- 
PORTUNITIES for  the  following  specialties:  board  eligible  or  board 
certified  internal  medicine,  and  board  certified  family  practice,  pedi- 
atrics, and  OB-GYN.  Positions  include  income  guarantee  and  no  capital 
investments.  For  more  information,  contact  Barry  Trautman,  8401  Han- 
ley Industrial  Court,  St.  Louis,  Missouri  63144;  314/962-1233. 


WANTED  — Internist  BE/BC  primary  care  physician.  Excellent  location 
within  one  hour  drive  of  major  university,  two  55,000  acre  lakes  and 
Kansas  City.  Contact  Rob  Clemens  816/826-8384. 


FAMILY  PRACTICE  SPECIALIST  — Marshfield  Clinic  Department  of 
Family  Medicine  is  seeking  a BE/BC  Family  Practitioner  to  replace  a 
retiring  colleague.  The  physician  joining  this  six  member  department 
will  enjoy  the  support  of  one  of  the  nation's  largest  multispecialty 
groups,  share  the  philosophy  of  family  oriented  care  with  a preventive 
focus,  and  enjoy  full  hospital  privileges  but  without  the  distractions  of 
OB  or  surgical  responsibilities.  Marshfield  Clinic  offers  an  excellent 
salary  plus  extensive  fringe  benefits.  Please  send  curriculum  vitae  to: 
John  Folz,  Assistant  Director,  Marshfield  Clinic,  Marshfield,  Wiscon- 
sin 54449  or  call  collect  715/387-5181. 


MEDICAL  BILLING  — Are  your  accounts  receivable  figures,  cash  flow, 
bad  debt  write-off,  and  profit  margins  where  they  should  be  to  meet 
the  high  demands  on  todays  practice?  Let  the  experts  at  our  service 
bureau  handle  your  billing  and  collection  needs  professionally.  We  can 
assist  you  by  reducing  your  costs,  improve  your  cash  flow,  and  make 
your  practice  more  profitable.  Call  us  for  a free  evaluation.  Contact 
Dwight  Hughes,  Professional  Management  Systems,  Waterloo,  Iowa 
50701.  319/232-6000. 
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FAMILY  PRACTICE  and  INTERNAL  MEDICINE  SPECIALISTS  — to 
join  seven-doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a com- 
munity of  12,000  (30,000  service  area)  located  20  minutes  from  Duluth- 
Superior.  Clinic  facility  is  located  one  block  from  modem,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable  economy  (forest  products). 
Additionally,  our  community  is  noted  for  its  excellent  school  system. 
First  year  salary  guarantee,  paid  malpractice,  health  and  disability  in- 
surance, vacation  and  study  time.  Contact  John  Turonie,  Administrator, 
Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Tele- 
phone 218/879-1271. 


FOR  SALE  — 3 rooms  medical  office  equipment,  excellent  condition. 
Contact  Jose  V.  Amorin,  Jr.,  M.D.,  P.O.  Box  216,  Perry,  Iowa  50220. 
515/676-2847 


FOR  SALE  — Equipment  for  3 examining  rooms  in  physician's  office 
including  waiting  room  furniture,  self-correcting  typewriter.  Canon 
copier,  file  cabinets,  lab  equipment  and  all  equipment  typically  found 
in  physician's  office.  Phone:  319/332-8554  (5-8  p.m.) 


HOLTER  MONITOR  — Quality  Scanning  for  Reel  or  Cassette  type 
recorders  by  qualified  technicians  and  certified  cardiologists'  interpre- 
tation, scan  price  $35.00.  Recorders  loaned,  leased,  or  purchase  new 
dual-channel  holter  recorder,  $995.00,  with  one  year  warranty.  For  more 
information  call  collect.  Advance  Medical  and  Research  Center,  Inc. 
313/373-1199. 


MINNEAPOLIS  — FAMILY  PRACTICE,  INTERNAL  MEDICINE, 
CARDIOLOGY,  CHILD  PSYCHIATRY,  ADULT  PSYCHIATRY,  OB- 
STETRICS/GYNECOLOGY, OPHTHALMOLOGY.  Join  established 
group  in  one  of  America's  leading  metropolitan  areas.  Group  provides 
professional  liability,  four  weeks  vacation,  two  weeks  conference  leave, 
disability,  retirement,  hospital  dues  and  more.  Must  be  board  certified 
or  board  eligible.  Direct  inquiries  to:  Paul  J.  Brat,  M.D.,  Medical  Di- 
rector, Group  Health  Inc.,  2829  University  Avenue,  S.E.,  Minneapolis, 
Minnesota  55414. 
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Referral  Guide 

PHYSICIANS' 

DIRECTORY 


ALLERGY 


ELECTRODIAGNOSIS 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 


PEDIATRIC  ALLERGISTS,  P.C. 

GEORGE  G.  CAUDILL,  M.D. 

VEUKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 


ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 


RANDALL  R.  MAHARRY,  M.D. 
1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 


ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
31 9/351  *7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PUZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 


JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL.  SUITE  155 
WATERLOO  50702 
31 9/232*8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 


EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 


ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
METHDDIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MDINES  50309 
515/288-1317 
NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 


OPHTHALMIC  ASSOCIATES,  P.C. 
ROBERT  D.  WHINERY,  M.D., 
STEPHEN  H.  WOLKEN,  M.D. 
RDBERT  8.  GOFFSTEIN,  M.D. 
2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 
BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 


GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOURYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  8.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IDWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
DRLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

O.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 
C.  P.  GRYTE,  M.D. 

P. D.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MDINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 


A.  8.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  28 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 


SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 

PUBLIC  INTEREST 

Serving  Iowa's  Elderly 


Mary  L.  Ellis,  Commissioner,  Iowa  Department  of 
Public  Health,  is  the  guest  columnist  for  this  month's 
In  The  Public  Interest.  Ms.  Ellis  discusses  state 
services  available  to  Iowa's  elderly. 


Most  of  us  are  aware  of  the  "graying" 
of  America.  In  Iowa,  people  over  age 
65  constitute  14.4%  of  the  population;  6.6%  of 
lowans  are  over  75. 

Though  programs  of  the  Iowa  Department 
of  Public  Health  are  geared  to  the  general  pop- 
ulation, many  serve  a high  percentage  of  el- 
derly. The  Department  of  Public  Health  (DPH) 
is  not  a direct  provider  of  services  but  acts  as 
a conduit  for  state  and  federal  funding  to  local 
service  agencies.  The  DPH  also  plays  a signif- 
icant role  in  establishing  standards  for  services 
and  setting  parameters  for  which  services  will 
be  funded. 

Two  key  examples  of  DPH  programs  tar- 
geted for  the  elderly  are  public  health  nursing 
and  homemaker-home  health  aides. 

State  public  health  nursing  grants  are  made 
to  counties,  which  may  sub-contract  with  an- 
other agency  to  provide  services.  State  grant 
funds  constitute  about  13%  of  county  public 
health  nursing  services  budgets.  Medicare, 
Medicaid,  health  insurance  and  private  fee 
payments  on  a sliding  scale  also  fund  a part 
of  the  budget.  Public  health  nursing  services 
range  from  preventive  and  education  activities 
to  skilled  nursing  care. 

Studies  conducted  by  the  DPH  in  1984  show 
public  health  nurses  are  caring  for  more  and 
more  seriously  ill  or  incapacitated  lowans.  The 
survey  showed  33.5%  of  patients  seen  would 


likely  have  required  permanent  placement  in 
a health  care  facility  if  home  services  had  not 
been  available.  The  corresponding  figure  in 
1978  was  28%.  The  increase  may  appear  rel- 
atively small,  but  it  actually  represents  a 20% 
jump  in  the  number  of  patients  who  might 
otherwise  be  placed  in  a facility. 

Homemaker-home  health  aide/chore  serv- 
ices is  another  program  used  primarily  by  the 
elderly.  The  program's  objective  is  to  assist 
clients  in  their  homes  and  prevent  or  reduce 
institutionalization.  State  funds  for  this  pro- 
gram are  allocated  to  county  boards  of  super- 
visors according  to  a legislated  formula. 

The  DPH  has  undertaken  other  initiatives 
for  the  elderly.  State  funding  is  being  provided 
to  projects  for  well  elderly  clinics  in  24  coun- 
ties. The  DPH  Health  Promotion  section  is 
working  with  the  Department  of  Elder  Affairs 
on  health  promotion.  With  the  Healthy  Older 
lowans  Council,  we  distribute  information  on 
exercise,  nutrition,  use  of  medication,  safety 
and  smoking. 

Substance  abuse  among  the  elderly  is  also 
a concern.  Under  government  reorganization, 
the  DPH  now  includes  the  Division  of  Sub- 
stance Abuse.  This  problem  is  receiving  spe- 
cial attention  through  an  innovative  program 
at  the  Regional  Substance  Abuse  Center  in 
Ames.  This  project  focuses  on  education,  pro- 
viding drug  and  alcohol  information  specific 
to  the  elderly. 

The  DPH  also  has  a role  in  setting  standards 
for  long  term  care  facilities.  Though  no  longer 
involved  in  licensing,  certification  and  com- 
plaint investigation,  the  State  Board  of  Health 
continues  to  promulgate  standards  used  in 
surveys  of  licensed  facilities. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


6i 


i . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  (£ 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2;691- 
697  Jul-Aug  1971  2.  Kales  A,  etal  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  etal:  CIth  Pharmacol 
Ther  /9.576-583,  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32:181-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucctii  MR 
J Am  Geriatr  Sac  27  8AI-546.  Dec  1979  6.  Dement  WC, 
etal:  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3:IA0-]50,  Apr  1983 
8.  Tennant  FS,  et  al:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


Before  prescribing,  please  consult  complete  product 
informotlon,  o summary  of  which  follows: 

Indications:  Etfective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  loboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery  driving)  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  grodual  tapering  of  dosage  for  those 
potients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heorfburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
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YOUR  IOWA  MEDICAL 
SOCIETY  LIABILITY 
INSURANCE  PROGRAM  - 

The  Difference  Is  Iowa 
Physician  Involvement!! 

Communicate  With  Your  Patients 
and  Their  Families  — RAPPORT. 

Hardly  ever  is  a malpractice  action 
brought  when  the  physician  takes 
time  to  communicate.  Remember, 
communication  involves  both  talk- 
ing and  listening.  Look  at  the  image 
you  and  your  oflice  are  projecting, 
do  it  regularly 

Have  A Plan  That  Shows 
You  Have  Made  A Sound  and 
Thorough  Appraisal  Of  Your 
Patient  — REASON!! 

Evaluate  the  patient  thoroughly 
Consider  all  treatment  alternatives. 
Be  able  to  demonstrate  you  con- 
structed a care  plan  Remember, 
you  are  being  held  to  the  standard 
ot  care  ot  a similarly-trained  physi- 
cian in  similar  circumstances 

Document  What  You  Do  and 
What  You  Say  — RECORDS!!! 

They  soy  it  it  isn't  documented, 
you  didn't  do  it  That's  close  to  true 
Medical  records  that  are  accurate. 


tactual  thorough,  and  prepared 
timely  are  essential  The  process 
involves  time  and  expense  — but 
you'll  recoup  many  times  over  it 
they  prevent  a malpractice  action. 

Get  In  Touch  With  Your  Insurance 
Company  Immediately  If  A Prob- 
lem Arises  — REPORTING!! 

Prompt  reporting  ot  a ditticult  situ- 
ation can  serve  everyone's  best 
interests.  It  you  discover  a potential 
problem  call  your  insurance  carrier 
without  delay 


THE  IPMIT/AMACO  HOTLINE 
Now  Serves  Upwards  of  750  Iowa 
Physicians  — Call  Whenever  You 
Have  A GLuestion  — 800/422-3070 


IPMIT/AMACO  Medical 
Liability  Insurance  is  sold 
and  serviced  by  IMS  SERVICES, 
1001  Grand  Avenue, 

West  Des  Moines,  Iowa  50265. 

IMS  SERVICES 

is  a wholly-owned  subsidiary 
of  the  Iowa  Medical  Society. 
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islators and  other  health  care  professionals. 
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TRUST.  Can  you 
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Tmst.  It’s  why  your  patients 
turn  to  you  when  they  need  help.  It’s 
why  both  physicians  and  patients  turn  to 
Peoples  family  pharmacists  for  their  pre- 
scription needs. 

Over  75  years  of  caring  and  quality 
service  earned  Peoples  the  trust  we  work 
hard  to  keep.  And  you  can  trust  Peoples 
generic  drugs  to  be  equal  in  quality  to 
brand  name  drugs... saving  your  patients 


up  to  50%  on  their  prescription  bills. 

Of  course,  if  your  patient  asks  us  to 
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POLITICAL  APATHY  — A LUXURY 
YOU  CAN'T  AFFORD 

WITH  PHASE  TWO  of  the  IMS  tort  reform 
campaign  about  to  begin,  communicat- 
ing with  our  lawmakers  has  never  been  more 
crucial. 

Our  1986  efforts  yielded  liability  reforms 
which  are  a solid  foundation  on  which  to  build. 
Physicians  and  other  professionals  supporting 
much-needed  change  in  the  liability  system 
will  aim  at  even  higher  goals  in  1987.  How- 
ever, these  goals  will  not  be  achieved  without 
the  individual  effort  of  everyone  affected  by 
Iowa's  liability  crisis. 

This  month's  iowa  medicine  is  devoted  to 
communication.  Among  several  excellent  ar- 
ticles exploring  different  types  of  physician 
communication  is  one  authored  by  state  Rep- 
resentative Arthur  Ollie  of  Clinton.  His  timely 
subject  is  physician-legislator  communication. 
With  the  legislature  set  to  convene  January  12, 
I know  you  will  pay  close  attention  to  Rep. 
Ollie's  valuable  advice  on  how  to  be  heard  by 
Iowa's  lawmakers. 

Legislators  need  to  hear  the  opinions  of  their 
constituents.  It  is  the  responsibility  of  every 
physician  to  open  lines  of  communication  with 
local  lawmakers  and  keep  them  open  all  year 


long  — not  just  when  the  legislature  is  in  ses- 
sion. As  Rep.  Ollie's  article  points  out,  legis- 
lators are  anxious  to  discuss  issues  with  voters 
and  will  make  time  to  participate  in  productive 
forums. 

Have  you  contacted  your  legislators  about 
the  liability  crisis  and  its  effect  on  your  pa- 
tients? Have  you  expressed  your  views  to  the 
legislative  members  of  the  Liability  and  Lia- 
bility Insurance  Commission?  There's  still  time 
to  do  so.  There's  no  doubt  these  lawmakers 
are  hearing  from  those  opposed  to  liability  re- 
form. Neither  we  nor  our  patients  can  afford 
the  luxury  of  political  apathy. 


L.  Dean  Caraway,  M.D. 
President 
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Doctor-to-Doctor 


Talk  to  One  Another 


DANIEL  F.  CROWLEY,  M.D. 
Des  Moines,  Iowa 


Medicine  has  changed.  According 
to  this  author,  the  days  when  phy- 
sicians practiced  independent  of 
outside  forces  are  gone  forever.  This 
article  discusses  how  and  why  to- 
day's doctors  must  communicate  ef- 
fectively with  one  another. 


The  medical  proeession  today  — that's  you 
and  me  — has  a myriad  of  problems.  There 
are  political  problems,  economic  problems,  le- 
gal problems,  medical  problems,  awesome 
ethical  problems  now  coming  to  the  fore,  and 
communication  problems  such  as  those  ad- 
dressed in  this  issue  of  lOWA  medicine. 

Like  General  Custer's  famous  last  known 
words  (somewhat  edited),  "Where  did  all  the 
Indians  come  from?"  — we  might  very  well 
ask,  "Where  did  all  our  problems  come  from?" 
Well,  that's  easy.  Every  generation,  every- 
where, has  always  had  problems,  but  our 
problems  come  from  the  nature  of  contem- 
porary society  with  its  population  explosion, 
the  increasing  longevity  of  people,  heightened 
expectations,  an  accelerated  proliferation  of 
technology,  knowledge  and  ideas,  and  from 
our  struggle  to  adapt.  What's  the  answer? 

Painful  as  it  might  be  on  occasion,  we,  as 
doctors,  have  no  recourse  but  to  talk  to  one 
another.  Unfortunately,  that  is  not  the  entire 


Dr.  Crowley  is  a retired  general  and  thoracic  surgeon  in  Des  Moines. 


answer.  We  must  also,  at  times,  reach  a con- 
sensus. 

For  better  or  worse,  there  is  something  about 
our  profession  that  generates  individual  in- 
dependence. It  has  always  been  so.  Whether 
this  streak  of  individual  independence  exists 
because  persons  of  that  type  gravitate  to  med- 
icine, or  because  the  nature  of  the  work  itself 
generates  such  independence,  is  uncertain.  But 
the  fact  remains  that  doctors  have  always  val- 
ued their  independence  even  to  the  extent  that 
they  have  been  willing,  in  the  past,  to  assume 
with  confidence  responsibility  for  making  life 
and  death  decisions.  Making  such  decisions 
has,  heretofore,  been  no  task  for  a committee. 

But  those  days  — those  good  old  days  of 
independence  — are  gone.  Our  problems  are 
now  too  complex  to  be  handled  by  each  in- 
dividual practitioner  alone.  The  field  of  med- 
icine is  now  so  vast  that  specialties  and  sub- 
specialties have  evolved  and  consultation 
between  doctors  is  frequently  imperative.  And, 
of  course,  it  is  equally  imperative  to  respond 
in  kind  to  our  other  problems,  whether  polit- 
ical, economic,  legal,  ethical,  or  whatever.  We 
just  have  to  talk  things  over! 

There  are  several  routes  by  which  this  com- 
munication can  take  place,  and  — this  is  noth- 
ing new  — they  are  the  traditional  routes.  You 
are  familiar  with  them:  conversations  in  hos- 
pital staff  rooms  and  surgical  dressing  rooms, 
one-on-one  conversation,  medical  society 
meetings  (county,  state,  AMA,  specialty  meet- 
ings), and  medical  journals.  A few  words  about 
each. 

In  this  day  and  age,  and  in  many  commu- 
nities, hospital  staff  rooms  and  surgical  dress- 
ing rooms  are  common  meeting  places  since 
a significant  part  of  our  practice  revolves 
around  hospital  rounds.  It  is  true  that  often 
one  may  hear,  in  these  hallowed  rooms,  little 
about  medicine  but  much  about  current  foot- 
ball teams  and  games,  particularly  from  "au- 
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thorities"  who  probably  don't  really  know  the 
difference  between  a wingback  and  a tailback 
(what  is  the  difference,  anyway?),  yet  who 
nevertheless  have  a talent  for  Monday  morn- 
ing analysis.  Be  that  as  it  may,  serious  words 
and  thoughtful  viewpoints  can  sometimes  be 
heard  relative  to  our  many  problems.  At  the 
very  least,  these  two  meeting  rooms  represent 
a convenient  place  to  talk  things  over. 

One-on-one  consultation  between  doctors, 
particularly  over  case  problems,  represents  the 
very  best  of  modern  day  medical  practice,  and 
speaks  for  itself. 

Medical  society  meetings  can  be  both  formal 
and  informal  forums  for  discussions,  but,  be- 
cause of  the  complexity  of  medical  information 
per  se,  county,  state,  and  AMA  meetings  seem 
to  lean  more  and  more  toward  programs  re- 
lating to  our  professional  non-medical  prob- 
lems, while  the  specialty  meetings  more  ef- 
fectively handle  the  truly  medical  subjects. 

' Last  but  not  least  in  our  roster  of  commu- 
nication routes  are  the  medical  journals.  These 
are  the  true  repositories  of  our  communica- 
tions, for,  unlike  the  spoken  word  that  is  easily 
forgotten,  the  written  word  endures  and  re- 
mains available  for  recall  and  study.  Also,  the 
thoughtful  process  required  to  commit  some- 
thing to  writing  tends  to  soften  harsh  attitudes 
and  moderate  extreme  positions,  and  that's  all 
to  the  good. 

I would  be  remiss  if  I did  not  include  a few 
words  about  the  wrong  way  to  communicate 
with  one's  peers.  It  is  a method  used  by  im- 
portant doctors.  It  goes  something  like  this:  a 
doctor  directs  his  secretary  to  get  you  on  the 
phone,  which  she  does.  Here's  the  hooker.  If 
he,  rather  than  his  secretary,  were  to  put  in 
the  call,  he  would  have  to  wait  while  you  were 
called  to  the  phone.  This  way,  you  are  the  one 
who  must  wait.  You  see,  his  time  is  valuable. 

If  these  words  describing  the  wrong  way  to 
communicate  with  another  doctor  were  not 
being  committed  to  writing,  I might  be  in- 
clined to  impute  exaggerated  self-importance 
to  the  offending  doctor,  but  such  words  would 
hardly  look  well  as  they  endured  in  archives 
somewhere.  So  let's  just  say,  in  all  charity  as 
the  Christmas  season  approaches,  that  the 
doctor  has  not  thought  the  matter  through  very 
carefully. 

Another  viable  route  for  communication  be- 
tween doctors  is  a letter  to  the  editor  of  iowa 
MEDICINE. 


Your  Investment  Advisor 
Should  Take  \bur 
Business  Personally. 


Nothing  is  more  frustrating  than  having 
something  get  lost  in  the  shuffle.  Espe- 
cially if  that  something  is  your  money. 

At  Statesman  Invest- 
ment Advisors,  we  take 
the  time  to  personally 
guide  you  through  the 
various  avenues 
available  for  your  in- 
vestment decisions. 
Individuals,  corpo- 
rations,  endowment 
^ funds  and  associations 
with  financial  assets  of  one  hundred  thou- 
sand dollars  or  more  rely  on  our  invest- 
ment advice. 

And  we’ll  manage  your  assets  too,  by 
designing  portfolios  which  are  responsive 
both  to  the  market  and  to  your  particular 
investment  goals  and  objectives. 

We  never  waste  your  time  trying  to  sell 
you  products  or  insurance.  All  we  have  to 
sell  is  a staff  of  qualified  people  with  over 
50  years  of  broad  investment  experience. 

Our  clients  have  entrusted  approxi- 
mately $370,000,000  to  us  for  manage- 
ment since  our  incorporation  in  1983.  We 
are  proud  of  our  record. 

So  don’t  stay  lost  in  the  shuffle!  Let 
Statesman  Investment  Advisors  work  for 
you  personally. 


Member  of  the  Statesman  Group,  Inc. 

Suite  840  Des  Moines  Bldg. 
Des  Moines,  Iowa  50309 


SwESMAN  Investment 
Advisors,  Inc. 

515-284-7648 
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Doctor-to-Patient 


Letter  to  My  Family  Doctor 


SHEILA  D.  SIDLES 
Centerville,  lov/a 


Are  technological  advances  taking 
the  art  out  of  the  practice  of  medi- 
cine? Are  physicians  forgetting  the 
human  touch  that  is  so  important  to 
patients?  In  this  letter  to  her  daugh- 
ter, a resident  physician,  Sheila  Si- 
dles, Centerville  attorney,  relates 
personal  experiences  which  dem- 
onstrate the  need  for  one-on-one 
communication  between  doctors 
and  patients.  All  the  stories  are 
based  on  real  incidents,  with  names 
and  circumstances  altered.  Ms.  Si- 
dles is  a former  consumer  member 
of  the  Iowa  State  Board  of  Medical 
Examiners. 


Dear  Dr.  Madge: 

When  you  began  your  first  year  of  residency 
we  had  a long  discussion  on  how  doctors  are 
viewed  by  their  patients  and  the  image  you 
hope  to  project  in  your  practice.  When  we 
talked  recently  I sensed  you  feel  the  image  of 
the  doctor  is  becoming  blurred  in  patients' 
minds.  You  were  wondering  if  this  is  caused 
by  a lack  of  communication  between  doctors 
and  patients.  This  started  memories  flowing. 
Let  me  relate  some  old  personal  stories  and 
current  experiences  of  my  friends.  Perhaps 
they  will  help  you,  as  you  start  your  second 
year  of  residency,  to  develop  a communica- 
tions link  with  your  patients. 


Do  you  remember  my  stories  of  my  sickly 
childhood?  Doctor  Ben  and  I had  a wonderful 
communications  link.  The  minute  mother  ap- 
peared in  my  sickroom  door  to  announce  Doc- 
tor Ben  was  on  his  way  I started  getting  better. 
I think  that  I had  him  mixed  up  with  God  — 
a white-haired  man  in  a white  coat,  taking  care 
of  me.  I placed  myself  in  his  hands  and  became 
well.  If  that  is  the  image  you  plan  to  project, 
the  image  of  God  will  have  to  change  to  a 
brown-haired  woman  in  white.  I suspect  you 
younger  doctors  may  not  want  that  respon- 
sibility. However,  I read  a quote  last  week  from 
a doctor  who  said,  "I  don't  want  my  patients 
to  know  any  more  than  I tell  them."  The  God 
image  does  persist. 

Some  of  my  friends  do  not  seem  comfortable 
with  the  other  extreme,  the  idea  that  patients 
should  be  fully  involved  in  their  own  health 
care.  For  example,  our  diabetic  friend,  Joe,  re- 
fuses to  go  back  to  the  doctor  until  he  meets 
the  weight  loss  goal  he  helped  set,  even  though 
he  isn't  losing  weight  and  is  having  trouble 
keeping  his  insulin  in  balance.  He  looks  ter- 
rible, but  he  is  scared  the  doctor  will  scold  him. 

Jim  refuses  to  divulge  anything  to  his  doc- 
tor, although  he  goes  in  regularly  to  have  his 
high  blood  pressure  checked.  He  feels  if  doc- 
tors are  so  darn  smart  and  charge  so  much, 
they  ought  to  be  able  to  figure  out  what  is 
wrong.  He  moans  to  me  about  his  aches  and 
pains  but  refuses  to  tell  his  doctor.  If  there  is 
something  really  wrong  I suppose  he  will 
threaten  to  sue  the  doctor  for  a misdiagnosis. 
His  wife  and  I tried  to  convince  him  to  have 
a complete  work-up,  but  he  thinks  it  would 
be  too  expensive.  How  much  does  a physical 
cost?  Do  all  doctors  charge  the  same?  Are  there 
different  types  of  exams  that  would  be  less 
(Please  turn  to  page  510) 
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This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. 


ff 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  12  months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 


The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 


Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 

Manufactured  in  the  United  States  of  America  by: 

r 

1 

1 

1 

1 

1 accept  your  otter. 

Enclosed  tind  my  check  tor  S3.500  for  one  STER-O-LIZER  MD-200. 

STER-O-LIZER® 

1 

MANUFACTURING  CORPORATION 

1 

1 

Mailing  Address:  P.O.  Box  27488 

1 

Salt  Lake  City,  Utah  84127  U.S.A. 

1 

Phonft 

Offices:  375  West  400  North 

1 

Salt  Lake  City,  Utah  84103  U.S.A. 
Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 

1 

1 

Yp.ar 

1 

1 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27488,  Salt  Lake  City,  Utah  84127 


expensive?  If  I asked  my  doctor  could  he  tell 
me?  What  would  be  wrong  with  advertising 
the  price  of  certain  regular  procedures? 

The  doctor  I now  go  to  is  really  excited  about 
preventive  medicine  and  getting  his  patients 
involved  in  their  treatment.  It  is  hard  not  to 
get  involved  if  you  read  or  watch  television. 
The  media  appears  to  be  assuming  the  burden 
of  educating  patients.  Whom  do  we  trust?  As 
I sipped  my  morning  coffee,  a half-page  ad  in 
the  Wall  Street  Journal  screamed  its  message  at 
me.  "Chest  Pain  You  Should  Tell  Your  Doctor 
About."  In  the  adjoining  column  a cartoon 
chicken  rid  herself  of  cholesterol  by  laying  an 
egg.  Real  life  health  should  be  so  easy.  I turned 
to  the  Des  Moines  Register,  and  the  front  page 
headline  told  me  "Stress  Takes  a Toll  On 
Women  Who  Succeed."  A tension  headache 
started  to  develop  before  I left  for  the  office. 
As  I passed  the  TV,  my  favorite  television  doc- 
tor was  advising  me  about  a great  health  in- 
surance plan.  As  a family  of  self-employed 
people  we  can't  afford  those  plans.  My  plan 
is  to  remain  healthy  at  least  until  I reach  Med- 
icare age. 

Remember  how  I encouraged  my  family  to 
avoid  junk  foods  and  to  eat  a balanced  diet?  I 
have  heard  medical  doctors  don't  study  nu- 
trition. How  much  nutrition  did  you  learn  in 
medical  school?  With  all  the  new  develop- 
ments in  medicine,  will  you  have  time  to  keep 
up  on  nutrition  news?  Should  I plan  to  learn 
from  the  Extension  Service,  the  U.S.D.A.  and 
the  Center  For  Science  In  The  Public  Interest? 
At  least  I don't  see  as  many  ads  for  fad  diets. 
Instead  I read  articles  of  a more  scientific  na- 
ture that  talk  about  "eicosanoids"  as  if  I know 
what  they  are  and  could  select  foods  that  do 
(or  is  it  don't?)  provide  them.  At  least  the 
grapefruit  diet  was  simple.  Do  you  worry  that 
if  more  people  start  living  healthy  life-styles 
there  will  be  less  need  for  doctors?  And  how 
can  a patient  know  if  a doctor  is  keeping  abreast 
of  the  new  developments?  I had  a list  of  ques- 
tions to  ask  at  my  last  visit  but  the  doctor 
seemed  so  busy  I didn't  take  his  time. 

That  specialist  I went  to  a few  years  ago  got 
huffy  and  suggested  I get  a second  opinion  if 
I didn't  trust  his  judgment.  I was  only  trying 
to  find  out  if  he  had  the  latest  equipment  for 
my  proposed  surgery.  Would  I have  had  the 
right  to  my  X-rays  and  other  test  results?  I 
didn't  want  to  upset  him  by  asking,  especially 
if  I planned  on  putting  my  life  in  his  hands. 


The  thought  of  having  to  pay  for  all  those  tests 
twice  led  me  to  not  seek  a second  opinion. 

There  is  so  much  new  research  in  joint  re- 
placement and  organ  transplants.  These  areas 
seem  to  be  changing  so  fast  I advised  my  golf- 
ing friend  to  postpone  her  knee  surgery  for  a 
while.  Isn't  that  what  friends  are  for?  She  was 
complaining  about  the  orthopedic  surgeon's 
high  fees  even  though  her  insurance  will  pay 
for  most  of  it.  I guess  the  fees  have  to  be  high 
to  cover  malpractice  insurance  costs.  For  those 
fees  a patient  should  expect  a satisfactory  out- 
come. Why  do  all  doctors  think  they  will  be 
sued?  Is  medicine  becoming  a science  instead 
of  the  art  it  was  when  I was  growing  up?  I 
don't  know  what  level  of  care  to  expect  from 
my  doctor  anymore. 

I hope  these  stories  will  give  you  insight  into 
how  to  communicate  with  your  patients,  al- 
though I confess  I don't  think  patients  always 
know  what  they  want.  In  closing  I offer  you 
one  bit  of  advice.  Spend  some  time  holding 
your  patient's  hand.  The  cold  machines  of 
technology,  "do  it  yourself"  preventive  med- 
icine and  the  computerization  of  symptoms 
may  help  us  live  longer;  but  when  the  body 
hurts  and  the  pain  makes  us  cry,  the  touch  of 
a hand  and  an  "I  care"  are  still  good  medicine. 

Much  love  always. 

Mom 


DATE  CHANGED  FOR  1987 
SCIENTIFIC  SESSION/ 

ANNUAL  MEETING 

The  dates  of  the  Scientific  Session/Annual 
Meeting  have  been  changed  to  Friday,  April 
3;  Saturday,  April  4 and  Sunday,  April  5 at  the 
Hotel  Savery. 

Apparently,  when  possible  dates  were  dis- 
cussed with  the  Hotel  Savery  staff,  the  wrong 
calendar  was  utilized  and  we  were  unaware 
the  weekend  chosen  was  Easter  weekend.  We 
regret  any  inconvenience  the  date  change  may 
cause  to  IMS  members,  especially  officers,  del- 
egates and  alternate  delegates. 

The  Hotel  Savery  has  advised  that  because 
of  any  inconvenience,  it  is  reducing  its  regular 
room  charge  and  rooms  will  be  available  at  a 
flat  rate  of  $50  per  night  (single  or  double). 
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Every  day  more  and  more 
physicians  are  hearirg 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  (double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  U\  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 

6n 


5- 


4- 


Impotence  Weakness 
Men  (n  = 66) 


g INDERAL  LA— 160  mg 
{ I Atenolol — 100  mg 
[ I Metoprolol — 200  mg 
I I Placebo 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives;  Feeling  weU  and 
doing  well,  aU  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


indIride  la 


(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  lA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


Q|^0g_Q^||^Y  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg 


\J 


160  mg 


Q|^Q£_py[^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a taohyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
priortomaior  surgery  IS  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors, 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  aftacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  |ustifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  LISE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  Intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  lite-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a lew  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insulficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System:  Lightheadedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss:  emotional  lability:  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis:  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat:  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Flematologic  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions:  psoriasiform  rashes,  dry  eyes:  male  impo- 
tence: and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis:  sialadenitis 
Central  Nervous  System.  Dizziness,  vertigo:  paresthesias,  headache,  xanthopsia 
Flematologic  Leukopenia:  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity:  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other:  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm:  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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1.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
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DOCTOR, 

Do  You  Nood 
A Liffo  Insuranco 
Chock'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 


TRUE  FALSE 


I can  increase,  decrease,  or  stop 
premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 
buying  additional  policies. 

I can  obtain  10%  to  11%  tax-deferred 
interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 
without  charge. 

I have  maximum  protection  from  my 
existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  ThaVs  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
Ws  part  of  our  service! 

We*ll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We*re  at  The  Prouty  Company. 

The  Prouty  Company 


Doctor-to-Nurse 


Team  Effort 


KAY  MYERS,  R.N.,  M.A. 
Des  Moines,  Iowa 


High  quality  communication  he- 
tiveen  physicians  and  nurses  is  vi- 
tal to  meeting  patient  needs.  Kay 
Myers,  Executive  Director,  Iowa 
Nurses'  Association,  provides  a 
nurse's  perspective  on  how  physi- 
cians can  improve  communication 
with  other  members  of  the  health 
care  team. 


A patient's  life  may  depend  on  the  quality 
of  communication  between  physicians 
and  nurses. 

Researchers  at  George  Washington  Univer- 
sity in  Washington,  D.C.,  tracked  5,000  pa- 
tients in  13  hospitals.  They  compared  the 
number  of  likely  deaths  (based  upon  the  se- 
verity of  illness)  among  patients  admitted  to 
the  intensive  care  unit  and  the  actual  number 
of  deaths.  They  discovered  the  hospital  with 
the  best  performance  (Hospital  No.  1)  had  a 
death  rate  41%  lower  than  predicted.  The  hos- 
pital with  the  worst  performance  (Hospital  No. 
13)  had  a death  rate  58%  higher  than  expected. 

In  reporting  their  findings  in  the  Annals  of 
Internal  Medicine  (March,  1986)  researchers 
concluded  in  Hospital  No.  1 "excellent  com- 
munication between  physicians  and  unit  nurs- 
ing staff  was  ongoing  to  ensure  all  patient  care 
needs  were  met." 

In  Hospital  No.  13,  researchers  reported  ad- 


mitting physicians  and  nursing  staff  commu- 
nicated poorly.  There  was  no  policy  for  routine 
discussion  of  patient  care  and  no  coordination 
of  staff  capabilities  and  clinical  demands. 
"There  was  an  atmosphere  of  distrust,"  re- 
searchers noted. 

These  findings  demonstrate  what  those  in 
health  care  have  known  for  a long  time  — 
communication  between  health  professionals 
fosters  trust  and  improves  the  quality  of  care. 
In  these  days  of  escalating  liability,  a multi- 
disciplinary approach,  with  each  party  inter- 
acting effectively,  is  the  most  desirable. 

Several  basic  principles  of  communication 
should  be  employed  by  physicians  and  other 
health  professionals,  no  matter  what  the  set- 
ting: 

Learn  about  each  other  — Being  aware  of 
the  educational  and  experiential  background 
of  health  professionals  increases  understand- 
ing of  their  ability  to  function  as  part  of  the 
team.  Knowing  the  legal  requirements  for  their 
practice  increases  mutual  confidence.  For  in- 
stance, registered  nurses,  licensed  under 
Chapter  152,  Code  of  Iowa,  legally  practice 
without  supervision  and  are  accountable  for 
their  own  acts  or  omissions.  Nurses  are  re- 
quired to  utilize  nursing  diagnosis  in  the  prac- 
tice. Physicians  who  do  not  understand  this 
concept  are  at  a disadvantage  in  understand- 
ing how  nurses  practice. 

Respect  the  expertise  of  others  — Though 
many  health  care  professionals  may  not  have 
higher  academic  degrees,  they  have  expertise 
in  specific  fields.  The  pharmacist's  knowledge 
of  medications  can  be  utilized  effectively  by 
those  who  do  not  have  the  same  centralized 
background.  The  social  worker's  knowledge 
of  community  and  human  resources  must  be 
part  of  the  team's  functioning.  The  life-or-death 
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environment  of  intensive  care  units  empha- 
sizes the  highly  technical  skill  level  of  the  reg- 
istered nurse.  The  University  of  Iowa's  at- 
tempts to  increase  the  nutrition  knowledge  of 
medical  students  is  an  excellent  example  of 
medicine's  recognition  of  the  expertise  of  reg- 
istered dieticians.  This  should  lead  to  better 
communication  between  the  disciplines. 

Communication  efforts  should  be  ongoing 
— By  maintaining  channels  of  communica- 
tion, both  informal  (on  site  in  the  clinical  area) 
and  formal  (regular  meetings  according  to  pol- 
icy), the  health  team  can  function  at  a higher 
level.  By  participating  in  health  team  confer- 
ences, joint  practice  committees  and  commu- 
nity projects,  physicians  and  other  health 
professionals  can  develop  communications 
skills.  Ongoing  communication  demands  con- 
stant effort.  The  IMS's  request  for  this  article 
and  meetings  of  the  RN/MD  Liaison  Commit- 
tee are  excellent  examples  of  efforts  to  keep 
communication  channels  open. 

When  I was  asked  to  write  this  article,  I con- 


"In  these  days  of  escalating  liabil- 
ity, a multidisciplinary  approach, 
with  each  party  interacting  effec- 
tively, is  the  most  desirable." 


tacted  representatives  of  other  health  care 
professions  and  members  of  the  Iowa  Nurses' 
Association.  I asked  what  they  would  like  to 
tell  doctors  about  communicating  better.  The 
overwhelming  response  was  that  each  health 
professional  desires  to  be  treated  as  a col- 
league in  his/her  area  of  expertise.  This  fosters 
better  communication  between  doctors  and 
others  and  results  in  better  patient  care. 

As  the  researchers  in  Washington,  D.C. 
stated,  "The  highest  quality  of  care  appears  to 
require  a high  degree  of  involvement  by  both 
dedicated  physicians  and  nurses  in  ongoing 
clinical  care."  That,  after  all,  is  what  health 
care  is  all  about. 


CLARKSON  MEDICAL 
©LECTURE  SERIES© 


INFECTIOUS  DISEASE  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN 

Friday,  Nov.  21, 1986  Clarkson  Hospital  Storz  Pavilion 

8 a.m.  to  5 p.m. 


Featured  speakers  Include:  Michael  B.  Gregg,  M.D. 

Peter  N.  Heseltine,  M.D. 
Martin  G.  Myers,  M.D. 
Gregg  F.  Wright,  M.D. 

Topics  Include: 

Update  on  AIDS 

New  Developments  in  Pediatric  Infectious 
Diseases 

New  Antibiotics 

Cost  Effective  Antibiotic  Usage 

The  Role  of  the  Centers  for  Disease  Control 
(CDC)  in  Infection  Prevention  in  the  United 
States 


Immunization  Controversies 
Workshops 

8 C.M.E.  and  8 A.A.F.P.  credits 
to  be  awarded. 

Lecture  Series  courtesy  of 
Bishop  Clarkson  Memorial  Hospital 
Medical/Dental  Staff 
44th  and  Dewey  Avenue 
Omaha,  NE  68105-1018 


For  more  Information  call  402-559-3378 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memcfry 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


/ e ; r K 
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L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Doctor-to- Legislator 


Communicate  With  Your 
Lawmaker 


C.  ARTHUR  OLLIE 
Clinton,  Iowa 


Legislators  are  influenced  by  the 
opinions  of  their  local  constituents, 
especially  if  those  opinions  are  ex- 
pressed effectively.  Here,  C.  Arthur 
Ollie,  State  Representative,  District 
38,  gives  advice  on  how  to  com- 
municate with  Iowa's  lawmakers. 
Rep.  Ollie  is  a member  of  the  Human 
Resources  Committee  and  the 
Health  and  Human  Rights  Appro- 
priations Subcommittee. 


Communication  ant>  e^tormation  are  to  the 
legislative  process  what  coal  and  iron  ore 
are  to  steel  making.  If  one  is  missing  or  of 
inferior  quality,  the  final  product  is  affected. 

Some  citizens,  without  ever  communicating 
agreement  or  disagreement  to  their  legislator, 
react  with  joy  or  anger  following  passage  of  a 
bill  in  which  thev  have  an  interest.  Even  worse, 
citizens  are  often  unaware  of  legislation  until 
it  affects  them. 

This  is  not  surprising  since  the  legislative 
process  is  complex  and  proceeds  at  a ver\^  er- 
ratic pace.  At  times,  it  moves  with  agonizing 
slowness;  other  times  with  breathless  speed. 
The  process  can  be  incredibly  uninteresting 
and  intimidating.  Some  people  don't  feel  qual- 
ified to  make  contact  with  the  participants. 
Conversely,  some  citizens  feel  the  legislative 


process  is  just  "politics"  and  it  is  beneath  them 
to  get  involved.  Others  believe  the  outcome  is 
predetermined. 

Though  some  of  the  above  may  be  true  to 
some  degree,  I believe  the  legislative  process 
depends  on  citizen  input.  When  it  is  absent, 
whether  due  to  ignorance,  apathy,  intimida- 
tion or  condescension,  the  final  product  is  un- 
desired by  legislators  and  undeser\'ed  by  so- 
ciety. 

The  average  legislator  tries  hard  to  establish 
communication  links  with  his  or  her  constit- 
uents. Common  devices  employed  are  sur- 
veys, town  meetings,  newsletters,  public  ap- 
pearances, "listening  posts,"  neighborhood 
walks,  etc.  Yet,  legislators  are  often  amazed 
at  how  difficult  it  is  to  be  heard  or  to  measure 
public  opinion  on  an  issue. 

I often  hear  the  complaint  that  the  legisla- 
ture "sneaked"  a law  into  effect.  This  is  not 
possible  since  no  action  can  occur  out  of  the 
media's  sight.  Most  legislative  actions  are  fully 
reported  by  wire  service,  radio  and  television 
reporters.  In  spite  of  this,  much  goes  unno- 
ticed — not  because  of  secrec}'  or  lack  of  cov- 
erage but  because  of  barriers  to  communica- 
tion. 

Establishing  a communication  link  with  a 
legislator  is  not  difficult.  First,  you  must  know 
who  your  legislator  is,  and  many  people  do 
not  know  who  represents  them.  In  my  3 elec- 
tions, I have  had  thousands  of  fliers  distrib- 
uted containing  my  picture,  beliefs  and  accom- 
plishments. I knock  on  4 or  5 thousand  doors 
per  election.  I attend  countless  meetings,  hold 
public  meetings  and  send  a stream  of  infor- 
mational news  releases  to  local  media.  Yet,  I 
constantly  meet  constituents  who  do  not  know 
who  I am. 
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I also  find  many  people  do  not  have  a clear 
idea  of  what  1 do,  where  1 do  it  or  when  1 do 
it.  The  legislative  session  typically  runs  from 
January  to  late  April  or  mid-May,  yet  people 
ask  year-round,  “How  are  things  in  Des 
Moines?"  1 am  often  asked  when  1 will  be  re- 
turning to  Washington!  1 realize  this  confusion 
is  not  unusual,  and  it  helps  politicians  keep 
their  egos  to  a normal  size.  However,  knowing 
who  your  legislators  are  and  what  they  do  is 
the  first  step  toward  effective  communication. 


"I  often  hear  the  complaint  — the 
legislature  "sneaked"  a law  into  ef- 
fect. This  is  not  possible  since  no 
action  can  occur  out  of  the  media's 
sight." 


There  are  many  ways  to  establish  commu- 
nication with  a legislator.  Most  legislators  hold 
meetings.  Many  will  accept  invitations  to  at- 
tend regular  meetings  of  various  organizations 
or  ad  hoc  meetings  for  particular  purposes.  In 
Clinton  we  hold  monthly  Saturday  morning 
meetings  involving  the  Clinton  County  Med- 
ical Society  and  the  county's  legislative  dele- 
gation. This  is  a highly  satisfactory  format  for 
communicating.  As  a member  of  the  Human 
Resources  Committee  and  its  health  subcom- 
mittee, the  opinions  of  local  physicians  are  very 
valuable  to  me.  1 hope  1 provide  the  doctors 
with  useful  information  as  well. 

The  agenda  for  the  breakfast  meetings  con- 
tains specific  bills  of  interest.  The  agenda  is 
usually  set  by  the  physician  in  charge,  but  leg- 
islators are  free  to  contribute  items.  It  is  es- 
sential to  establish  an  agenda-setting  process. 
The  life  of  a legislator  is  busy.  Nothing  is  so 
frustrating  as  sitting  through  a meeting  with 
no  apparent  purpose. 

Any  exchange  of  views  should  be  open  and 
frank.  It  is  important  to  communicate  what 
you  believe  in  an  honest,  matter-of-fact  way. 
It  is  not  necessary  to  be  afraid  of  disagreement. 
Disagreement  is  a daily  occurrence  in  the  leg- 
islature. However,  it  is  important  to  be  re- 
spectful of  different  opinions.  Communication 
is  greatly  facilitated  if  everyone  understands 
they  can  speak  freely  and  have  their  views 
received  with  respect,  even  if  they  are  not 
shared. 


Obviously,  this  type  of  meeting  is  designed 
to  influence  a legislator.  However,  wise  con- 
stituents will  realize  influence  is  often  indi- 
rect.You  cannot  force  someone  to  agree  with 
you.  Convey  information  and  let  your  argu- 
ments speak  for  themselves. 

It  is  an  excellent  idea  to  designate  someone 
in  your  group  as  a contact  person.  Questions 
often  arise  and  a legislator  needs  information 
quickly.  It  is  very  helpful  to  have  an  estab- 
lished contact  who  can  provide  the  informa- 
tion and  be  a spokesperson  for  the  group.  The 
Iowa  Medical  Society  has  very  fine  represen- 
tation in  the  Statehouse  lobby,  but  legislators 
frequently  want  contact  with  someone  "back 
home"  to  assure  local  opinion  is  represented. 
These  contacts  can  often  be  crucial  in  deter- 
mining a vote. 

There  are  other  opportunities  for  commu- 
nication with  legislators.  Many  community  or- 
ganizations hold  regular  public  forums.  The 
Chamber  of  Commerce,  AAUW,  League  of 
Women  Voters,  labor  unions  and  professional 
organizations  may  welcome  your  group  as  a 
co-sponsor  and  will  appreciate  your  attend- 
ance. 


"Never  underestimate  the  impact  of 
a personal  letter,  phone  call  or  even 
a telegram.  I feel  letters  are  most 
effective. " 


Never  underestimate  the  impact  of  a per- 
sonal letter,  phone  call  or  even  a telegram.  I 
feel  letters  are  most  effective.  They  can  be  read 
at  convenient  times  and  saved  for  future  ref- 
erence. A clearly  written  letter  can  be  very  in- 
fluential. 

When  contacting  a legislator,  be  direct  and 
frank  without  being  abusive.  Do  not  threaten; 
do  not  demand.  If  you  want  information,  say 
so.  If  you  want  to  encourage  a particular  vote, 
say  so.  If  you  want  to  express  disappointment, 
say  so. 

Don't  be  surprised  if  you  experience  differ- 
ences of  opinion.  On  most  issues  there  are 
advocates  and  opponents.  Most  legislators  seek 
information  to  help  them  do  the  "right  thing." 
It  is  not  reasonable  to  expect  anyone  to  agree 
with  you  all  the  time,  but  a mutually  useful 
line  of  communication  can  be  established  that 
can  help  our  democracy  work. 
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MIND 

YOUR  OWN 

BUSINESS 


For  small  or  medium-sized  prac- 
tices, affordable  business  manage 
ment  has  been  a big  problem. 

Until  now. 

Now  Professional  Data 
Management  has  the  help 
you  need:  affordable 
computer  hardware  and 
software  designed 
especially  for  practices  like 
yours. 

PDM  provides  installation, 
service  and  training.  So  you  don’t 
have  to  be  a computer  genius  to 
use  your  system.  In  fact,  it’s  so 
complete,  all  you  have  to  do  is 
turn  it  on. 

One  person  can  perform  hours 
of  tedious  accounting  and  billing 
work  effortlessly.  What’s  more,  you’ve 
got  instant  access  to  information 
about  your  patients  and  your 
practice. 

You  can  provide  more 
responsive  treatment,  as 
well  as  analyze  revenues, 
track  billing  by  patient  or 


BETTER 


department,  trace  profit  and  loss 
sources,  and  much  more.  Some  PDM 
systems  even  help  you  market  your 
practice. 

For  a tool  that  can  do  so  much,  a 
PDM  practice  management  system 
is  surprisingly  affordable. 

Complete  systems  start  under 
$5000. 

Keep  in  mind,  PDM 
systems  are  not 
“adaptations”  of 
general  purpose 
business  systems. 
Each  program  has 
designed 

exclusively  for  medical 
practice  management. 
That’s  why  it’s  so  important  to 
see  a PDM  system  for  yourself. 
So  call  PDM,  and  find  out  more 
about  our  remarkable  practice 
management  systems.  After 
that,  you  can  mind  your  own 
business. 

Call  612-731-1822,  or  write 
Professional  Data  Management. 


qO 

O • Professional  Data 
O™  Management 

7582  Cnrrell  Blvd.,  Suite  212 
Woodl)ury,  MN  55125 
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For  You  and  Your  Patients: 
Non-invasive,  lower  risk  and  lower  cost 
removal  of  kidney  stones. 

Lithotripsy 


IOWA 

KIDNEY 

STONE 

OENTER 


For  patients  suffering  from  kidney  stones,  the  pain  may  be  the  most  severe  they 
will  ever  endure  in  their  lifetimes.  Surgery  for  stone  removal  is  both  painful  and 
costly.  But  now,  you  can  offer  your  patients  a new  option— Extracorporeal  Shock- 
Wave  Lithotripsy. 

Extracorporeal  Shock-Wave  Lithotripsy  is  a revolutionary  new  treatment  that 
removes  kidney  stones  without  major  surgery.  Instead,  a machine  called  a 
lithotripter  shatters  kidney  stones  with  shock  waves  until  the  stones  crumble  into 
tiny  pieces,  and  eventually  pass  out  in  the  urine. 

Your  patients  can  receive  this  exceptional  treatment  at  the  new  Iowa  Kidney 
Stone  Center— a cooperative  effort  of  area  urologists  and  two  of  the  Midwest's 
most  respected  medical  institutions,  Iowa  Methodist  Medical  Center  and  Mercy 
Hospital  Medical  Center,  both  of  Des  Moines.  It's  designed  to  give  you  and  your 
patient  quick  and  easy  access  to  this  lower  risk,  non-invasive,  lower  cost  treatment. 
It  offers  you  a highly  competent  staff  and  your  patients  a quick  recuperation  time. 

To  have  your  patient  evaluated  for  lithotripsy,  just  call  us  and  we'll  take  care  of  all 
the  arrangements.  And  when  your  patient  undergoes  a lithotripsy  procedure, 
you'll  receive  the  cooperation  and  support  you  want  and  need. 

If  you'd  like  to  know  more,  call  collect  at  (515)  283-5571.  We're  here  to  serve 
you  and  your  patients. 

800  5th  Street,  Des  Moines,  Iowa  50309 


Jane  F.  Coughlin 

QUESTIONS 

AND  ANSWERS 

TAKE  TIME  TO  TALK 


Effective  communication  is  a crit- 
ical issue  for  organized  medicine 
and  individual  physicians.  Jane 
Coughlin,  Director  of  Consulting 
Services  for  the  American  Medical 
Association  Division  of  Communi- 
cations, discusses  the  AMA's  re- 
sponsibilities in  communicating 
with  health  care  consumers  and 
improving  the  image  of  physicians. 
She  outlines  the  responsibilities  of 
individual  physicians  in  these 
areas. 


How  important  is  effective  communication  in 
the  practice  of  medicine? 

It  is  critical.  Without  it,  patients  feel  discon- 
nected from  their  care  and  physicians  don't 
know  what  information  patients  need. 

There  is  no  better  perception  established 
than  when  a warm,  caring  physician  walks 
into  an  exam  room  and  lets  the  patient  know 
there  is  time  to  talk  about  what's  wrong.  The 
amount  of  time  a physician  spends  with  a pa- 
tient is  often  a factor  in  the  decision  to  sue. 
The  judgment  is  not  a clocking  of  minutes  but 
rather  a perception  of  whether  or  not  the  phy- 
sician provided  focused  and  caring  attention. 

A colleague  used  to  joke  that  the  reason 
patients  are  uncomfortable  talking  to  their  doc- 
tors is  "only  one  of  you  has  clothes  on."  Ef- 
fective communication  means  equal  commu- 
nication. 


What  are  the  responsibilities  of  organized 
medicine  in  communicating  with  health  care 
consumers  and  groups  such  as  legislators  and 
the  media? 

Organized  medicine  is  uniquely  suited  to 
speak  on  behalf  of  physicians  to  a variety  of 
audiences.  County  and  state  medical  societies 
know  local  issues  and  can  represent  their 
members'  interests  better  than  any  other  or- 
ganization. National  medical  associations  are 
best  equipped  to  address  broader  issues  and 
federal  legislation. 

The  responsibility  of  each  medical  society  is 
clear.  Organized  medicine  forms  the  collective 
voice  of  physicians.  Whether  urging  passage 
of  legislation  or  making  the  public  aware  of 
medicine's  changing  environment,  organized 
medicine  has  the  resources  and  credibility  to 
speak  with  greater  authority  than  the  individ- 
ual practitioner. 

What  are  the  responsibilities  of  individual 
physicians  regarding  communication  with 
patients? 

Physician-patient  communication  is  a 2-way 
street;  but  in  reality,  physicians  probably  bear 
more  of  the  responsibility.  Why?  Because  they 
are  perceived  as  'too  busy'  or  because  a patient 
fears  his  or  her  question  is  'dumb.' 

In  the  ideal  physician-patient  exchange,  your 
patient  asks  intelligent,  probing  questions 
about  the  treatment  you  recommend  or  the 
drug  you  prescribe.  He  tells  you  about  other 
drugs  he's  taking  or  about  a bad  reaction  to  a 
similar  drug.  You  respond  by  providing  in- 
formation in  language  he  understands.  You 
don't  part  company  until  both  are  satisfied. 

What  is  more  often  the  case?  The  patient  — 
too  embarrassed  to  ask  for  more  information 
and  convinced  you're  in  too  big  a hurry  to  stay 
longer  — smiles  and  mutely  accepts  the  in- 
iPlease  turn  to  page  520) 
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QUESTIONS  AND  ANSWERS 

(Continued  from  page  519) 

structions  you  give.  He  then  goes  to  the  drug- 
store and  asks  the  pharmacist  a host  of  ques- 
tions about  the  drug  you  prescribed. 

Someone  has  to  break  the  ice  in  these  situ- 
ations; you  hold  the  pick. 

What  can  individual  physicians  do  in  their 
offices  to  improve  the  public's  image  of  the 
medical  profession?  How  can  physicians  im- 
prove their  communication  skills? 

Image  enhancement  in  the  office  can  be  as 
simple  as  a clean,  well-organized  reception  area 
with  current  magazines  and  as  critical  as  office 
personnel  who  represent  you  the  way  you 
want  to  be  represented.  The  attention  a phy- 
sician pays  to  his  patient's  comfort  is  dem- 
onstrated throughout  the  office  visit.  When 
your  reception  area  truly  becomes  a "waiting" 
room,  be  sure  your  staff  informs  the  patient 
why  there  is  a delay  and  how  long  the  delay 
will  be.  From  the  moment  your  patients  walk 
in  the  door,  to  when  they  schedule  another 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN:  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone:  515'243-3690  or  Iowa  toll-free:  1-800-622-8335 


appointment,  or  make  arrangements  to  pay 
your  fee,  they  are  forming  impressions  about 
you  and  physicians  in  general. 

How  can  you  improve  communication?  Ask 
for  feedback  from  office  personnel  and  pa- 
tients. Some  physicians  use  practice  surveys. 
If  the  right  questions  are  asked,  you  can  learn 
where  weaknesses  are.  Ask  your  office  per- 
sonnel what  com.ments  or  questions  they  hear 
from  patients  after  you've  seen  them.  Provide 
patient  education  materials  in  the  reception 
area.  Information  pertinent  to  your  speciality 
is  also  pertinent  to  your  patients. 


''The  public  looks  to  physicians  and 
organized  medicine  for  state-of-the- 
art  unbiased  information." 


Take  a skill-building  workshop.  The  AMA 
offers  spokesman  training  at  several  national 
meetings  and  to  individual  societies.  Many 
medical  societies  arrange  for  trainers  to  pro- 
vide seminars  for  physicians  who  want  to  en- 
hance their  communication  skills.  The  im- 
provement of  public  speaking  is  one  focus  of 
these  training  sessions;  another  is  eliminating 
jargon  from  the  physician's  vocabulary.  When 
you  find  simple  alternatives  to  the  words  that 
only  your  colleagues  understand,  you'll  be- 
come a better  communicator  with  everyone 
else. 

We  understand  the  AMA  is  spearheading  a 
campaign  to  improve  the  public  image  of  phy- 
sicians. What  are  the  activities  and  goals  of 
this  program? 

The  information  campaign  focuses  primarily 
on  the  public's  awareness  of  issues  in  medi- 
cine. One  of  our  goals  is  improvement  of  the 
image  of  physicians. 

The  AMA  seeks  to  inform  the  public  about 
changes  in  the  delivery  of  medical  care  and 
about  habits  that  affect  one's  health.  The  pub- 
lic looks  to  physicians,  and  organized  medi- 
cine, for  state-of-the-art,  unbiased  informa- 
tion. The  AMA  has  designed  a campaign  that 
will  provide  information  so  people  can  make 
intelligent  health  care  decisions.  A tangential 
benefit  from  the  program  is  physicians  are  por- 
trayed as  patient  advocates  by  providing  such 
information. 

For  years,  the  AMA  has  been  committed  to 
working  with  the  media,  creating  public  serv- 
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ice  messages,  producing  daily  radio  news  and 
feature  spots  and  assisting  the  Federation  with 
local  public  relations.  That  work  continues. 
However,  last  year,  formal  testing  of  com- 
munications techniques  was  implemented. 
Three  medical  society  pilot  projects  were  cre- 
ated and  carried  out  in  the  fall  of  1985: 

• A health  fair  featuring  120  Vermont  phy- 
sicians demonstrating  today's  high-tech  med- 
ical practice. 

• A 90-minute  PBS  television  program  in 
Louisville,  Kentucky  with  clips  of  the  AMA 
film  "First  Comes  Caring"  and  a reactor  panel 
of  physicians  from  the  Jefferson  County  Med- 
ical Society. 

• Test  flights  of  2 television  commercials 
showing  the  plight  of  physicians  leaving  prac- 
tice due  to  unaffordable  or  unavailable  liability 
insurance.  The  commercials  were  shown  for  a 
2-week  period  in  Des  Moines  and  Kansas  City 
and  were  placed  with  the  assistance  of  the  Polk 
County  Medical  Society  and  the  Jackson 
County  (MO)  Medical  Society. 

These  pilots  were  evaluated  and  their  value 
as  communications  tools  confirmed.  Recently, 
the  AMA  Division  of  Communications  pro- 
duced booklets  on  how  state  and  county  med- 


ical societies  can  implement  similar  programs. 
The  books  are  available  free  to  medical  socie- 
ties and  individual  physicians. 

At  the  June  1986  Annual  Meeting,  the  House 
of  Delegates  reaffirmed  the  AMA's  commit- 
ment to  public  awareness  activities.  Next 
month,  the  AMA  Board  of  Trustees  will  pres- 
ent at  the  Interim  Meeting  in  Las  Vegas  its 
plan  for  public  awareness  activities  for  1987 
and  beyond.  The  plan  is  based  on  criteria  de- 
fining what  such  a campaign  should  accom- 
plish. The  criteria  specifically  cite  the  impor- 
tance of  Federation  involvement  and  the 
patient  advocacy  role  of  physicians. 

The  campaign  is  based  on  the  desire  of  many 
AMA  members  to  inform  the  public  about  the 
changing  environment  of  medicine  and  what 
those  changes  mean  to  patient-physician  re- 
lationships. The  campaign  will  have  a 2- 
pronged  approach:  to  aid  the  public's  under- 
standing of  how  medicine  will  be  practiced  in 
the  future  and  to  deliver  public  health  mes- 
sages. 

These  new  focused  public  awareness  activ- 
ities mean  expanded  communication  between 
the  AMA  and  physicians  and  between  phy- 
sicians and  patients. 


Is  Your  Net  Worth  Increasing? 
Spending  Too  Much? 
Insurance  Poor? 

Is  Inflation  Winning? 


Uncomfortable  With  Existing  Risk? 
Taxes  Too  High? 

Worried  About  Retirement? 
College  Costs  Out  of  Sight? 


We  Can  Help  You  Answer  These  Questions  And  More  Through  A Team  Of  Specialists  Working  For 
You  In  Business  And  Personal  Planning. 


David  E.  Black,  CFP  Fred  R.  Fernatt,  CFA,  OFF 

Duane  C.  Abbey,  Fh.D.,  OFF 

Attend  IMS/CFS  Special  Workshops 

Free  Initial  Interview 

Computer  Based  Planning  and  Asset  Tracking 

COORDINATED  FINANCIAL  SERVICES 

Colony  Park,  Suite  130,  3737  Woodland  Avenue 
West  Des  Moines,  Iowa  50265 
(515)  224-0550 

SECURITIES  TRANSACTIONS  THROUGH  FSC  SECURITIES  CORPORATION 
A REGISTERED  BROKER/DEALER*  MEMBER  NASD*  MEMBER  SIPC 


The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 


Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are: 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
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Advanced  Diagnostic  Medicine  For  Better  Health  Care 


Case  Histories  of  Cardiac 
Transplantation  and  Artificial 
Heart  Program 


STEVEN  J.  PHILLIPS,  M.D.,  ROBERT  H.  ZEFF,  M.D., 

WILLIAM  J.  WICKEMEYER,  M.D.,  RICHARD  S.  TOON,  M.D., 

JAMES  R.  SKINNER,  M.D.,  CRAIG  ALAN  SHADUR,  M.D., 
KYUNG-WHAN  MIN,  M.D.,  SAMUEL  P.  KUMAR,  M.D., 
AAANMOHANLAL  KWATRA,  M.D.,  ROBERT  KRAEMER,  D.O., 
CHAMNAHN  KONGTAHWORN,  M.D.,  KELLEY  KOCH,  R.N., 
ANDRE  GRIGNON,  M.D.,  JOHN  H.  GAY,  M.D., 

BASAVIAH  CHANDRAMOULI,  M.D.,  and  CHARLES  R.  CAGIN,  D.O. 
Des  Moines,  Iowa 


IMPROVEMENTS  IN  TECHNOLOGIES  associated 
with  cardiac  transplantation  and  artificial 
heart  implantation  have  allowed  a wider  clin- 
ical application  of  these  proceduresd'^The  con- 
cept of  replacing  a diseased  heart  with  another 
heart  or  an  implantable  blood  pump  has  in- 
trigued physicians  and  scientists  for  over  a 
century.  A program  of  cardiac  transplantation 
and  circulatory  assistance  allows  these  serv- 
ices to  compliment  each  other.  Success  of  such 
a program  is  dependent  upon  the  multiple  dis- 
ciplinary supportive  services  and  the  commit- 
ment of  the  hospital  administration  and  the 
community. 

Permanent  Left  Ventricular  Support 

Extension  experience  with  a variety  of  tem- 
porary left  ventricular  support  systems  led  to 


The  authors  are  associated  with  the  Cardiac  Transplantation  and  Artificial 
Heart  Program  at  Mercy  Hospital  Medical  Center  in  Des  Moines. 


Cardiac  transplantation  and  car- 
diac support  systems  are  becoming 
more  useful  for  clinical  treatment  of 
patients  with  endstage  cardiac  de- 
compensation. This  report  de- 
scribes case  histories  of  8 patients 
— 3 permanent  left  ventricular  sup- 
port and  5 cardiac  transplantion  — 
at  Mercy  Hospital  Medical  Center 
(MHMC),  Des  Moines.  Difficulties 
with  both  programs  are  discussed. 
The  need  for  a joint  program  of  cir- 
culatory support  and  cardiac  trans- 
plantation is  emphasized. 


development  of  a permanent  ventricular  sup- 
port system. Three  patients  with  end  stage 
cardiac  decompensation  who  were  not  can- 
didates for  cardiac  transplantations  had  per- 
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manent  left  ventricular  support  pumps  im- 
planted and  are  described  here. 

Parallel  Aortic  Pump 
Cases  No.  1 and  2 

Two  patients  with  chronic  end-stage  left 
ventricular  failure  which  could  not  be  reme- 
died by  conventional  medical  or  surgical  ther- 
apy had  permanent  parallel  aortic  pumps  (PAP) 
inserted.  Two  men  aged  55  and  69  were  ex- 
tensively evaluated  by  clinical  and  invasive 
techniques.  Both  had  terminal  ischemic  car- 
diomyopathies, mitral  regurgitation  and  se- 
vere rhythmic  and  metobolic  disturbances. 
Both  were  on  maximum  medical  therapy  in- 
cluding vasodilators.  Both  patients  had  sus- 
tained cardiovascular  collapse  and  were  suc- 
cessfully resuscitated  with  an  intraaortic 
balloon  pump  (lABP)  but  could  not  be  weaned 
from  the  pump.  With  strict  informed  consent, 
40-cc  PAP  was  implanted  in  the  first  patient 
(1977)  and  100-cc  PAP  in  the  second  patient 
(1978). 

The  PAP  is  a polyurethane  pumping  cham- 
ber sandwiched  between  2 dacron  tube  grafts. 
The  smaller  tube  graft  is  inserted  into  the  larger. 
It  was  implanted  via  a left  thoractomy  without 
cardiopulmonary  bypass  and  without  disturb- 
ing the  flow  into  the  descending  thoracic  aorta. 
The  inlet  and  outlet  ports  were  anastomosed 
end  to  side  to  the  promixal  and  distal  portions 
of  the  thoracic  aorta.  A pneumatic  driveline, 
encased  in  Dacron  velour,  was  brought  to  the 


outside  through  the  left  iliac  crest  (Figure  1). 
The  first  patient  used  a standard  balloon  pump 
console  and  the  second  a modified  portable 
drive  unit  to  actuate  the  PAP.  Timing  was  in- 
itially synchronized  with  the  ECG  and  arterial 
waveform.  Later,  noninvasive  chronic  timing 
was  achieved  by  ECG,  doppler  or  finger  ple- 
thysomograph. 

Both  patients  stabilized  hemodynamically, 
allowing  normalization  of  metabolic  deficien- 
cies. Both  progressed  from  continuous  pump- 
ing to  intermittent  pumping.  The  first  patient 
developed  stress  gastritis  and  uncontrollable 
gastrointestinal  (G.I.)  hemorrhage.  He  under- 
went emergency  gastrectomy  but  expired  on 
the  39th  day  post-PAP  implant  of  complica- 
tions related  to  the  G.I.  bleeding. 

The  second  patient  also  had  an  excellent 
hemodynamic  response  but  developed  com- 
plications of  his  chronic  obstructive  pulmo- 
nary disease.  He  required  tracheostomy  with 
intermittent  ventilatory  support.  He  arrested 
and  expired  on  the  34th  day  post-PAP  im- 
plant. At  autopsy  in  both  patients,  the  PAPs 
were  patent  and  well  healed.  There  were  no 
signs  of  infection,  clot  or  thromboembolism. 
The  transcutaneous  connector  was  solidly 
healed  into  the  iliac  crest. 


Case  No.  3 

A 35-year-old  moribund  female  with  end- 
stage  cardiomyopathy  complicated  by  severe 
diabetes  and  obesity  had  a permanent  in- 
traaortic balloon  inserted  via  the  left  iliac  ar- 
tery. The  air  hose,  covered  with  Dacron  ve- 
lour, was  exteriorized  via  the  iliac  crest  as  for 
the  PAP.  After  2 weeks  of  continuous  pump- 
ing, cardiovascular  and  metabolic  stabilization 
was  achieved.  A program  of  in-hospital  inter- 
mittent pumping,  followed  by  a program  of 
outpatient  pumping,  was  developed.  The  pa- 
tient returned  to  an  active  life.  Outpatient 
pumping  was  performed  periodically,  similar 
to  the  regime  for  hemodialysis.  The  patient 
died  3 months  post  pump  implant,  presum- 
ably of  an  arrhythmia. 

Cardiac  Transplantation 

Five  patients  underwent  orthotopic  cardiac 
transplantation  between  July,  1985  and  April 
1986  and  are  described  here. 
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Case  No.  4 

PS  is  a 56-year-old  male  who  presented  to 
MHMC  Transplant  Screening  Committee  in 
May  of  1985  for  consideration  of  cardiac  trans- 
plantation. The  patient  had  a cardiac  history 
dating  back  to  1971  when  he  underwent  cor- 
onary artery  revascularization  at  Cleveland 
Clinic,  Cleveland,  Ohio.  Cardiac  decompen- 
sation progressed  slowly  over  the  next  12  years 
secondary  to  progressive  ischemic  cardiomy- 
opathic  problems.  Subsequent  cardiac  cathe- 
terization revealed  very  poor  left  ventricular 
function  which  precluded  conventional  med- 
ical or  surgical  therapy. 

Because  this  patient  demonstrated  a stable 
psychosocial  profile  and  the  ability  to  rehabi- 
litate, cardiac  transplantation  was  performed 
in  July,  1985.  The  patient  made  an  uneventful 
recovery  from  his  transplant  and  was  dis- 
charged on  the  13th  postoperative  day.  He  is 
being  followed  in  the  cardiac  transplant  clinic. 

Case  No.  5 

MM  is  a 38-year-old  male  who  had  a 3-year 
history  of  a presumptive  viral  cardiomyopa- 
thy. Multiple  hospitalizations  due  to  gradual 
cardiac  deterioration  brought  him  to  MHMC 
in  August,  1985.  Cardiac  catheterization  re- 
vealed normal  coronary  arteries  with  marked 
reduction  in  left  ventricular  function. 

While  in  the  hospital  continued  deteriora- 
tion occurred  despite  aggressive  medical  ther- 
apy. He  was  accepted  by  the  Cardiac  Trans- 
plant Screening  Committee  for  transplantation. 
He  underwent  uneventful  cardiac  transplan- 
tation on  November  2,  1985  and  was  dis- 
charged on  the  35th  post  transplant  day.  He 
is  being  followed  in  the  cardiac  transplantation 
clinic. 


Case  No.  6 

RM  is  a 7-year-old  white  male  followed  since 
birth  by  the  pediatric  cardiologic  service  at 
MHMC.  He  has  a history  of  endocardial  fi- 
broelastosis and  required  multiple  hospitali- 
zations over  the  years  for  treatment  of  conges- 
tive heart  failure.  He  was  admitted  to  MHMC 
on  November  7,  1985  due  to  severe  congestive 
heart  failure.  In  spite  of  aggressive  and  inten- 
sive medical  therapy,  he  continued  to  deteri- 
orate. Cardiac  transplantation  was  recom- 


mended. Cardiac  catheterization  revealed 
severe  pulmonary  hypertension  (20  wood 
units),  mitral  and  tricuspid  valve  insufficiency 
and  markedly  depressed  ventricular  function. 
Intensive  pulmonary  vasodilators  were  in- 
fused for  one  week.  His  pulmonary  vascular 
resistance  was  reduced  to  about  6 wood  units. 

He  underwent  cardiac  transplantation  on 
November  29,  1985.  The  patient  weighed  ap- 
proximately 30  pounds  at  transplant;  and  the 
donor  weighed  90  pounds.  In  spite  of  a stormy 
early  postoperative  course,  he  made  a good 
recovery  and  was  discharged  from  the  hospital 
on  the  27th  day  post  transplantation.  He  has 
returned  to  school  and  is  followed  in  the  car- 
diac transplant  patient  clinic. 

Case  No.  7 

SB  is  a previously  healthy  38-year-old-fe- 
male  who  developed  a presumptive  acute  viral 
cardiomyopathy.  Due  to  severe  cardiac  de- 
compensation, she  was  hospitalized  on  No- 
vember 27,  1985.  She  underwent  cardiac  cath- 
eterization which  revealed  findings  consistent 
with  a congestive  cardiomyopathy  severe  car- 
diac decompensation.  She  transferred  to 
MHMC  on  December  8,  1985  for  cardiac  trans- 
plantation. 

Because  of  severe  and  continued  cardiac  de- 
compensation resulting  in  cardiogenic  shock, 
acidosis,  and  respiratory  and  cardiac  arrest, 
she  required  endotracheal  intubation  and  mas- 
sive amounts  of  cardiotonic  drugs  to  maintain 
circulation.  Further  deterioration  occurred. 
Venoarterial  pumping  with  a centrifugal  pump 
was  initiated  December  19,  1985  as  an  inter- 
mediate step  until  a donor  heart  could  be  ob- 
tained. She  was  maintained  on  the  pump  for 
approximately  50  hours  and  underwent  a suc- 
cessful cardiac  transplantation. 

She  was  discharged  from  the  hospital  on  the 
28th  post  transplant  day  and  readmitted  on 
January  21,  1986  with  an  episode  of  acute  re- 
jection. Rejection  was  reversed  with  pulsed 
high  dose  steroids  and  anti  thymocyte  glob- 
ulin. The  patient  expired  on  the  20th  day  after 
readmission  of  complications  secondary  to  cy- 
tomegalic viremia  and  sepsis. 

Case  No.  8 

RK  is  a 38-year-old  male  with  a known  his- 
tory of  idiopathic  cardiomyopathy.  Hemody- 
(Please  turn  to  page  526) 
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namic  instability  resulted  in  hospitalization  in 
April  of  1986.  Cardiac  catheterization  revealed 
markedly  reduced  cardiac  function  and  nor- 
mal coronary  arteries.  He  transferred  to  MHMC 
and  was  supported  with  cardiotonic  drugs  and 
an  intraaortic  balloon  pump  until  a donor  heart 
was  found.  He  underwent  cardiac  transplan- 
tation on  April  14,  1986  and  is  presently  re- 
covering. 


"The  relationship  of  mechanical 
heart  systems  and  cardiac  trans- 
plantation now  involves  using  cir- 
culatory support  system  as  an  in- 
termediary step  until  a cardiac 
transplant  can  be  performed." 


Discussion 

Artificial  organ  and  cardiac  transplantation 
has  been  a major  interest  of  our  group.  Exten- 
sive laboratory  and  clinical  research  has  led  to 
extensive  publications  on  these  subjects. 
Participation  by  Dr.  Phillips  in  the  initial  clin- 
ical application  of  temporary  and  permanent 
left  ventricular  support  systems  in  the  1960's 
and  1970's  has  allowed  translocation  of  that 
experience  to  MHMC.^- In  addition,  his 
experience  with  the  first  2 human  heart  trans- 
plants in  the  United  States  and  continued  ex- 
perimental work  by  Drs.  Phillips,  Zeff  and 
Kongtahworn  with  cardiac  transplantation  in 
the  1970's  and  1980's  have  allowed  develop- 
ment of  cardiac  transplantation  at  MHMC. 

The  investigative  and  clinical  experience  in 
the  3 patients  with  permanent  left  ventricular 
assist  pumps  demonstrates  the  feasibility  of 
such  systems  and  warrants  continued  labo- 
ratory and  clinical  trials.  The  experience  with 
cardiac  transplantation  at  MHMC  has  dem- 
onstrated feasibility  of  such  a procedure  out- 
side of  a strictly  "university"  environment.  The 
use  of  venoarterial  pumping  in  case  no.  7 dem- 
onstrates the  need  for  both  services  to  be  read- 
ily available  and  maintained  by  an  experienced 
team.  Continued  growth  in  these  areas  will 
allow  better  quality  and  more  extensive  care 
for  patients  requiring  such  services. 

Heart  donor  availability  is  a major  problem 
for  Mercy's  program.  Of  the  5 cardiac  trans- 
plants performed  to  date,  no  donor  was  ob- 
tained via  the  University  of  Iowa  organ  re- 


trieval system.  One  donor  was  in  house  and 
the  others  came  via  state  organ  retrieval  pro- 
grams requiring  long  range  procurement  pro- 
cedures. (Table  I.)  In  addition,  4 patients  (2 
adults  and  2 children)  who  were  being  con- 
sidered for  cardiac  transplantation  died  before 
donor  organs  became  available.  Nearly  one  half 
of  the  patients  awaiting  cardiac  transplanta- 
tion at  MHMC  died  before  a donor  organ  was 
available. 

The  growth  of  an  active  adult  and  pediatric 
cardiovascular  medicine,  surgical  and  anes- 
thesia service  over  the  past  11  years,  suppor- 
tive services  such  as  immunology,  pathology, 
and  infectious  disease,  and  excellent  par- 
amedical, administrative,  rehabilitation  and 
community  educational  programs  have  al- 
lowed the  growth  and  success  of  the  cardiac 
transplant  and  artificial  organ  services  at 
MHMC.22 


TABLE  I 


Patient 

NO. 

Donor 

Location 

Ischemic 

Time 

Transport 

Mode 

1 

In  House 

0 Hrs.  38  Min. 

None 

2 

Fargo,  ND 

2 Hrs.  28  Min. 

Jet  & Ambulance 

3 

Houston,  TX 

3 Hrs.  17  Min. 

Jet  & Helicopter 

4 

Dearborn,  Ml 

2 Hrs.  53  Min. 

Jet  & Ambulance 

5 

Dallas,  TX 

3 Hrs.  5 Min. 

Jet  & Ambulance 

Summary 

The  relationship  of  mechanical  heart  sys- 
tems and  cardiac  transplantation  now  involves 
using  circulatory  support  system  as  an  inter- 
mediary step  until  a cardiac  transplant  can  be 
performed.  Transplantation  does  not  elimi- 
nate the  need  for  left  ventricular  and  artificial 
heart  pumps.  A number  of  centers  use  left 
ventricular  support  or  artifical  heart  pump  as 
the  intermediate  step  prior  to  cardiac. 

Experimental  trials  with  the  total  artificial 
heart  hold  promise  for  the  future.  Our  patient 
experience,  to  date,  indicates  the  ability  of 
MHMC  to  fulfill  these  needs. 
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There’s  never  been 
a better  time  for  her. . . 
and 

PREMARBM* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month!"  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dLto  56.4  mg/dL — and  decrease  in 
LDL  cholesterol— from  165.1  mg/dLto  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN’ 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMAR1N  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-tO"Severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARDM* 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream  In  a nonllquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent ot  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  ot  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adeguate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  eguiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  In  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a tew  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 .000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  LISP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  ot  17a-estradiol. 
equilenin.  and  t7a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg.  0 625  mg.  0 9 
mg,  t 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  tor  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  I The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATION^  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  t 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thrombdembdiic  disorders 
6 A past  history  of  thrombophlebifis.  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  lor  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  ot  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  ot  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives.  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia.  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  It  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  Vlll,  IX.  and  X.  decreased  antithrombin  3:  increased  nor- 
epinephrine-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  ot 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment:  increase  in  size  of  uterine  fibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDDSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DDSAGE  AND  ADMINfSTRATION; 

PREMARIN’  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 .25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administralion  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  etfeclive  control  Osleoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN’  Brand  of  conjugated  estroKns  Vaginal  Cream 

Given  cyclically  tor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  iniravaginally.  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

f.  Whitehead  Ml,  Townsend  PT.  Pryse-DaviesJ.  etal  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphologyof  the  postmenopausal  endometrium  fl/fng/V  Med  1981:305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T.  Sturdee  DW.  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980:280  822-824  3.  Magos  AL,  Brincat  M,  Studd  JWW.  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women.  Obslet 
Gyneco/1985. 67  496-499  4.  Whitehead  Ml,  Lane  G,  SiddleN.  etal:  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983,1  1,41-52  5.  Barnes  RB,  Roy  S. 
Lobo  RA  Comparison  of  lipid  and  androgen  levels  afler  conjugaled  esirogen  or  depo-medroxyprogesterone 
acelate  treatment  in  postmenopausal  women  Obstel  Gynecol  1985:66  216-219 
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COMMUNICATION 


"Words  are  one  of  our  chief  means 
of  adjusting  to  all  the  situations  of 
life.  The  better  control  we  have  over 
words  the  more  successful  our  ad- 
justment is  likely  to  be."  — Bergen 
Evans 


"Almost  all  language  is  figurative 
and  so  far  may  obscure  as  zvell  as 
illustrate  the  subject  which  it  is  used 
to  denote."  — Peter  Mere  Latham, 
1789-1875 


Communication  entails  the  interchange  of 
thoughts  or  opinions.  Such  interchange 
can  be  verbal  or  in  print,  or  by  action.  The 
familiar  admonition  that  "actions  speak  louder 
than  words"  has  true  meaning.  It  is  to  that  we 
address  these  comments. 

This  issue  of  iowa  medicine  is  concerned 
with  the  medical  professionals  need  to  de- 
velop better  communication  skill  in  both  per- 
sonal and  professional  contacts.  Clear  and 
straight  forward  skills  in  communication  lead 
to  understanding.  The  skills  of  communication 
commence  in  early  infancy,  and  become  more 
proficient  through  the  years  by  experience  and 
training.  The  infant  conveys  ideas  by  coos. 


gurgles,  cries,  and  facial  expressions.  The 
mother  gains  meaning  from  these  traits  and 
heeds  to  the  infant's  primitive  communication 
efforts. 

Language  development  follows  at  a rapid 
pace,  and  becomes  very  proficient  in  early 
childhood.  Education  and  experience  broad- 
ens the  art  of  communication  from  the  spoken 
to  the  written  language,  becoming  more  and 
more  complex  according  to  the  station  of  life 
and  the  educational  experiences.  Yet,  in  many 
individuals  there  is  a great  amount  of  defi- 
ciency in  the  art  of  communicating.  Here,  then, 
we  have  to  consider  such  attributes  as  timing, 
tact,  courtesy  and  consideration.  Some  per- 
sons continue  to  lack  these  attributes  of  suc- 
cessful communication;  others  become  very 
proficient  by  training  and  experience. 

Physicians  must  be  good  communicators,  for 
our  entire  professional  purpose  is  to  convey 
information  to  our  colleagues  and  our  pa- 
tients. Should  there  be  failure  herein,  there  is 
failure  of  success  in  professional  endeavor. 
There  is  a need  for  persons  in  our  profession 
to  be  able  to  communicate  in  2 distinct  areas, 
with  our  colleagues  wherein  jargon  may  be 
employed,  and  with  our  patients  to  whom  we 
must  talk  medicine  in  the  layman's  language. 
Such  an  ability  must  be  cultivated. 

There  is  another  form  of  communication  we 
unwittingly  use  too  often.  Body  language,  as 
it  has  been  called,  conveys  ideas  which  may 
refute  the  spoken  word.  Our  actions  must  serve 
to  emphasize  or  strengthen  our  words.  Nerv- 
ous habits,  side-glances,  brusqueness,  or  poor 
control  of  the  voice  may  convey  messages  of 
distrust  or  disdain  to  the  listener.  Though  the 
words  may  imply  sincerity,  the  actions  might 
refute  the  entire  message. 

In  past  years,  communication  to  the  patient 
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by  the  physicians  was  not  fully  practiced.  The 
physician  “knew  the  answers/'  the  patient 
“wouldn't  understand  anyway"  so  “why  go 
into  detail."  Now  our  patients  have  a right  to 
know,  they  desire  to  be  informed,  and  our 
communication  skills  must  be  increased  as  the 
messages  are  presented  in  this  issue  of  iowa 
MEDICINE.  We  must  communicate  more  effec- 
tively with  our  patients,  our  allied  health  per- 
sonnel, our  physician  colleagues,  and  the  pub- 


FREE  BOOKLET  — Sugars  and  Your  Health  is 
an  informative  booklet  available  from  the 
American  Council  on  Science  and  Health.  Send 


lie.  There  is  another  area  (a  subject  of  its  own): 
we  must  communicate  more  effectively  with 
our  own  families. 

Practice  effective,  considerate  communica- 
tion. Consider  how  you  present  yourself  to 
others.  Communication  is  a skill;  an  art.  De- 
velop good  skills  and  practice  them  in  your 
daily  life.  The  results  will  enhance  success  in 
vour  personal  as  well  as  professional  life.  — 
M.E.A. 


a stamped  (66c  postage)  self-addressed,  (#10) 
envelope  to  Sugar  Report,  ACSH,  47  Maple 
Street,  Summit,  N.J.  07901. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“Ail  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
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In  Iowa  HERPECIN-L  is  available  at  all  Hartig,  Osco, 
Peoples  Drug  Stores  and  other  select  pharmacies. 
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RSVP  also  provides  special  follow-up  services  to 
any  of  your  patients  referred  to  Saint  Joseph  Hospital  I I 

For  more  information,  call  our  toll  free  number,  I fj  I 

1 -800-64 2-RS  VP,  and  ask  for  the  RSVP  Coordinator.  w wr 

Regional  System  for  Visiting  Physicians 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

COMPUTERIZED  CME 

1 haven't  taken  the  plunge  yet  and  entered 
full  sail  into  the  modern  educational  ap- 
plications of  computers  and  video,  but  I can 
tell  that  the  whole  matter  is  getting  close 
enough  that  one  of  these  days  it  will  simply 
engulf  me,  like  it  or  not.  And  it  will  do  so  to 
— or  for  — you  as  well.  Just  how  engulfed  we 
become  will  depend  on  how  long  we'll  live, 
though,  because  these  things  won't  happen 
by  the  day-after-tomorrow. 

But  the  evidence  I saw  presented,  at  a recent 
conference  on  technological  applications  to 
CME,  started  to  soften  my  skepticism.  A 
branch  of  the  National  Library  of  Medicine  has 
been  developing  a most  impressive  videodisc 
instructional  program,  operated  by  natural 
language  voice  commands  — now  that's  how 
to  deal  with  us  old  fogeys  who  are  keyboard- 
shy.  You  simply  tell  this  simulation  what  kind 
of  information  you  want,  and  it  will  appear  in 
front  of  you,  even  with  some  of  the  history 
provided  as  dramatized  flashback.  No  lists  or 
cues  are  provided;  the  class  or  student  must 
make  independent  choices,  as  in  "real  life," 
and  those  choices  can  generate  a range  of  com- 
plications and  several  possible  outcomes  for 
the  patient.  Those  research  and  development 
folks  have  spent  a whale  of  a lot  of  time  and 
money  in  this  single  prototype  and  have  pro- 
duced something  analogous  to  a moon  land- 
ing. But  the  time  has  come  to  face  the  reality 
of  moon  shots. 

The  use  of  more  mundane  videocassettes 
and  videodiscs  for  CME  is  now  at  hand.  And 
that's  true  also  for  computerized  simulations 
and  exercises  for  CME.  Many  companies  are 
now  hawking  their  wares  — they're  really  here 
and  for  sale.  The  number  of  cases  and  prob- 
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lems  per  manufacturer  isn't  large,  but  we're 
past  the  stage  of  inventing  the  internal  com- 
bustion engine  — the  horseless  carriages  are 
now  on  the  road.  These  companies  figure, 
rightly  I suppose,  that  doctors  and/or  clinics 
and/or  hospitals  are  so  well  revved-up  with 
the  necessary  computers  and  players  that 


Even  if  that's  not  true  for  the  O.F.'s 
(translate  that  F as  fogey),  they'll 
soon  he  washed  away  by  that 
younger  generation  we  hear  of 
that's  growing  up  agile  and  com- 
fortable with  the  computers  and 
their  related  educational  software. 


everybody  can  be  in  the  act.  Even  if  that's  not 
true  for  the  O.F.'s  (translate  that  F as  fogey), 
they'll  soon  be  washed  away  by  that  younger 
generation  we  hear  of  that's  growing  up  agile 
and  comfortable  with  the  computers  and  their 
related  educational  software.  As  a clinching 
proof  that  the  technology  has  arrived  in  full 
flower,  I cite  the  existence  of  a journal,  "Phy- 
sician's Video  Guide,"  that  has  already  passed 
No.  8 of  volume  1,  which  contains  articles, 
news  of  physician  video,  editorials,  cassette 
listings,  and  reviews  of  video  packages  and 
teleconferences.  All  this  splendid  guide  to  the 
perplexed  is  yours  for  an  annual  subscription 
fee  of  $15.  Need  there  be  any  further  proof  of 
an  established  enterprise? 

Some  of  the  O.F.'s  can  change.  Old  dogs 
can  learn  lots  of  new  tricks  — it  just  takes 
longer  and  a greater  commitment  of  time  and 
dedication.  But  here's  a nice  comment  that's 
applicable  not  just  to  children:  "It  is  not  the 
chocolates  and  the  sponge  cakes  that 
strengthen  the  child's  jaw  muscles."  That's  not 
a literal  comment  from  a physiologist,  but  a 

(Please  turn  to  page  540) 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 

LOW-OSMOLALITY  RADIOGRAPHIC 
CONTRAST  AGENTS 


PRIOR  TO  1978,  the  only  water-soluble  contrast 
agents  available  in  the  United  States  were 
the  sodium  and  meglumine  salts  of  diatrizoate 
(Renografin,  Hypaque)  and  iothalamate  (Con- 
ray).  These  substances  become  ionized  in  so- 
lution, resulting  in  3 organically  bound  iodine 
atoms  attached  to  a benzene  ring  for  2 particles 
in  solution,  an  ionic  ratio  of  3:2,  or  1.5.  Because 
of  the  ionization,  these  older  media  have  5 to 
8 times  the  osmolality  of  plasma  or  cerebro- 
spinal fluid.  This  hypertonicity  is  primarily  re- 
sponsible for  the  burning  discomfort  experi- 
enced during  intravascular  injection.  It  is  also 
partly  responsible  for  the  toxicity  to  the  central 
nervous  system,  causing  these  substances  to 
be  unsuitable  for  injection  into  the  subarach- 
noid space.  The  incidence  of  severe,  life- 
threatening  reactions  to  the  older  contrast 
agents  is  about  22  per  100,000  and  death  occurs 
in  from  2 to  10  per  100,000  injections.^  The 
ideal  radiographic  substance  for  intravascular 
and  intrathecal  use  should  be  isotonic  with 
plasma  and  CSF,  readily  excreted  by  the  kid- 
neys, nontoxic,  and  sufficiently  radiopaque  to 
yield  good  diagnostic  images. 

Metrizamide,  the  first  nonionic  contrast  ma- 
terial, was  developed  in  Norway.^  It  is  a triio- 
dinated  compound  derived  from  metrizoic  acid 
and  glucosamine.  Since  it  does  not  ionize  in 
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solution,  the  ratio  of  iodine  atoms  to  particles 
in  solution  is  3.  At  a concentration  of  170  mg 
I/ml,  metrizamide  is  isotonic  with  plasma  and 
CSF.  Under  the  trade  name  Amipaque,  me- 
trizamide became  available  in  the  United  States 
in  1978  and  has  been  used  primarily  for  mye- 
lography and  CT  cisternography.  Its  high  cost 
(about  $80  per  10  ml)  made  its  use  for  angiog- 
raphy impractical  except  in  very  special  situ- 
ations. Metrizamide  is  unstable  in  solution  and 
is  supplied  as  a lyophilized  powder,  which  has 
to  be  reconstituted.  Following  injection  into 
the  subarachnoid  space,  headache,  nausea, 
and  vomiting  are  frequent  complications.  More 
serious  reactions  such  as  seizures,  aseptic 
meningitis,  allergic  reaction,  and  mental  con- 
fusion or  transient  aphasia  occur  in  less  than 
1%  of  patients  examined.^  In  myelography, 
metrizamide  was  a major  improvement  over 
the  oily  contrast  media,  since  it  does  not  have 
to  be  removed  from  the  subarachnoid  space 
and  is  suitable  for  intracranial  studies  in  con- 
junction with  pluridirectional  or  computed 
tomography.  However,  metrizamide  is  being 
replaced  by  the  newer,  safer,  and  less  costly 
iohexol  and  iopamidol,  which  became  avail- 
able this  year,  and  both  are  also  safe  for  intra- 
vascular use.  For  intravascular  studies  only, 
ioxaglate,  a low-osmolality  ionic  contrast  agent, 
is  also  available. 

Iohexol 

Iohexol  is  a nonionic,  water-soluble  radi- 
ographic contrast  substance.  In  aqueous  so- 
lution, each  triiodinated  molecule  remains  un- 
dissociated, resulting  in  an  ionic  ratio  of  3.  The 
chemical  structure  is  illustrated  in  Figure  1. 
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Figure  1 


Extensive  animal  experiments  have  shown 
that  iohexol  has  lower  chemotoxicity  and  os- 
motoxicity  than  the  ionic  ratio  1.5  media.-  Acute 
intravenous  toxicity  in  mice  is  less  than  half 
that  of  the  ionic  ratio  1.5  contrast  media.  Com- 
parison with  ioxaglate  shows  that  the  LD  50 
of  iohexol  is  about  80%  higher.  This  difference 
in  intravenous  toxicity  must  be  due  to  the  lower 
molecular  toxicity  of  iohexol,  since  ioxaglate 
has  the  lower  osmolality.  In  histamine  release 
experiments,  iohexol  releases  less  histamine 
than  either  metrizamide  or  ioxaglate.  The  hy- 
pertonicity of  contrast  media  induces  a loss  of 
intracellular  water  from  red  cells,  reducing  their 
ability  to  pass  through  capillaries.  Iohexol  has 
less  influence  on  red  blood  cell  morphology 
than  metrizamide,  ioxaglate,  or  the  older  con- 
trast media. 

Following  intravenous  bolus  injection  or  in- 
tracardiac injection,  iohexol  produces  smaller 
pressure  increases  in  the  pulmonary  artery  and 
smaller  pressure  decreases  in  the  aorta  than 
the  ratio  1.5  media.  These  advantages  are  es- 
pecially important  in  patients  with  pulmonary 
hypertension,  emphysema,  pulmonary  fibro- 
sis, and  cardiac  disease.  Due  to  the  its  lower 
molecular  toxicity,  iohexol  has  less  tendency 
to  produce  pulmonary  edema  than  either  the 
ratio  1.5  media  or  the  ratio  3 ioxaglate  or  io- 
pamidol.This  may  be  important  in  patients 
with  cardiopulmonary  disease.  Endothelial 
damage  is  related  more  to  molecular  toxicity 
than  to  osmolality.  All  ratio  3 media  (iohexol, 
metrizamide,  and  ioxaglate)  produce  less  en- 
dothelial damage  than  the  older  ratio  1.5  me- 
dia. At  the  same  dose,  the  ratio  3 media  pro- 
duce considerably  less  vasodilation  than  the 
older  media.  This  means  that  the  newer  media 
are  less  likely  to  cause  hypotension  following 
intravascular  injection,  an  important  factor  in 


elderly  patients  who  are  at  risk  of  cerebral  and 
myocardial  infarction  or  renal  failure.  In  cor- 
onary arteriography,  the  nonionic  media  pro- 
duce less  decrease  in  left  ventricular  contractile 
force  than  the  older  media.  When  injected  into 
the  renal  artery,  iohexol  produces  less  albu- 
minuria and  less  diuretic  effect  than  the  ratio 
1.5  media.  Following  injection  into  the  sub- 
arachnoid space,  there  is  less  penetration  of 
the  blood-brain  barrier  by  iohexol  than  by  me- 
trizamide, and  iohexol  has  less  effect  on  ani- 
mal behavior  than  iopamidol  or  metrizamide. 
The  risk  of  arachnoiditis  in  experimental  ani- 
mals is  less  with  iohexol  than  with  metriza- 
mide. 

In  clinical  trials  with  large  numbers  of  pa- 
tients, myelography  with  iohexol  resulted  in 
satisfactory  images  and  significant  reduction 
in  the  incidence  of  headache,  nausea,  vomit- 
ing, and  psychobehavioral  changes  as  com- 
pared to  patients  receiving  metrizamide.^' ^ 
In  one  large  series,  the  incidence  and  severity 
of  adverse  side  effects  were  slightly  but  sig- 
nificantly less  with  iohexol  than  with  iopam- 
idol. Three  of  25  patients  showed  EEG  changes 
following  myelography  with  iopamidol;  none 
of  35  patients  examined  with  iohexol  demon- 
strated EEG  changes.^  In  a large  clinical  trial 
of  over  1,000  patients,  no  epileptogenic  activ- 
ity was  recorded  in  over  370  patients  receiving 
iohexol  intrathecally.  No  mental  or  psycho- 
organic  changes  were  observed  in  any  patient. 
Seventy  percent  of  patients  given  iohexol  had 
no  adverse  reactions,  as  compared  to  47%  who 
were  symptom  free  with  metrizamide.® 

Iohexol  is  distributed  in  the  United  States 
by  Winthrop-Breon  under  the  trade  name  Om- 
nipaque  and  is  available  in  sterile  solution.  For 
intrathecal  use,  it  is  supplied  in  180  and  240 
mg  I/ml  concentrations.  It  is  readily  absorbed 
from  the  CSF  into  the  bloodstream  and  is  elim- 
inated by  renal  excretion.  In  conventional  ra- 
diography, good  diagnostic  contrast  is  present 
for  at  least  30  minutes.  For  computerized  to- 
mography, initial  opacity  is  too  great  and  the 
examination  should  be  delayed  1 to  2 hours. 
Prolonged  plasma  iohexol  levels  occur  in  pa- 
tients with  renal  impairment.  Currently,  Om- 
nipaque  180  and  240  are  approved  only  for 
lumbar  and  thoracic  myelography  and  com- 
puterized tomography  in  the  adult. 

Contraindications  are  known  hypersensitiv- 
ity to  the  drug  and  local  or  systemic  infection. 

(Please  turn  to  page  534) 
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Concurrent  intrathecal  administration  of  cor- 
ticosteroids is  contraindicated  and  a total  dose 
of  3,060  mg  iodine  should  not  be  exceeded. 

Certain  drugs  that  lower  seizure  threshold 
should  be  discontinued  48  hours  before  mye- 
lography and  not  be  resumed  for  at  least  24 
hours  postprocedure.  These  include  pheno- 
thiazine  derivatives,  MAO  inhibitors,  tricyclic 
antidepressants,  CNS  stimulants,  analeptics, 
major  tranquilizers,  and  antipsychotic  drugs. 
In  an  emergency  situation,  prophylactic  use  of 
anticonvulsants  should  be  considered. 

Possible  adverse  reactions  include  aseptic  or 
bacterial  meningitis,  allergy  or  idiosyncrasy, 
CNS  irritation,  mental  disturbances,  periph- 
eral neuropathy,  back  pain,  and  paresis.  Pa- 
tients with  a history  of  allergy  are  twice  as 
likely  to  have  a reaction.  Patients  with  a his- 
tory of  previous  reaction  to  a contrast  medium 
are  3 times  more  susceptible  than  the  average 
patient.  Overdosage  has  not  been  reported  but 
would  be  expected  to  result  in  neurological 
deficits  and  EEC  changes. 

Omnipaque  180  and  240  are  slightly  hyper- 
tonic to  CSF.  The  concentration  and  amount 
used  are  determined  by  the  size  of  the  patient 
and  the  extent  of  spinal  canal  to  be  examined. 
Under  no  circumstances  should  more  than 
3,060  mg  iodine  be  administered  intrathecally. 
This  is  a maximum  of  17  ml  for  the  180  mg  1/ 
ml  concentration  and  12.75  ml  for  the  240  mg 
I/ml  concentration.  Patients  should  be  well  hy- 
drated before  and  after  the  myelogram.  If 
vomiting  occurs,  phenothiazine  antinauseants 
should  be  avoided.  Dehydration  should  be 
treated  with  intravenous  fluids. 

For  intravascular  use,  Omnipaque  is  sup- 
plied in  a 300  mg  I/ml  solution  for  aortography, 
cerebral  arteriography,  phlebography,  and  ex- 
cretory urography;  and  in  350  mg  I/ml  con- 
centration for  angiocardiography,  aortogra- 
phy, digital  subtraction  angiography, 
peripheral  arteriography,  and  excretory  urog- 
raphy. Although  adverse  reactions  are  less  than 
with  the  older  contrast  agents,  the  same  warn- 
ings and  precautions  apply.  Patients  should 
be  well  hydrated  and  equipment  for  treatment 
of  reactions  should  be  at  hand.  Extreme  care 
is  indicated  in  patients  with  impaired  renal  or 
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liver  function,  thyrotoxicosis,  or  myeloma;  in 
diabetics  with  elevated  serum  creatinine  lev- 
els; and  in  patients  known  or  suspected  to  have 
a pheochromocytoma.  The  recommended  vol- 
umes to  be  injected  are  the  same  as  with  the 
older  contrast  media. 

lopamidol 

lopamidol  is  a nonionic,  water-soluble  ra- 
diographic contrast  agent.  Its  chemical  struc- 
ture and  properties  are  very  similar  to  those 
of  iohexol.  It  has  an  ionic  ratio  of  3 and  the 
chemical  structure  is  illustrated  in  Figure  2. 

lopamidol  given  intravenously  to  mice  had 
higher  LD  50  values  than  diatrizoate,  iothal- 
amate,  ioxaglate,  or  metrizamide.  Extensive 
animal  experiments  showed  that  iopamidol 
caused  less  toxic  and  pharmacodynamic  ef- 
fects than  metrizamide  or  the  older  contrast 
media. ^ In  43  healthy  human  subjects,  iopam- 
idol was  cleared  rapidly  from  the  bloodstream, 
excreted  in  the  urine,  and  well  tolerated.  In 
Europe,  intrathecal  and  intravascular  injec- 
tions of  iopamidol  in  over  200,000  procedures 
produced  fewer  adverse  reactions  than  me- 
trizamide. Angiography  was  less  painful  and 
hemodynamic  changes  were  less  than  with  the 
ratio  1.5  contrast  media. In  the  United 
States,  it  was  concluded  after  extensive  testing 
that  nonionic  media  are  considerably  less  del- 
eterious to  the  cardiovascular  system  than  the 
older  ionic  media. Because  of  the  reduced 
osmolality,  the  nonionic  media  produce  much 
less  burning  sensation  during  peripheral  ar- 
teriography than  the  older  ionic  agents.  In  cer- 
ebral angiography,  intracarotid  or  intraverte- 
bral  injection  produced  less  patient  discomfort 
and  less  neurotoxicity  than  the  ionic  media. 
lopamidol  is  also  superior  to  the  older  contrast 
substances  in  excretory  urography,  peripheral 
phlebography,  and  digital  subtraction  angiog- 
(Please  turn  to  page  536) 
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...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 


Medicine's  views  on  these  important  issues  are  critical  to  ensuring  that  good  legislation  becomes  law  — and  that 
bad  legislation  doesn't.  IMPAC  helps  make  sure  that  our  views  are  heard! 

IMPAC  supports  legislative  candidates  whose  voting  records  and  personal  philosophies  indicate  a willingness 
to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
non-physicians  in  the  Legislature  continue  to  receive  the  best  medical  advice  on  legislation  which  affects  our 
patients  and  our  profession! 


Enclosed  is  my  check  for  $100.  Please  enroll  me  as  a Sustaining  Member  of  IMPAC  and  AMPAC. 
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Address 

City State Zip 

Complete  and  send  to:  IMPAC,  1001  Grand  Ave.,  West  Des  Moines,  Iowa  50265 
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to  moke  pac  contrifewfions.  Contributlotis  are  subject  to  the  limitations  of  FEC  Regulations.  (Federal  Regulations  require  this  notice.)  Paid  lor  by  the  Iowa  Medi- 
cal Political  Action  Committee,  lOOl  Grand  Avenue,  West  Des  Moines,  LA  50265. 
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raphy  because  of  its  lower  toxicity,  better  pa- 
tient tolerance,  and  superior  radiopacity.'‘‘ 

For  intrathecal  administration,  iopamidol  is 
supplied  by  Squibb  in  2 concentrations:  Iso- 
vue-M  200,  containing  200  mg  I/ml  and  Isovue- 
M 300,  containing  300  mg  I/ml.  It  is  approved 
only  for  adults  in  all  types  of  myelography  and 
for  cisternography  and  ventriculography  in 
conjunction  with  computerized  tomography. 
Contraindications,  drug  interactions,  and  pos- 
sible adverse  reactions  are  the  same  as  with 
iohexol.  Patients  should  be  well  hydrated  prior 
to  and  following  the  procedure,  since  dehy- 
dration may  contribute  to  renal  failure  in  sus- 
ceptible patients.  As  with  iohexol,  the  most 
common  adverse  reactions  are  headache,  nau- 
sea, vomiting,  and  musculoskeletal  pain.  These 
are  usually  mild  or  moderate  and  resolve  in 
24  hours.  Severe,  immediate,  or  delayed 
chemotoxic  or  anaphylactic  reactions  are  pos- 
sible, particularly  if  large  amounts  of  contrast 
enter  the  intracranial  spaces.  Isovue-M  200  is 
only  slightly  hypertonic  and  is  recommended 
for  lumbar  myelography.  For  movement  to 
more  distant  areas  with  resultant  dilution  by 
CSF,  the  more  concentrated  Isovue-M  300  is 
recommended.  A total  dose  of  4,500  mg  I 
should  not  be  exceeded  (22.5  ml  for  Isovue-M 
200  and  15  ml  for  Isovue-M  300).  However, 
recommended  doses  range  from  10  to  15  ml 
for  myelography  and  4 to  6 ml  for  CT  cister- 
nography. Repeat  examination  should  not  be 
done  for  at  least  48  hours,  and  preferably  not 
for  5 to  7 days.  Entry  of  large  or  concentrated 
amounts  of  contrast  intracranially  should  be 
avoided  by  appropriate  positioning. 

For  intravascular  use,  iopamidol  is  being 
marketed  by  Squibb  as  Isovue-300,  which  is 
identical  to  Isovue-M  300  and  Isovue-370, 
which  contains  370  mg  I/Ml.  Isovue  is  suitable 
for  all  types  of  angiography,  as  well  as  for 
intravenous  injection  for  enhancement  of  com- 
puterized tomograms.  Warnings,  precautions, 
and  contraindications  are  the  same  as  for  all 
intravascular  media.  Adverse  reactions  in  an- 
giocardiography of  597  patients  included  hot 
flashes  in  3.4%,  angina  pectoris  in  3.0%,  flush- 
ing in  1.8%,  bradycardia  in  1.3%,  hypotension 
in  1.0%,  and  hives  in  1.0%.  Feelings  of  burning 
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and  pain  in  peripheral  arteriography  were 
much  less  frequent  and  severe  than  with  dia- 
trizoate  injection.  Foreign  experience  with  over 
2.4  million  patients  receiving  iopamidol 
showed  a decreased  incidence  of  life-threat- 
ening reactions  and  death  as  compared  to  the 
ionic  contrast  media.  Isovue-300  is  recom- 
mended for  aortography,  selective  visceral  ar- 
teriography, coronary  arteriography,  and  ven- 
triculography. Volumes  to  be  injected  are  the 
same  as  with  the  older  media  and  should  be 
kept  as  low  as  possible. 

loxaglate 

loxaglate  is  a low-osmolality  ionic  contrast 
agent  with  6 iodine  atoms  bound  to  2 benzene 
rings.  In  solution,  ioxaglate  dissociates  into  2 
molecules,  each  with  3 iodine  atoms,  resulting 
in  an  ionic  ratio  of  6:2,  or  3:1.  Thus,  for  a given 
concentration  of  iodine,  there  are  half  as  many 
ions  as  in  the  ratio  1.5  contrast  media.  The 
osmolality  is  approximately  twice  that  of 
plasma,  but  only  one  third  that  of  the  older 
ionic  media.  The  chemical  formula  of  ioxaglate 
is  illustrated  in  Figure  3. 

loxaglate  is  slightly  lower  in  osmolality  than 
iohexol  or  iopamidol,  but  cannot  be  injected 
intrathecally  because  it  ionizes.  Low-osmolal- 
ity  contrast  media  have  shown  reduced  chem- 
otoxic effects  on  red  cells,  less  histamine  re- 
lease, fewer  electrocardiographic  changes,  and 
less  pronounced  hemodynamic  changes  com- 
pared with  the  older  media. The  reduction 
of  adverse  effects  is  particularly  beneficial  in 
children,  patients  with  cardiac  failure,  those 
at  risk  from  systemic  hypotension,  and  other 
high-risk  groups.  No  clinical  disadvantage  has 
been  found  with  low-osmolality  contrast  me- 
dia.^® In  cerebral  angiography  with  ioxaglate, 
studies  were  of  good  quality  and  only  4%  of 
patients  experienced  pain  during  carotid  and 
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brachiocephalic  injection.’^  Pain  was  also  re- 
duced in  peripheral  and  visceral  angiogra- 
phy. 20,  21 

loxaglate  is  supplied  by  Mallinckrodt  under 
the  name  Hexabrix,  which  contains  320  mg  1/ 
ml  and  is  suitable  for  all  types  of  angiography 
in  adults.  Warnings,  precautions,  and  possible 
adverse  reactions  are  the  same  as  with  the  older 
ionic  media.  The  most  frequent  adverse  reac- 
tions are  nausea,  vomiting,  facial  flush,  and  a 
feeling  of  body  warmth.  Hypersensitivity  and 
cardiovascular  or  neurological  reactions  may 
occur.  The  recommended  doses  for  the  various 
types  of  angiography  are  the  same  as  with  the 
standard  contrast  media. 

Conclusions 

Extensive  animal  experiments  and  clinical 
tests  in  human  subjects  have  shown  that  the 
low-osmolality  contrast  media  with  an  ionic 
ratio  of  3 are  safer  and  better  tolerated  than 
the  older  ratio  1.5  media.  Unfortunately,  the 
new  media  are  10  to  20  times  more  costly.  It 
is  estimated  that  in  the  United  States  alone, 
approximately  5.2  million  contrast  studies  are 
performed  annually  at  a cost  of  about  $7  per 
examination.  This  is  an  expenditure  of  over 
$36  million  just  for  contrast  media. Switching 
to  the  new  media  would  result  in  an  outlay  of 
$360  million  to  $720  million  per  year,  a stag- 
gering amount  of  money.  There  is  controversy 
in  the  literature  about  the  increased  benefits 
of  the  new  media.  One  investigator  believes 
that  the  risk  of  death  with  the  new  agents  may 
be  at  least  3 times  lower  than  with  the  older 
agents,  and  as  much  as  10  times  lower  in  high- 
risk  groups. Another  author  states  that  the 
incidence  of  life-threatening  reactions  has  not 
been  shown  conclusively  to  be  less  with  the 
new  media. 

The  nonionic  iohexol  or  iopamidol  are  clearly 
the  contrast  agents  of  choice  for  myelography, 
since  they  replace  the  more  expensive  me- 
trizamide.  For  intravascular  use,  the  low-os- 
molality agents  should  be  reserved  for  high- 
risk  patients.  These  include  patients  with  hem- 
oglobinopathies; ischemic  heart  disease  with 
shock  and  heart  failure;  severe  pulmonary  hy- 
pertension; severe  allergy,  such  as  asthma; 


previous  serious  reaction  to  the  older  contrast 
media;  and  limb-threatening  ischemia.  — Ste- 
ven H.  Cornell,  M.D.,  Professor  of  Radiology. 
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The  editors  invite  your  comments,  inquiries,  and 
suggestions.  Please  address  Letter  to  the  Editor, 
IOWA  MEDICINE,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265. 
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STATE  DEPT.  OF 
PUBLIC  HEALTH 


SUBSTANCE  ABUSE  IN  IOWA  — 
A STANDING  REPORT 


By  state  law,  the  Iowa  Department  of  Pub- 
lic Health  Division  of  Substance  Abuse 
(DSA)  is  charged  with  1)  affording  substance 
abusers  and  chemically  dependent  persons  an 
opportunity  to  receive  quality  treatment  and 
rehabilitation  services;  2)  encouraging  sub- 
stance abuse  education  and  prevention  efforts 
and  ensuring  they  are  coordinated  to  provide 
high  quality  service  without  duplication;  3)  en- 
suring substance  abuse  programs  are  being 
operated  by  qualified  individuals. 

Community  Based  Treatment 
Programs 

To  fulfill  its  treatment  and  rehabilitation 
mission,  DSA  funds  29  community-based 
treatment  programs  for  screening,  evaluation, 
intake/assessment,  treatment  and  aftercare  or 
followup.  At  least  one  program  in  each  catch- 
ment or  treatment  service  area  provides  out- 
patient services;  residential  and  halfway  house 
services  are  available  through  15  program  and 
4 residential  facilities  serve  juveniles.  Another 
specialized  service  is  a Native  American  treat- 
ment program.  There  are  51  juvenile  beds,  160 
residential  beds  and  137  beds  in  halfway 
houses. 

All  licensed  programs  under  contract  with 
DSA  serve  people  in  need  of  treatment,  re- 
gardless of  their  financial  condition.  Those  who 
can  afford  to  pay  are  charged  on  a sliding-fee- 
scale  basis  — a contract  provision.  Linkage  ar- 
rangements with  other  service  providers  help 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  State  Department  of  Health. 


extend  treatment  services  to  groups  such  as 
the  handicapped,  the  hearing  impaired  and 
those  who  do  not  speak  English.  To  ensure 
continuity  of  care  for  clients  with  special  needs, 
licensure  standards  require  written  policies  and 
procedures  to  facilitate  referrals  between  pro- 
grams and  other  service  providers.  Use  of  ex- 
isting community  resources  for  support  serv- 
ices is  written  into  a client's  aftercare  plan. 
Through  this  service  network,  DSA-funded 
programs  served  approximately  25,000  indi- 
viduals on  an  admission  or  pre-admission  ba- 
sis for  fiscal  year  1987. 

In  fiscal  year  1986,  chief  referral  sources  for 
admitted  clients  included  criminal  justice 
agencies  (31%),  self  referrals  (13%),  family  and 
friends  (7%),  hospitals  (13%)  and  social  service 
agencies  (8%).  Ratio  of  males  to  females  was 
approximately  4 to  1.  Seventy-three  percent  of 
admissions  were  white  males.  More  than  two- 
thirds  were  between  the  ages  of  18  to  25  and 
31  to  49.  For  67%  of  admissions,  gross  monthly 
income  was  $500  a month  or  less.  Sixty-four 
percent  lacked  health  insurance. 

Prevention  Services 

DSA  contracts  with  25  prevention  programs 
for  delivery  of  comprehensive  prevention 
services  in  all  99  counties.  Comprehensive  pre- 
vention services  were  provided  to  more  than 
178,000  individuals  in  fiscal  year  1986.  Com- 
prehensive services  offer  information,  educa- 
tion/skill building,  early  intervention,  alter- 
natives, social  policy  strategies  and 
consultation.  These  services  are  provided  in  a 
variety  of  settings  to  a number  of  groups  in- 
cluding youth  in  school  (34.6%);  youth  out  of 
school  (5.3%);  community  (34.9%);  parent 
(5.8%)  and  professional  (19.4%).  In  addition, 
DSA  funds  innovative  program  activities. 

(Please  turn  to  page  540) 
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These  include  a longitudinal  study  of  school 
children,  minority  youth  projects,  children  of 
alcoholics  projects  and  a prevention  program 
for  the  elderly. 

DSA  also  funds  the  Substance  Abuse  Infor- 
mation Center  in  Cedar  Rapids.  The  center 
provides  books,  pamphlets,  films  and  tapes  on 
substance  abuse  issues  to  the  general  public 
and  programs  throughout  Iowa. 

A Summary  of  Substance  Abuse  and 
Treatment  Trends  in  Iowa 

The  following  observations  are  based  on  FY 
1986  client  data  from  DSA-funded  treatment 
programs  and  information  from  other  state 
agencies. 

Alcohol  continues  to  be  the  primary  abused 
substance  in  Iowa.  Marijuana  is  the  second 
most-abused  substance. 

Based  on  reports  from  midwestern  cities  near 
Iowa,  the  amount  of  cocaine  confiscations 
within  the  state  and  a gradual  increase  in  per- 
sons admitted  for  cocaine  addiction  within  the 
last  3 years,  the  number  of  individuals  rec]uir- 
ing  treatment  for  this  dependency-producing 
drug  is  expected  to  rise. 

Increasing  numbers  of  lowans  died  last  year 
from  substance  abuse  and  were  killed  in  al- 
cohol-related traffic  accidents. 

By  nearly  every  measure,  substance  abuse 
continues  a major  problem  for  the  criminal  jus- 
tice system.  Most  of  the  incarcerated,  newly 
sentenced,  and  those  on  parole  have  problems 
with  alcohol  and  or  drug  abuse.  Forty-nine 
percent  of  clients  treated  in  DSA-funded  pro- 
grams were  involved  in  some  phase  of  the 
criminal  justice  system. 

Clients  required  to  enter  treatment  pro- 
grams because  of  their  status  in  the  criminal 
justice  system  are  more  likely  to  complete 
treatment  and  be  discharged  with  no  use  of 
chemical  substances  than  those  who  enter 
treatment  voluntarily. 

Although  the  percentage  of  youth  admitted 
to  Iowa's  juvenile  institutions  with  substance 
abuse  problems  is  exceptionally  high  (53%  are 
heavy  users),  there  is  evidence  of  declining 
use  of  chemical  substances. 


Iowa  ranks  among  the  upper  10  states  in  per 
capita  consumption  of  4 prescription  drugs. 
However,  according  to  a recent  comprehen- 
sive study,  Iowa  does  not  have  a serious  di- 
version problem  with  these  drugs. 

More  women  and  juveniles  are  seeking  help 
for  substance  abuse  problems,  possibly  be- 
cause services  at  community-based  treatment 
programs  have  expanded  for  both  groups. 

Over  the  last  few  years,  characteristics  of 
clients  admitted  to  publicly-funded  treatment 
programs  have  not  changed  significantly.  Most 
are  young  (under  31  years  old),  poor,  jobless 
and  without  health  insurance. 

Substance  abuse  treatment  equips  individ- 
uals with  resources  to  deal  with  their  health 
problem  and  tends  to  improve  their  employ- 
ment, educational  and  legal  status. 

According  to  NIAAA,  Iowa  is  maintaining 
its  rank  as  the  second-best  state  in  dealing  with 
alcohol-related  problems  — an  indication 
treatment  and  prevention  programs  may  be 
making  a difference.  — Janet  K.  Zwick  and 
Louise  Lex,  Ph.D. 
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metaphorical  one  from  a contemporary  British 
philosopher,  Gilbert  Ryle,  writing  about 
"Teaching  and  Training"  (in  Peters,  R.  [ed.]. 
The  Concept  of  Education,  the  Humanities  Press, 
New  York,  1967).  To  wax  philosophical  seems 
both  a requirement  and  a privilege  of  card- 
carrying  philosophers.  (I  wonder  if  metaphy- 
sicians are  eligible  to  join  the  AMA?)  Professor 
Ryle  also  emitted  the  following  statement, 
which  I like,  too,  and  I'll  let  you  figure  out 
how  it  relates  to  what  I said  earlier  about  the 
technological  developments  in  CME:  "People 
sometimes  grumble  at  the  ten  commandments 
on  the  score  that  most  of  them  are  prohibi- 
tions, and  not  positive  injunctions.  They  have 
not  realized  that  the  notice  'Keep  Off  The 
Grass'  licenses  us  to  walk  anywhere  else  we 
choose;  where  the  notice  'Keep  To  the  Gravel' 
leaves  us  with  almost  no  freedom  of  move- 
ment." 
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September  1986  Morbidity  Report 


Disease 

Sept. 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  Sept.  Cases 
Reported  From 
These  Counties 

Aids 

3 

15 

10 

NA 

Amebiasis 

10 

43 

47 

Scattered 

Brucellosis 

0 

1 

5 

Chickenpox 

30 

6664 

5385 

Scattered 

Campylobacter 

29 

275 

245 

Scattered 

Cytomegalovirus 

1 

16 

9 

Polk 

Eatons  Agent 

7 

17 

6 

Scattered 

Infection 

Encephalitis,  viral 

7 

16 

24 

Scattered 

Erythema  Infectiosum 

0 

262 

0 

Gastroenteritis  (GIV) 

524 

12223 

10780 

Scattered 

Giardiasis 

66 

290 

381 

Scattered 

Hepatitis,  A 

3 

35 

37 

Polk,  Scott 

Hepatitis,  B 

7 

72 

67 

Johnson,  Polk,  Scott 

Hepatitis,  Non  A-B 

3 

23 

14 

Audubon,  Polk,  Warren 

Hepatitis 

type  unspecified 

0 

1 

7 

Herpes  Simplex 

127 

979 

852 

Scattered 

Herpes  Zoster 

0 

1 

0 

Histoplasmosis 

0 

18 

18 

Infectious 

mononucleosis 

10 

165 

124 

Scattered 

Influenza, 

lab  confirmed 

0 

247 

169 

Influenza-like 
illness  (URI) 

881 

72623 

26556 

Scattered 

Legionellosis 

5 

12 

7 

Appanoose,  Des  Moines, 

Malaria 

0 

3 

2 

Story,  Woodbury 

Meningitis 

aseptic 

8 

37 

38 

Scattered 

bacterial 

5 

66 

97 

Decatur,  Dubuque, 

meningococcal 

0 

11 

8 

Marshall^ 

Pottawattamie,  Scott 

Mumps 

3 

27 

13 

Floyd,  Keokuk, 

Pertussis 

5 

18 

6 

Scattered 

Rabies  in  animals 

17 

149 

128 

Scattered 

Reye  Syndrome 

0 

0 

4 

Rheumatic  Fever 

0 

6 

3 

Rubella 

(German  measles) 

0 

134 

1 

Measles 

0 

0 

0 

Salmonellosis 

38 

206 

218 

Scattered 

Shigellosis 

6 

14 

16 

Scattered 

Toxic  Shock 
Syndrome 

0 

8 

6 

Tuberculosis 
total  ill 

5 

40 

46 

Humboldt,  Polk, 

bact.  pos. 

5 

37 

43 

Poweshiek,  Scott 
Humboldt,  Polk, 

Typhoid  Fever 

0 

0 

2 

Poweshiek,  Scott 

Venereal  diseases: 
Gonorrhea 

310 

2886 

3300 

Scattered 

Chlamydia 

258 

1931 

26 

Scattered 

Syphilis 

0 

6 

17 

Other  Non-Reportable  Diseases:  Ureaplasma  Urealyticum  — 8,  Johnson, 
2,  Polk. 
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announced. 


Developed  and  Distributed  by  Softactics 


1200  35TH  STREET 
SUITE  208 

WEST  DES  MOINES.  IOWA  50265 
(515)  224-4565 
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CYTOMEGALOVIRUS  (CMV)  INFECTION 
IS  PREVALENT  IN  DAY-CARE  CENTERS 

among  as  many  as  71  percent  of  toddlers,  UI 
pediatric  researchers  report.  Results  from  a 
study  by  James  Bale  Jr.,  Pediatrics  and  Neu- 
rology, and  his  colleagues,  indicate  that  adults 
who  care  for  children  in  day-care  centers  may 
be  at  risk  to  contract  CMV  infection  passed  to 
them  by  these  children.  CMV  is  potentially 
dangerous  if  transmitted  to  pregnant  women 
who  are  not  immune  to  the  virus.  The  re- 
searchers suggest  good  hygiene  as  the  key  to 
reducing  transmission  of  CMV,  as  well  as  other 
viruses. 

3 NEW  UI  COLLEGE  OF  MEDICINE  DE- 
PARTMENT HEADS:  Charles  E.  Driscoll  is 

the  new  head  of  Family  Practice.  Driscoll  also  was 
elected  president  of  the  Iowa  Academy  of  Family 
Physicians  in  October.  Antonio  R.  Damasio  is 
heading  the  Neurology  Department . He  joined  the 
facidty  in  1976  and  heads  a research  group  that 
has  scored  several  breakthroughs  in  new  knowledge 
of  Alzheimer's  disease  and  other  behavioral  disabil- 
ities. Thomas  A.  Weingeist  is  the  new  head  of 
the  Ophthalmology  Department . He  is  a UI  College 
of  Medicine  graduate  and  joined  the  UI  faculty  in 
1976.  All  three  were  named  to  their  new  posts  from 
positions  on  the  faculties  of  their  respective  depmrt- 
ments,  with  Driscoll  also  having  served  as  acting 
head  of  family  practice  since  last  July,  Damasio  as 
chief  of  the  Behavioral  Neurology  Division  since 
1977  and  Weingeist  as  director  of  the  vitreoretinal 
sendee  in  ophthalmology  since  1984. 

UI  PEDIATRICIANS  ARE  AUTHORS  OF  A 
NEW  'ANSWER  BOOK'  ON  PREVENTING 
THE  SPREAD  OF  INFECTIONS.  "Infections 
in  Children,  A Sourcebook  for  Educators  and 
Child  Care  Providers,"  is  published  by  Aspen 
Publishers,  Inc.  The  authors,  Richard  Ander- 
sen, Internal  Medicine,  and  James  Bale  Jr., 
James  Blackman  and  Jody  Murph,  all  of  Pe- 
diatrics, cover  such  topics  as  the  common  cold. 


AIDS,  ear  infections,  cytomegalovirus,  men- 
ingitis, Reye  syndrome,  diarrheal  infections 
and  rashes. 

THE  UI  COLLEGE  OF  MEDICINE  HAS 
BEEN  AWARDED  REACCREDITATION  for 

another  six  years  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  Under  the  leader- 
ship of  Richard  Caplan,  Associate  Dean  of  Con- 
tinuing Medical  Education,  the  UI  program  was 
commended  for  involving  practitioners  throughout 
the  state  in  planning,  producing  and  evaluating  the 
variety  of  offerings  sponsored  by  the  College  of  Med- 
icine. 

AT-A-GLANCE  . . . An  internationally- 
known  specialist  in  parasitology,  Hsi  Fan  Hsui, 
Preventive  Medicine  and  Environmental 
Health,  has  been  conferred  the  title  of  hon- 
orary professor  of  parasitology  by  the  Peking 
Union  Medical  College,  Beijing,  the  People's 
Republic  of  China.  Hsui  also  has  been  elected 
an  honorary  member  of  the  Shanghai  Society 
of  Parasitology,  Shanghai,  the  People's  Re- 
public of  China.  . . . Michael  J.  Brody,  Phar- 
macology, begins  a two-year  term  as  chairman 
of  the  Council  for  High  Blood  Pressure  Re- 
search of  the  American  Heart  Association. 
Brody  chaired  the  program  committee  for  the 
40th  annual  fall  conference  of  the  council  held 
in  October  in  Cleveland,  Ohio. 

A UI  HEARING  RESEARCHER  IS  DE- 
SIGNING A GROUP  OF  TESTS  to  help  com- 
pare different  cochlear  implants  worldwide.  Rich- 
ard Tyler,  Otolaryngology,  spent  six  weeks  at 
Cambridge  and  Oxford  universities  in  England  this 
summer  designing  the  tests  that  may  lead  to  a better 
design  for  cochlear  implants.  This  evaluation  of  im- 
plant patients  who  speak  foreign  languages  is  sim- 
ilar to  a five-year  UI  study  that  is  testing  the  hearing 
of  implant  patmits  in  the  United  States. 

This  report  has  been  compiled  by  The  University  of 
loiva  Health  Neivs  Service. 
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EVEN  THE  BEST 
HEAUH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^ 
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News  About  Colleagues 

# 

ABOUT 

IOWA  PHYSICIANS 

NEW  IOWA  DOCTORS 

Dr.  Curtis  A.  Mock  has  joined  Dr.  William 
Garred  in  family  practice  in  Onawa.  Dr.  Mock 
received  the  M.D.  degree  at  Creighton  Uni- 
versity Medical  School  in  Omaha  and  com- 
pleted his  family  practice  residency  at  North 
Colorado  Medical  Center  in  Greeley,  Colo- 
rado. 


Dr.  Charles  Vernon  has  joined  the  Broadway 
Medical  Clinic  in  Anamosa.  Dr.  Vernon  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  completed  his  family  practice 


residency  at  St.  Luke's  and  Mercy  Hospitals 
in  Cedar  Rapids.  . . . Dr.  Frank  H.  Morriss, 
Jr.  has  been  appointed  professor  and  head  of 
the  Department  of  Pediatrics  at  the  U.  of  I. 
College  of  Medicine.  Dr.  Morriss  received  the 
M.D.  degree;  served  an  internship  in  pathol- 
ogy; pediatric  residency;  and  a one  year  fel- 
lowship in  neonatology  at  Duke  University 
Medical  School.  Following  a research  fellow- 
ship in  perinatal  medicine  at  the  University  of 
Colorado  Medical  Center  in  Denver,  Dr.  Mor- 
riss joined  the  University  of  Texas  Medical  fac- 
ulty where  he  is  currently  a professor  of  pe- 


THERE  IS  NO  SUBSTITUTE  FOR 
HIGH-QUALITY,  PERSONAL  SERVICE! 
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diatrics  and  obstetrics,  gynecology  and 
reproductive  sciences.  . . . Drs,  Kurt  Ander- 
son, Ronald  Renfrew  and  Douglas  Elliott  have 
joined  the  staff  at  the  Ottumwa  Clinic.  Dr. 
Anderson  received  the  M.D.  degree  and  com- 
pleted his  otolaryngology  residency  at  Wash- 
ington University  in  St.  Louis,  Missouri.  Dr. 
Renfrew  received  the  M.D.  degree  at  U.  of  1. 
College  of  Medicine  and  completed  his  ra- 
diology residency  at  University  of  Iowa  Hos- 
pitals. Dr.  Elliott  received  the  M.D.  degree  at 
the  University  of  Illinois  Medical  School  and 
completed  his  surgery  residency  at  University 
of  Iowa  Hospitals  and  Clinics.  . . . Dr.  Gerald 
F,  Brown,  longtime  Anamosa  physician,  re- 
tired in  August.  Dr.  Brown  received  the  M.D. 
degree  at  University  of  Chicago  Medical  School; 
interned  and  completed  his  obstetrics  and 
gynecology  residency  at  Chicago's  Lying  in 
Hospital  and  the  University  of  Wisconsin.  He 
began  medical  practice  in  Anamosa  in  1950. 


Dr.  George  N.  Fotiadis  has  joined  the  Clarke 
Medical  Clinic  in  Osceola.  Dr.  Fotiadis  re- 


ceived the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine  and  his  family  practice  residency 
at  Mercy  Hospital  in  Iowa  City.  . . . Dr.  James 
R.  Eelkema  has  joined  Drs.  Donald  Flory  and 
Asha  Madia  at  Medical  Arts  in  Indianola.  Dr. 
Eelkema  received  the  M.D.  degree  at  the  Uni- 
versity of  Minnesota  School  of  Medicine  and 
served  his  family  practice  residency  at  Broad- 
lawns  Medical  Center  in  Des  Moines.  . . . Dr. 
R.  F.  Deranleau,  longtime  Perry  physician,  re- 
tired in  July.  Dr.  Deranleau  received  the  M.D. 
degree  at  the  University  of  Minnesota  School 
of  Medicine.  He  began  medical  practice  in  Perry 
in  1949.  Assuming  Dr.  Deranleau's  practice  are 
Drs.  Stephen  Sohn  and  Kurt  Klice.  Dr.  Sohn 
received  the  M.D.  degree  at  the  U.  of  1.  College 
of  Medicine.  Dr.  Klice  received  the  M.D.  de- 
gree at  the  University  of  Kansas  School  of 
Medicine.  Both  physicians  completed  their 
family  practice  residency  at  Broadlawns  Med- 
ical Center  in  Des  Moines.  . . . Four  new  phy- 
sicians have  joined  the  Council  Bluffs  com- 
munity. Dr.  Fred  C.  Marsh  has  joined 
Midlands  General  Practice.  He  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medi- 


FAMILY  PHYSICIANS  WANTED 

We  have  four  clients  seeking  well-qualified  family  physicians  (BC/BE).  For  complete  infor- 
mation, please  forward  CV  or  telephone  collect:  Thomas  |.  Campbell  III,  Fox  Hill  Associates, 
One  Greentree  Centre,  Suite  201,  Marlton,  New  jersey  08053.  609/596-0661. 


NEBRASKA  — Extreme  southwest  corner;  close  to 
Colorado  and  Kansas  borders.  One  or  two  (BE/BC) 
family  physicians  to  establish  private  practice.  Eull 
spectrum  of  family  medicine  including  obstetrics. 
Recently  remodeled  and  equipped  clinic  available. 
County  hospital  located  within  this  rural  commu- 
nity. General  Surgeon  in  town  will  discuss  call 
arrangement.  Guaranteed  income  of  $60,000,  full 
benefits  and  business  management  services  pro- 
vided. 

NEBRASKA  — Northeastern  portion  of  state;  two 
hours  from  Omaha.  Well-established  family  phy- 
sician seeking  (BE/BC)  partner.  Full  scope  of  fam- 
ily medicine;  OB  preferred.  Partners  will  switch 
covering  clinics  in  two  locations;  county  hospital 
is  one  of  the  locations.  Guaranteed  first  year  in- 
come of  $60,000  plus  full  range  of  benefits. 

NORTH  DAKOTA  — North  Central  region  of  state. 
Board  eligible/certified  family  physician  to  become 


sixth  member  of  family  practice  department  in 
eleven  physician,  multi-specialty  group.  Full  spec- 
trum of  family  medicine  including  OB.  Call  cov- 
erage shared  equally.  Clinic  physically  connected 
to  fully  accredited,  non-profit  hospital.  First  year 
salary  guarantee  and  attractive  benefit  package. 


OMAHA,  NEBRASKA  — Two  family  physicians 
needed  immediately  to  practice  together  in  family 
practice  clinic.  Newly  constructed  and  fully 
equipped  facility  is  ready  for  immediate  occu- 
pancy. Practice  full  spectrum  of  family  medicine, 
including  obstetrics.  Associate  with  four-physician 
family  practice  group.  Salary  plus  bonus  or  $60,000 
income  guarantee.  Benefits  include  malpractice  and 
family  health  insurance,  vacation,  moving  ex- 
penses. All  equipment,  services,  facilities  and  sup- 
plies provided,  as  well  as  nursing,  technical  and 
office  staff. 
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cine;  and  served  his  family  practice  residency 
at  Broadlawns  Medical  Center  in  Des  Moines. 


Dr.  John  F.  Fieselmann,  Des  Moines,  has  been 
elected  a fellow  of  the  American  College  of 
Physicians.  Dr.  Fieselmann  is  chief  of  internal 
medicine  at  Veterans  Administration  Medical 
Center  in  Des  Moines.  . . . Dr.  Robert  M. 
Stewart,  Sioux  City,  was  elected  to  a 3-year 
term  on  the  Blue  Shield  of  Iowa  board  of  di- 
rectors. . . . Dr.  James  A.  Delperdang,  Des 
Moines,  has  been  named  director  of  the  Iowa 
Methodist  Medical  Center  Emergency /Trauma 
Center.  Prior  to  his  IMMC  appointment.  Dr. 
Delperdang  was  a staff  physician  in  the  Emer- 
gency Department  at  Mercy  Fiospital  Medical 
Center.  . . . Dr.  Milton  E.  Barrent,  Clinton, 


has  retired  from  medical  practice.  Dr.  Barrent 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  his  surgery  residency 
at  University  Hospitals  in  Iowa  City.  He  began 
medical  practice  in  Clinton  in  1950.  In  1979, 
the  Iowa  High  School  Athletic  Association 
honored  Dr.  Barrent  for  his  29  years  as  team 
physician  at  Clinton  High  School.  . . . Dr. 
Thomas  L.  Bennett  has  been  appointed  med- 
ical director  of  the  Pathology  Department  at 
Charter  Community  Hospital  in  Des 
Moines.  . . . Dr.  H.O.  Stoutland,  Ackley,  has 
closed  his  medical  practice  in  Ackley  and  as- 
sumed a research  position  with  the  Dreyfus 
Medical  Poundation  in  New  York.  At  the 
Foundation,  Dr.  Stoutland  will  examine  med- 
ical literature;  pursue  drug  research  and  seek 
FDA  approval  for  further  uses  of  phenytoin 
(PHT). 
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CLASSIFIED 

ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  min- 
imum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


PEDIATRICIAN  — Excellent  opportunity  to  join  4 pediatricians  in  a 
very  active  practice.  Growing  community,  excellent  hospital  with  teach- 
ing opportunities  available.  Close  to  Milwaukee.  Contact  John  R.  Guy, 
M.D.,  1111  Delafield  Street,  Waukesha,  Wisconsin  53188.  414/542-2536. 


FAMILY  OR  GENERAL  PRACTITIONER  — Position  available  for  full 
or  part-time  practitioner  in  out-patient  family  practice  office.  No  week- 
ends. No  call.  Income  guaranteed.  This  is  an  excellent  opportunity  in 
an  ideal  location.  Contact  Jill  Buschmann,  Medicenter  West,  2215  West- 
dale  Drive,  S.W.,  Cedar  Rapids,  Iowa  52404.  319/396-2000. 


FULL  AND  PART/TIME  EMERGENCY  PHYSICIAN  POSITIONS  — 
Midwest  country  living.  Independent  contractor  status.  ACLS,  ATLS 
required.  Malpractice  paid.  Contact  Emergency  Services  and  Manage- 
ment, POB  1791,  Fort  Dodge,  Iowa  50501  or  call  515/955-6136. 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDICAL  TOP- 
ICS— Caribbean,  Mexico,  Hawaii,  Alaska,  China/Orient,  Scandinavia/ 
Russia.  7-14  days  year  round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Distinguished  professors. 
FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEXICAN  & ALASKAN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  requirements.  Infor- 
mation: International  Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  516/549-0869. 


HEALTHLINE  PHYSICIAN  SERVICES  — an  affiliate  of  St.  Louis  Uni- 
versity Medical  Center,  has  FULL-TIME  PRIVATE  PRACTICE  OP- 
PORTUNITIES for  the  following  specialties:  board  eligible  or  board 
certified  internal  medicine,  and  board  certified  family  practice,  pedi- 
atrics, and  OB-GYN.  Positions  include  income  guarantee  and  no  capital 
investments.  For  more  information,  contact  Barry  Trautman,  8401  Han- 
ley Industrial  Court,  St.  Louis,  Missouri  63144;  314/962-1233. 


FAMILY  PRACTICE  and  INTERNAL  MEDICINE  SPECIALISTS  — to 
join  seven-doctor  family  practice  clinic  in  Cloquet,  Minnesota,  a com- 
munity of  12,000  (30,000  service  area)  located  20  minutes  from  Duluth- 
Superior.  Clinic  facility  is  located  one  block  from  modem,  well  equipped 
77-bed  hospital.  Cloquet  enjoys  a stable  economy  (forest  products). 
Additionally,  our  community  is  noted  for  its  excellent  school  system. 
First  year  salary  guarantee,  paid  malpractice,  health  and  disability  in- 
surance, vacation  and  study  time.  Contact  John  Turonie,  Administrator, 
Raiter  Clinic,  Ltd.,  417  Skyline  Blvd.,  Cloquet,  Minnesota  55720.  Tele- 
phone 218/879-1271. 


MINNEAPOLIS  — FAMILY  PRACTICE,  INTERNAL  MEDICINE, 
CARDIOLOGY,  CHILD  PSYCHIATRY,  ADULT  PSYCHIATRY,  OB- 
STETRICS/GYNECOLOGY, OPHTHALMOLOGY.  Join  established 
group  in  one  of  America's  leading  metropolitan  areas.  Group  provides 
professional  liability,  four  weeks  vacation,  two  weeks  conference  leave, 
disability,  retirement,  hospital  dues  and  more.  Must  be  board  certified 
or  board  eligible.  Direct  inquiries  to:  Paul  J.  Brat,  M.D.,  Medical  Di- 
rector, Group  Health  Inc.,  2829  University  Avenue,  S.E.,  Minneapolis, 
Minnesota  55414. 


50%  OFF  — Previously  owned  medical,  laboratory,  office,  x-ray,  and 
ultrasound  equipment  in  excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Office  appraisals  available  by  certified  surgical  consultants.  Call 
Medical  Equipment  Resale  and  Repair,  Inc.  313/477-6880. 


FOR  SALE  — Equipment  for  3 examining  rooms  in  physician's  office 
including  waiting  room  furniture,  self-correcting  typewriter.  Canon 
copier,  file  cabinets,  lab  equipment  and  all  equipment  typically  found 
in  physician's  office.  Phone:  319/332-8554  (5-8  p.m.) 


FAMILY  PRACTICE  SPECIALISTS  — in  either  of  two  county  seat  branch 
offices  of  major  multispecialty  group.  Each  office  currently  has  three 
family  practice  specialists.  Sustained  and  steady  growth  creates  need 
for  BE/BC  EPS  with  preference  given  those  who  include  obstetrics.  Each 
has  newer  hospital  next  door.  For  candidates  seeking  lovely,  aggressive 
communities  of  5-6000  population.  Specialists  from  main  clinic  regu- 
larly rotate  through  branch  offices  to  back  branch  partners,  including 
some  work  in  hospitals  as  requested.  For  "Info  Pack"  send  inquiry  and 
C.V.  to  Park  Clinic,  890  North  Eisenhower  Avenue,  Mason  City,  Iowa 
50401.  515/421-5292. 


IMMEDIATE  OPENING  — Opportunity  to  develop  full  time  position 
for  Linn  County,  Cedar  Rapids,  Iowa.  Primary  duty  is  to  advise  Director 
of  Health  Department  on  medical  matters  related  to  control  of  com- 
municable disease.  Serve  as  physician  on  call  for  all  County  depart- 
ments. Must  have  Medical  or  Osteopathic  license  to  practice  in  the  State 
of  Iowa.  Negotiable  salary  with  excellent  benefits.  Send  resume  to: 
Linn  County  Employment  Relations  Office,  930  First  Street  SW,  Cedar 
Rapids,  Iowa  52404.  Application  deadline  is  November  30,  1986. 


FAMILY  PRACTITIONER  — Board  certified  or  eligible  to  join  11  phy- 
sician, expanding  multi-specialty  practice  in  northern  Wisconsin.  Clinic 
adjoins  JCAH  Hospital.  Rural  location  with  abundant  outdoor  recrea- 
tional opportunities,  small  four  year  college.  Excellent  salary  and  ben- 
efits. Call  collect  715/532-6651  or  send  curriculum  vitae  with  names  of 
references  to:  Marshfield  Clinic  — Ladysmith  Center,  Howart  T.  Chat- 
terton,  M.D.,  906  College  Avenue  W.,  Ladysmith,  Wisconsin  54848. 


FOR  SALE  — Medical  equipment,  examining  tables,  desks,  typewriter, 
chairs,  etc.  Write  or  call  James  B.  Fraser,  M.D.,  811  Midland  Financial 
Building,  206  6th  Avenue,  Des  Moines,  Iowa  50309.  515/244-2127  or  515/ 
266-4830. 


FACULTY  POSITIONS,  DEPARTMENT  OF  SURGERY  — The  Uni- 
versity of  Iowa  Department  of  Surgery  invites  applications  for  faculty 
positions  of  all  ranks  for  M.D.'s  with  special  qualifications  in:  1)  all 
areas  of  General  Surgery  and  Plastic  Surgery,  2)  Thoracic  and  Cardio- 
vascular Surgery  including  Peripheral  Vascular  Surgery  and  3)  Neu- 
rosurgery. The  University  of  Iowa  does  not  overlook  qualified  candi- 
dates who  are  women  or  members  of  ethnic  minority  groups.  Written 
only  inquiries  and  curriculum  vitae  direct  to  R.J.  Corry,  M.D.,  Professor 
and  Head,  Department  of  Surgery,  The  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  We  are  an  Equal  Opportunity/Af- 
firmative Action  employer. 
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PHYSICIANS' 

DIRECTORY 


ALLERGY 


ELECTRODIAGNOSIS 


PULMONARY  MEDICINE 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELJKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 

ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  0.0. 

JEFFREY  STAHL,  M.D. 

043  10TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


GYNECOLOGY 


LANE  A.  REEVES,  M.D.,  P.C. 

MEDICAL  ARTS  CENTER,  SUITE  355 
2055  KIMBALL  AVENUE 
WATERLOO  50702 
319/291-2000 

PRACTICE  LIMITED  TO  GYNECOLOGY 
REPRODUCTIVE  ENDOCRINOLOGY 
AND  INFERTILITY 

ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
319/351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

PULMONARY  DISEASES 
1000  SEVENTY -THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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EUGENE  E.  HERZBERGER.  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
31 9/557-1 550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE,  M.D. 

THOMAS  A.  CARLSTROM,  M.D. 

METHODIST  MEDICAL  PLAZA 
1212  PLEASANT,  SUITE  214 
DES  MDINES  50309 
515/288-1317 

NEUROLOGICAL  SURGERY 


ONCOLOGY 


PETER  T.  SILBERSTEIN,  M.D. 
PARK  CLINIC 

890  NORTH  EISENHOWER 
MASON  CITY  50401 
515/421-5686 

IOWA  IN-WATS  800  255-2255 
Extension  PARK 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D., 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  8.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D., 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 

319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.D., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1 800  248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINGUIST,  O.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515  244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515244-8152 
1 800'622-0002 

EAR.  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.D., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319  338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  UBORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800  362-2590 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 

MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515  233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

MARK  R.  WILSON,  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515  265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS,  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515  266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  B.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515  265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  8UILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515  225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY. 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515  244-7272 

ORTHOPEDIC  SURGERY.  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING.  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515  244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 
PUBLIC  INTEREST 


The  BME:  Sending  A 
Message 


//TV  4-  ANY  CITIZENS  and  a surprising  num- 
IV A ber  of  physicians  aren't  really  sure 
what  the  Board  of  Medical  Examiners  does," 
comments  William  Vanderpool.  "I've  heard 
some  lowans  believe  the  BME  is  a group  of 
coroners." 

As  the  new  executive  director  of  the  BME, 
Vanderpool  hopes  to  remedy  this  situation. 
Though  he  realizes  things  won't  change  over- 
night, he  has  some  interesting  ideas  regarding 
the  BME's  responsibilities  in  communicating 
with  lowans  and  Iowa  physicians. 

Vanderpool,  former  Cerro  Gordo  County 
Attorney,  hopes  to  lead  the  BME  into  a new 
era  of  openness  and  visibility. 

"The  BME  is  here  to  serve  both  citizens  and 
physicians.  We  need  regular  communication 
channels  with  both  those  groups  so  they  un- 
derstand our  role.  In  my  opinion,  public  per- 
ception of  what  we  do  is  almost  as  important 
as  what  we  do." 

Vanderpool  believes  public  perception  of  the 
BME  affects  the  image  of  physicians  in  general 
and  the  liability  crisis  in  particular. 

"There  seems  to  be  a reluctance  on  the  pub- 
lic's part  to  report  complaints  to  the  BME.  In- 
stead, people  take  complaints  into  the  court 
system,"  he  states.  "If  the  BME  is  seen  as  an 
active  board,  there  is  a potential  for  keeping 
some  of  these  matters  out  of  court." 

Vanderpool  stresses  the  importance  of  the 
message  the  BME  send  to  the  public. 

We  must,  by  the  actions  we  take,  send  a 
strong  message  that  we'll  protect  the  public 
from  those  abusing  the  practice  of  medicine. 
We  want  every  citizen  to  know  we  will  try  to 


help  impaired  physicians  and  take  appropriate 
actions  for  others  who  are  dishonest  or  incom- 
petent. The  board  conveyed  this  message  when 
I was  hired  because  of  my  background  as  a 
prosecutor." 

Increased  openness  and  contact  with  the 
news  media  is  one  way  Vanderpool  plans  to 
raise  lowans'  awareness  of  the  BME's  role  in 
health  care  delivery. 

"It's  imperative  we  let  people  know  that 
physicians  are  policing  their  own  ranks,"  he 
stresses. 

Vanderpool  is  also  cognizant  of  the  BME's 
responsibility  to  communicate  with  the  phy- 
sicians it  licenses. 

"We  must  make  physicians  aware  the  BME 
is  here  to  help  them,  whether  it's  risk  man- 
agement or  making  sure  they  know  about  state 
statutes  governing  the  practice  of  medicine." 

In  other  words,  physician's  perception  of 
the  BME  is  also  very  important  to  its  effec- 
tiveness. 

"Some  physicians  are  afraid  to  report  fellow 
physicians  who  are  impaired  or  practicing 
medicine  which  is  detrimental  to  the  profes- 
sion and  patients.  The  vast  majority  of  phy- 
sicians have  a great  deal  to  gain  in  seeing  that 
impaired  physicians  are  helped  and  incom- 
petent or  dishonest  physicians  disciplined." 

Though  Vanderpool  has  only  been  with  the 
BME  since  July  1,  he's  had  sufficient  contact 
with  board  members  to  be  impressed  by  their 
commitment  to  the  people  they  serve. 

"The  BME  is  very  interested  in  doing  all  it 
can  to  assist  physicians  and  protect  the  public 
good." 
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The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO’’  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley  New  Jersey  07110. 
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We  Wrote  the  Books  on  Patient 
Medication  Education... 
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IPMIT 


YOUR  IOWA  MEDICAL 
SOCIETY  LIABILITY 
INSURANCE  PROGRAM  - 

The  Difference  Is  Iowa 
Physician  Involvement!! 

Communicate  With  Your  Patients 
and  Their  Families  — RAPPORT. 

Hardly  ever  is  a malpractice  action 
brought  when  the  physician  takes 
time  to  communicate.  Remember, 
communication  involves  both  talk- 
ing and  listening  Look  at  the  image 
you  and  your  office  are  projecting; 
do  it  regularly 

Have  A Plan  That  Shows 
You  Have  Made  A Sound  and 
Thorough  Appraisal  Of  Your 
Patient  — REASON!! 

Evaluate  the  patient  thoroughly 
Consider  all  treatment  alternatives. 
Be  able  to  demonstrate  you  con- 
structed a care  plan.  Remember, 
you  are  being  held  to  the  standard 
of  care  of  a similarly-trained  physi- 
cian in  similar  circumstances. 

Document  What  You  Do  and 
What  You  Say  — RECORDS! ! ! 

They  soy  if  it  isn't  documented, 
you  didn't  do  it.  That's  close  to  true. 
Medical  records  that  are  accurate. 


factual,  thorough,  and  prepared 
timely  are  essential.  The  process 
involves  time  and  expense  — but 
you'll  recoup  many  times  over  if 
they  prevent  a malpractice  action. 

Get  In  Touch  With  Your  Insurance 
Company  Immediately  If  A Prob- 
lem Arises  — REPORTING!! 

Prompt  reporting  of  a difficult  situ- 
ation can  serve  everyone's  best 
interests.  If  you  discover  a potential 
problem  call  your  insurance  carrier 
without  delay 


THE  IPMIT  HOTLINE 
Now  Serves  Upwards  of  750  Iowa 
Physicians  — Call  Whenever  You 
Have  A Question  — 800/642-6054 


IPMIT  Medical  Liability 
Insurance  is  sold  and 
serviced  by  IMS  SERVICES, 
1239  8th  Street, 

West  Des  Moines,  Iowa  50265. 
IMS  SERVICES 

is  a wholly-owned  subsidiary 
of  the  Iowa  Medical  Society. 
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Let  your  patients  shop  at  home 
for  healthcare  products 


Our  free  catalog  has  52  pages 
of  everything  from  hospital  beds  to 
wheelchairs  to  specialized  exercise 
equipment.  All  delivered  to  your 
patients’  homes  by  one  of  America’s 
largest  and  most  dependable 
suppliers.  Your  patients  can  order 
by  mail  or  toll-free  phone.  They’ll 


get  fast  service  and  expert  consulta- 
tion. They  can  also  order  from  the 
catalog  at  the  pharmacy  counter  of 
any  Peoples  Drug  Store. 
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to  have  a copy  of  our  catalog  for 
reference  and  patient  instruction. 
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PRESIDENT'S 

PRIVILEGE 


1986:  A YEAR  OF 
ACCOMPLISHMENTS 

The  holiday  season  is  an  appropriate  time 
to  look  at  the  past  year  and  examine  our 
accomplishments.  For  the  IMS  and  its  mem- 
bers, this  has  been  a year  of  change  and 
achievement. 

At  the  forefront  of  this  year's  accomplish- 
ments is  the  Society's  fledgling  tort  reform 
campaign.  Statewide  physician  involvement 
produced  favorable  results  and  a good  foun- 
dation on  which  to  build.  During  this  time, 
the  IMS  has  emerged  as  a recognized  leader 
in  the  fight  for  liability  reform. 

As  evidenced  by  the  very  successful  1986 
Scientific  Session  and  a well-attended  fall  sem- 
inar series,  IMS  physicians  are  becoming  ac- 
tive in  the  area  of  risk  management.  The  focus 
on  risk  management  and  its  benefits  for  phy- 
sicians and  patients  will  become  even  more 
pronounced  in  the  year  ahead. 

1986  was  also  a banner  year  for  IPMIT,  the 
Society's  professional  liability  insurance  com- 
pany. IMS  physicians  can  be  proud  of  the  com- 
pany they  created  less  than  2 years  ago. 

As  reported  in  the  August  edition  of  iowa 


MEDICINE,  the  IMS  played  a key  role  in  a com- 
prehensive study  of  Iowa's  prescription  drug 
diversion  problem.  The  IMS  will  continue  its 
involvement  in  projects  which  benefit  our  Iowa 
patients,  iowa  medicine  will  continue  to  ex- 
plore issues  of  concern  to  the  medical  profes- 
sion. 

Throughout  1986,  active  and  caring  IMS 
members  have  participated  in  an  extensive  ar- 
ray of  programs  that  makes  the  Society  a vital, 
well-respected  organization.  This  past  year  has 
demonstrated  Iowa  physicians  have  much  to 
be  proud  of  and  much  to  be  grateful  for. 

On  behalf  of  the  IMS  officers,  best  wishes 
to  you  and  your  families  during  this  holiday 
season. 


L.  Dean  Caraway,  M.D. 
President 


December  1986  / 557 


1986  Liability  Reforms  — 
A Synopsis 


KEITH  E.  LUCHTEL,  J.D. 
Des  Moines,  Iowa 


Phase  one  of  the  Iowa  Medical  So- 
ciety tort  reform  campaign  culmi- 
nated last  May  when  Governor 
Branstad  signed  Senate  File  2265, 
the  first  step  in  solving  Iowa's  lia- 
bility crisis.  Here,  Keith  Luchtel, 
IMS  legislative  counsel,  discusses 
legal  ramifications  of  reforms  con- 
tained in  the  bill.  An  accompanying 
article  outlines  further  reforms  the 
IMS  will  seek  during  the  upcoming 
legislative  session. 


IN  1985  the  Iowa  Medical  Society  began  intense 
efforts  for  tort  reform.  The  IMS  Board  of 
Trustees  appointed  a tort  reform  task  force. 
Recommendations  of  the  task  force  were 
adopted  at  a special  House  of  Delegates  ses- 
sion October  13,  1985. 

Bills  encompassing  IMS  proposals  were  in- 
troduced in  both  houses  of  the  1986  Legisla- 
ture, along  with  other  tort  reform  bills.  The 
IMS  was  joined  by  many  constituencies  press- 
ing for  liability  reform.  Senate  File  2265  is  the 
result  of  this  coalition  effort.  Governor  Bran- 
stad signed  the  bill  May  22,  1986. 

Mr.  Luchtel  is  an  attorney  with  the  Des  Moines  firm  of  Nyemaster, 
Goode,  McLaughlin,  Emer\'  and  O’Brien,  P C. 


While  Senate  File  2265  is  not  a solution  to 
the  medical  liability  crisis,  it  represents  a solid 
beginning.  Continuing  effort  will  be  required 
to  obtain  passage  of  additional  reforms  that 
will  be  acceptable  to  legislators  and  improve 
Iowa's  medical  liability  crisis. 

S.F.  2265  makes  20  changes  in  insurance  and 
tort  liability  law.  Nine  are  of  particular  interest 
to  physicians. 

Peer  Review 

The  IMS  task  force  recommended  statutory 
confidentiality  provisions  specifically  for  local 
peer  review  committees.  Chapter  258A  pro- 
vides confidentiality  for  peer  review  con- 
ducted by  a licensing  board.  The  hospital  li- 
censing chapter  of  the  code  provides  certain 
confidentiality  and  immunity  for  hospital- 
based  peer  review.  Under  Section  14  of  S.F. 
2265,  confidentiality  is  provided  for  peer  re- 
view committees  other  than  examining  boards. 
It  is  based  on  provisions  in  Chapter  258A  re- 
lated to  examining  boards,  but  there  are  sig- 
nificant differences. 

Peer  review  records  include  all  complaint 
files,  investigation  files,  reports  and  other  in- 
vestigative information  relating  to  licensee  dis- 
cipline or  professional  competence  in  the  hands 
of  the  peer  revhew  committee.  "Peer  review 
committee,"  as  the  term  is  used  in  the  bill, 
includes  state  and  local  professional  societies, 
organizations  conducting  peer  review  at  the 
designation  of  a professional  society  and  the 
medical  staff  of  a licensed  hospital. 

Peer  revaew  records  are  privileged,  confi- 
dential and  not  subject  to  discovery  or  sub- 
poena for  use  by  any  person  other  than  an 
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affected  licensee  or  peer  review  committee. 
They  are  not  admissible  in  any  judicial  or  ad- 
ministrative proceeding  other  than  one  in- 
volving licensee  discipline  or  a proceeding 
brought  by  a licensee  who  is  a subject  of  a peer 
review  record  and  whose  competence  is  at  is- 
sue. This  last  proviso  was  included  to  enable 
peer  review  committees  to  defend  themselves 
if  a disciplined  physician  brings  suit  claiming 
the  committee  violated  the  physician's  rights. 

The  bill  also  provides  that  a person  is  not 
liable  for  filing  a report  or  complaint  with  a 


"Iowa  law  allowing  punitive  dam- 
ages in  civil  litigation  (where  those 
damages  are  not  insured)  helps  a 
plaintiff  force  a higher  settlement. 
It  is  doubtful  S.F.  2265  adequately 
addresses  this  concern." 


peer  review  committee  or  for  disclosing  priv- 
ileged matter  to  a peer  review  committee.  Per- 
sons at  a peer  review  committee  meeting  are 
not  permitted  to  testify  concerning  that  meet- 
ing except  in  licensee  disciplinary  proceedings 
and  proceedings  brought  by  a licensee  who 
was  a subject  of  the  meeting. 

Information  available  from  other  sources 
does  not  become  unavailable  or  confidential 
just  because  it  comes  into  the  possession  of  a 
peer  review  committee.  Information  on  licen- 
see discipline  may  be  disclosed  to  an  appro- 
priate licensing  authority.  Peer  review  com- 
mittees must  report  to  law  enforcement 
authorities  when  information  indicates  a crime 
has  been  committed.  The  confidentiality 
granted  shall  not  preclude  discovery  of  the 
identification  of  witnesses  or  documents 
known  to  a peer  review  committee. 

These  provisions  are  important  clarifications 
of  existing  law  on  confidentiality  of  peer  re- 
view proceedings  at  levels  other  than  the  Board 
of  Medical  Examiners.  While  Chapter  258A  al- 
lows the  BME  to  authorize  local  peer  review 
organizations,  the  Board  has  not  yet  pursued 
this  course.  Any  258A-sanctioned  local  peer 
review  committee  is  entitled  to  the  same  con- 
fidentiality enjoyed  by  the  BME. 

Reporting  of  Disciplinary  Actions  By 
Hospitals 

Section  14  of  S.F.  2265  also  requires  that  hos- 


pital disciplinary  actions  approved  by  a hos- 
pital board  of  trustees  and  resulting  in  a lim- 
itation, suspension  or  revocation  of  a 
physician's  practice  privileges  due  to  a ques- 
tion of  competency,  or  the  voluntary  relin- 
quishment of  hospital  privileges  due  to  com- 
petency, be  reported  by  the  hospital 
administrator  or  chief  of  medical  staff  to  the 
BME  within  10  days.  Each  report  must  be  in- 
vestigated by  the  BME.  The  reports  are  fully 
confidential  and  immunity  is  provided  for 
those  making  the  report  or  participating  in  the 
resulting  proceedings. 

To  facilitate  the  reporting  process,  a defi- 
nitional change  was  made.  It  adds  hospital 
boards  of  trustees  as  defined  peer  review  com- 
mittees when  performing  this  reporting  func- 
tion. 

Exchange  of  Information  by  Boards 

S.F.  2265  corrected  a technical  defect  in 
Chapter  258A.  Records  and  proceedings  of  li- 
censed disciplinary  actions  are  generally  con- 
fidential. An  exception  allows  an  Iowa  exam- 
ining board  to  communicate  with  the 
examining  board  of  another  state  concerning 
licensee  discipline.  Chapter  258A  did  not  grant 
authority  to  an  Iowa  examining  board  to  com- 
municate licensee  discipline  information  to  an- 
other Iowa  examining  board.  For  example,  the 
Iowa  Board  of  Medical  Examiners  could  com- 
municate information  concerning  physician 
discipline  to  the  Nebraska  Board  of  Pharmacy 
Examiners,  but  could  not  communicate  the 
same  information  to  the  Iowa  Board  of  Phar- 
macy Examiners.  Section  15  of  S.F.  2265  allows 
Iowa  examining  boards  to  communicate  with 
each  other  concerning  licensee  discipline. 

Expert  Witness  Standards 

IMS  recommendations  on  expert  witness 
standards  were  included  in  initial  drafts  of  S.F. 
2265.  However,  it  was  determined  some  of 
those  recommendations  could  operate  against 
physician  defendants.  Those  proposals  were 
dropped. 

S.F.  2265  provides  that  when  a physician's 
or  dentist's  standard  of  care  is  at  issue,  expert 
witnesses  must  have  qualifications  directly  re- 
lated to  the  medical  or  dental  problems  at  issue 
and  the  type  of  treatment  administered. 

(Please  turn  to  page  560) 
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Voluntary  Agreements  — Licensee 
Discipline 

At  the  start  of  the  1986  session,  the  Board 
of  Medical  Examiners  proposed  legislation  al- 
lowing them  to  restrict  a physician's  license 
based  on  a voluntary  agreement  with  an  ex- 
amining board  in  another  jurisdiction.  This 
prevents  a physician  "settling"  another  state's 
action  by  entering  into  a voluntary  agreement 
and  preserving  a "clean  slate"  in  Iowa.  Floor 
leaders  agreed  to  an  IMS  request  to  include 
this  BME  proposal  as  Section  17  of  S.F.  2265. 

N on-meritorious  Lazvsuits 

The  IMS  task  force  concluded  non-merito- 
rious  lawsuits  are  a serious  problem  and  ac- 
count for  much  waste  and  inefficiency  in  the 
tort  system.  Early  in  1986  the  Iowa  Supreme 
Court  promulgated  rules  providing  for  sanc- 
tions against  parties  and  attorneys  involved  in 
non-meritorious  litigation.  S.F.  2265  codifies 
those  supreme  court  rules. 

Under  Section  36  of  S.F.  2265,  a plaintiff  may 
be  required  to  post  a bond  sufficient  to  pay  all 
the  costs  of  the  defending  parties  to  an  action, 
including  reasonable  attorney  fees.  This  re- 
quirement is  conditioned  upon  the  court  find- 
ing that  the  plaintiff  in  the  preceding  5-year 
period  unsuccessfully  brought  3 other  suits 
deemed  non-meritorious  by  the  court. 

Section  38  of  the  bill  addresses  the  role  of 
attorneys  in  non-meritorious  litigation.  It  pro- 
vides that  a signature  on  a pleading,  motion 
or  other  court  document  certifies  the  docu- 
ment is  legally  viable  and  offered  in  good  faith. 
If  it  is  found  the  document  was  not  filed  in 
good  faith  or  was  filed  to  harass  or  cause  need- 
less delay  and  expense,  the  opposing  party  or 
parties  are  to  be  compensated  for  the  reason- 
able cost  of  responding  to  the  improper  plead- 
ing, motion  or  document. 

Fegislators  were  impressed  by  the  fact  the 
Iowa  Supreme  Court  had  taken  action.  The 
various  bar  organizations  supported  efforts  to 
curtail  non-meritorious  litigation. 

Disclosure  of  Expert  Witttesses 

Section  40  of  S.F.  2265  adopts  an  expert  wit- 
ness disclosure  rule  in  cases  based  upon 
professional  liability.  The  witness's  name, 
qualifications  and  purpose  for  testifying  must 
be  revealed  to  the  defendant  within  180  days 


of  the  defendant's  filed  response  to  the  plain- 
tiff's lawsuit.  The  defendant  then  has  90  days 
to  certify  an  expert  witness. 

Punitive  Damages 

The  IMS  task  force  recommended  elimina- 
tion of  punitive  or  exemplary  damages.  This 
was  seen  as  a drastic  step  by  many  legislators 
and  most  members  of  the  Bar.  Section  42  of 
S.F.  2265  addresses  punitive  damages.  Judges 
and  juries  are  required  to  determine  if  the  de- 
fendant's conduct  constituted  willful  and  wan- 
ton disregard  for  the  rights  or  safety  of  an- 
other. They  are  also  required  to  determine  if 
the  conduct  complained  of  by  the  plaintiff  was 
directed  specifically  at  the  plaintiff  (or  the  per- 
son from  whom  the  plaintiff's  lawsuit  is  de- 
rived.) 

A negative  response  to  the  first  inquiry  will 
result  in  no  punitive  damage  award.  A posi- 
tive response  may  result  in  punitive  damages 
distributed  in  a novel  fashion  if  the  answer  to 
the  second  question  is  negative.  If  the  wrong- 
ful conduct  was  not  specifically  directed  at  the 
plaintiff  (or  the  person  from  whom  the  plain- 
tiff's claim  was  derived),  the  plaintiff  shall  not 
receive  more  than  25%  of  the  punitive  dam- 
ages award  remaining  after  payment  of  costs 
and  fees.  The  balance  of  the  award  goes  to  a 
civil  reparations  trust  fund  administered  by 
the  state  court  administrator. 

This  approach  bears  watching.  Since  there 
have  been  no  known  Iowa  cases  in  which  pu- 
nitive damages  have  been  awarded  against  a 
physician  based  on  medical  liability,  the  affect 
of  these  changes  on  the  liability  problem  is 
doubtful.  In  a typical  case  the  alleged  wrongful 
conduct  was  directed  specifically  at  a patient. 
This  patient  would  be  entitled  to  the  entire 
amount  of  any  punitive  damages  awarded,  as- 
suming the  other  predicates  are  satisfied. 

Iowa  law  allowing  punitive  damages  in  civil 
litigation  (where  those  damages  are  not  in- 
sured) helps  a plaintiff  force  a higher  settle- 
ment. It  is  doubtful  S.F.  2265  adequately  ad- 
dresses this  concern.  Another  problem  arises 
because  an  allegation  that  the  plaintiff  is  en- 
titled to  punitive  damages  allows  for  discovery 
into  the  defendant's  ability  to  pay.  Since  the 
purpose  of  punitive  damages  is  to  punish  a 
defendant  for  particularly  egregious  conduct, 
courts  have  allowed  the  defendant's  means  to 
be  discovered  and  admitted  at  trial  so  a court 
(Please  turn  to  page  564) 
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PROPOSED  LEGISLATION  — 1987 


The  Iowa  General  Assembly's  Liability  and 
Liability  Insurance  Commission  has  com- 
pleted its  deliberations  and  is  in  the  process 
of  formulating  proposals  for  consideration 
during  the  1987  legislative  session.  Charged 
with  investigating  the  liability  crisis  and  for- 
mulating recommendations,  the  commission 
has  met  9 times  during  the  summer  and  fall. 

The  Iowa  Medical  Society  actively  partici- 
pated in  the  commission's  deliberations,  pro- 
viding expert  testimony  and  information  on 
Iowa's  malpractice  liability  crisis.  William  W. 
Eversmann,  Jr.,  M.D.,  Cedar  Rapids,  served 
as  the  IMS  representative  on  the  commission. 
He  was  instrumental  in  assuring  the  views  of 
Iowa  physicians  were  reviewed  and  discussed 
by  the  commission. 

The  commission's  final  recommendations 
were  to  be  approved  on  December  3,  1986. 
These  recommendations  will  be  made  avail- 
able to  member  physicians  through  IMS  pub- 
lications. 

The  following  legislative  proposals  were 
presented  to  the  commission  by  the  Iowa  Med- 
ical Society.  The  IMS  will  continue  to  advocate 
these  proposals  during  the  1987  session  of  the 
Iowa  General  Assembly,  which  convenes  Jan- 
uary 11,  1987. 

• Increased  appropriations  to  the  State  Board 
of  Medical  Examiners  (BME).  Additional  staff 
is  needed  to  assure  timely  and  effective  dis- 
position of  complaints  against  physicians,  in- 
cluding those  relating  to  alleged  malpractice. 

• Legally  require  all  medical  liability  insur- 
ers to  report  final  disposition  of  all  claims  — 
not  just  those  that  go  to  court  — to  the  Insur- 
ance Commissioner.  The  Commissioner  would 
be  required  to  forward  pertinent  information 
to  the  BME. 

• Place  a $200,000  cap  on  awards  for  non- 
economic damages  such  as  pain  and  suffering. 

• Mandate  structuring  of  awards  for  future 
damages  in  excess  of  $100,000,  including  a 


provision  requiring  reversion  of  funds  not 
needed  to  fulfill  the  intent  of  the  award. 

• Prohibit  punitive  damages  in  medical  mal- 
practice cases. 

• Limit  attorney  contingent  fees  to  35%  of 
the  first  $100,000  of  a settlement  or  award,  25% 
of  the  second  $100,000  and  10%  of  any  portion 
over  $200,000. 

• Shorten  the  additional  time  provided  in 
the  statute  of  limitations  for  minors.  After  age 
6,  a child  would  be  subject  to  the  same  statute 
of  limitations  applicable  to  adults.  Special 
treatment  of  mentally  ill  persons  should  be 
eliminated. 

• Statutory  elimination  of  the  need  to  prove 
special  damages  and  malice  in  order  to  suc- 
cessfully countersue  a plaintiff  or  a plaintiff's 
attorney  for  prosecution  of  a frivolous  case. 

The  IMS  will  be  advocating  other  legislation 
which  would  provide  for: 

• Stricter  drunk  driving  laws. 

• Statutory  requirements  that  motorcycle 
and  moped  operators  wear  protective  head- 
gear. 

• Raise  the  minimum  age  for  moped  oper- 
ators to  16. 

• Prohibit  sale  of  tobacco  products  in  vend- 
ing machines,  raise  the  minimum  age  for  pur- 
chase of  tobacco  products  to  21  and  prohibit 
smoking  in  public  buildings  except  in  desig- 
nated smoking  areas. 

Other  critical  issues  likely  to  be  considered 
by  the  1987  Iowa  General  Assembly  include 
proposals  to: 

• Mandate  hospital  medical  staff  member- 
ship (including  independent  admitting  and 
discharge  privileges)  for  psychologists. 

• Mandate  third  party  payment  for  services 
provided  by  registered  nurses. 

• Provide  authority  for  optometrists  to  ad- 
minister and  prescribe  antiglaucoma  drugs. 

• Implementation  of  a fee  schedule  for  Med- 
icaid reimbursement  of  physicians. 
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Price  Competition  in  Iowa's 
Health  Care  Market 


PAUL  M.  PIETZSCH, 
Des  Moines,  Iowa 


How  markets  work  and  the  restdts 
they  achieve  are  not  generally 
understood.  This  is  especially  true 
in  health  care.  A blue  ribbon,  broad- 
based,  HPCI  Market  Forces  Task 
Force  has  prepared  a report  de- 
scribing market  forces  and  hozv  they 
can  be  used  to  improve  the  perform- 
ance of  the  health  care  industry. 
This  article  highlights  the  work  of 
the  Task  Force. 


Despite  the  rash  of  advertising,  increased 
public  relations  efforts  and  a prolifera- 
tion of  storefront  physician  offices,  Iowa's 
health  care  marketplace  is  not  truly  competi- 
tive. That's  the  conclusion  drawn  by  the  Mar- 
ket Forces  Task  Force  of  the  Health  Policy  Cor- 
poration of  Iowa  (HPCI). 

According  to  the  report,  the  problem  is  not 
the  quantity  of  competition,  but  the  lack  of  one 
critical  type  of  competition  — price  competi- 
tion. Neither  consumers  nor  providers  in  Iowa 
really  have  to  face  the  best  and  most  accurate 
test  of  whether  or  not  a service  is  competitive 
— the  test  of  the  marketplace.  The  absence  of 
competition  is  one  of  the  major  causes  of  the 


Mr,  Pietzsch  is  president  of  Health  Policy  Corporation  of  Iowa. 


health  care  cost  problems  in  Iowa  and 
throughout  the  country. 

To  change  that  situation  in  Iowa,  the  HPCI 
Market  Forces  Task  Force  made  7 recommen- 
dations: 

• Change  insurance  coverage  so  efficient  and 
effective  health  care  providers  (physicians  and 
hospitals)  are  rewarded  with  more  patients. 

• Give  consumers,  purchasers  and  pro- 
viders of  health  care  services  more  information 
with  which  to  identify  quality,  efficient  pro- 
viders, and  identify  providers  and  practice 
patterns  that  are  cost  effective. 

• Encourage  the  continued  competition  be- 
tween health  maintenance  organizations 
(HMOs),  preferred  provider  organizations 
(PPOs),  and  other  alternative  delivery  systems 
(ADSs). 

• Increase  the  share  of  health  care  insurance 
costs  paid  by  employees  to  discourage  im- 
moderate or  indiscriminate  use  of  services. 

• Offer  multiple  health  plans  so  employees 
can  select  different  levels  of  coverage  and  pay- 
ment. 

• Adopt  fair  and  flexible  legislation  and  reg- 
ulations that,  consistent  with  state  and  federal 
antitrust  laws,  allow  purchasers  and  providers 
of  health  care  services  to  negotiate  price, 
method  of  payment  and  organization  of  health 
plans. 

• Establish  3 task  forces  to  study  financing 
of  graduate  medical  education  and  teaching 
hospitals  in  a competitive  environment,  ad- 
dress the  problems  of  paying  for  indigent  serv- 
ices and  examine  the  issues  of  medical  liability 
and  tort  reform. 

Competitive  markets  encourage  providers 
(Please  turn  to  page  563) 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PM.  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inmidual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  he  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietaiy  intake  of  potassium  is  markedly 
impaireo.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
With  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
biood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur;  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  andgout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis,  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied.  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  tor 
institutional  use  only):  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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to  efficiently  produce  quality  goods  and  serv- 
ices that  are  delivered  conveniently  and  priced 
fairly.  It  is  a mechanism  to  efficiently  allocate 
scarce  resources  while  meeting  consumer  pref- 
erences. 

The  market  disciplines  consumers  and  prov- 
iders. Consumers  who  are  not  prudent  pur- 
chasers will  not  get  the  most  "bang  for  their 
buck."  Inefficient  producers  will  lose  con- 
sumers or  money;  eventually  they  will  adjust 
or  go  out  of  business. 

The  market  forces  keep  consumers  and 
providers  alert.  Health  care  consumers,  the  re- 
port says,  "are  looking  for  better  value;  pro- 
viders are  striving  to  stay  efficient,  adopt  in- 
novations and  respond  to  consumer 
expectations." 

In  1982,  the  Iowa  Governor's  Commission 
on  Health  Care  Costs  endorsed  market  incen- 
tives as  the  "most  effective  strategy  for  con- 
trolling costs."  However,  market  incentives  are 
not  simply  a cost  containment  effort,  they're 
also  an  effective  method  of  improving  access 
while  maintaining  or  improving  quality  of  care. 

The  Health  Policy  Corporation  of  Iowa  be- 
lieves the  market  forces  strategy  is  the  best 
means  for  making  quality  health  care  acces- 
sible to  lowans  at  an  affordable  cost. 

In  its  report,  the  Task  Force  says  "the  key 
ingredient  in  developing  market  forces  is  to 
give  consumers  and  purchasers  both  the  means 
and  the  incentives  to  identify  and  use  efficient 
and  effective  health  care  providers.  'Good 
value'  providers  need  to  be  rewarded  with 
more  business." 

The  Task  Force  also  identified  8 issues  that 
must  be  considered  as  the  health  care  delivery 
system  is  changed  and  true  marketplace  com- 
petition introduced.  They  are:  quality;  afford- 
ability; convenience,  accessibility  and  accept- 
ance; innovation;  financial  incentives  for 
consumers;  financial  incentives  for  providers; 
appropriate  use  and  settings  for  services;  and 
appropriate  regulation. 

The  task  force  report  describes  how  each  of 
those  areas  would  be  affected  in  a competitive 
marketplace. 

Innovation  would  not  be  stifled  under  a 
market-driven  system  as  much  as  under  a 
heavily-regulated  system  because  providers 
would  have  incentives  to  evaluate  and  inte- 
grate innovations  in  response  to  what  con- 
sumers want  and  need. 

The  current  system  provides  no  real  finan- 


cial incentives  for  consumers  or  providers  to 
use  or  purchase  health  care  services  pru- 
dently. Under  a competitive  system,  con- 
sumers and  providers  would  have  financial  in- 
centives that  would  bring  about  more  efficient, 
and  equally  good  — or  better  — care. 

Consumers  would  "shop"  for  the  best  value 
among  several  health  insurance  plans.  If  they 
enroll  in  plans  where  they  share  costs,  they 
would  use  costs  as  a basis  for  their  health  care 
selection. 

One  of  the  most  important  ways  the  com- 
petitive marketplace  would  affect  the  delivery 
of  health  care  is  to  ensure  "only  needed  ser- 
vices of  high  quality  are  provided  and  that 
they  are  delivered  in  the  most  cost  effective, 
appropriate  setting."  Preventive  medicine  and 


"'The  Health  Policy  Corporation  of 
Iowa  believes  the  market  forces 
strategy  is  the  best  means  for  making 
quality  health  care  accessible  to  lo- 
wans at  an  affordable  cost." 


health  promotion  efforts  may  receive  more  at- 
tention and  emphasis  in  a competitive  market. 

Complex  and  sometimes  conflicting  regu- 
lations are  now  used  to  control  costs  (Certifi- 
cate of  Need  laws  and  reimbursement  for- 
mulas) and  the  quality  (licensing  and  safety 
regulations)  of  the  health  care  system. 

Some  regulations  are  designed  to  ensure  ac- 
cess or  require  coverage  for  some  types  of  care. 
But  regulations  that  mandate  benefits  and  lev- 
els of  coverage  interfere  with  the  process  of 
determining  the  "best  value"  for  a benefit 
package. 

In  a market-oriented  system,  regulation 
would  concentrate  on  ensuring  adequate  lev- 
els of  quality  are  maintained  and  governmen- 
tal activities  are  confined  to  helping  the  market 
work  through  such  mechanisms  as  fair  adver- 
tising and  antitrust  enforcement  regulations. 

The  Task  Force  report  outlines  2 approaches 
to  strengthen  market  forces  in  Iowa.  The  first 
relies  on  competition  between  alternative  de- 
livery systems  — HMOs  and  PPOs.  The  sec- 
ond relies  on  increased  cost-sharing  by  con- 
sumers. 

"These  2 strategies  are  not  mutually  exclu- 
sive nor  are  they  incompatible.  They  are  sim- 

(Please  turn  to  page  564) 
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ply  2 different  approaches  for  promoting  mar- 
ket forces,"  according  to  the  Task  Force  report. 
Costs  are  lowered  in  areas  where  either  of  the 
2 approaches  are  used.  Generally,  costs  are 
lowered  in  areas  where  FiMOs  are  competi- 
tive. 

The  Task  Force  recommended  all  health  care 
providers  and  insurance  companies  collect  and 
release  price,  quality  and  other  performance 
data  using  uniform  definitions  to  ensure  com- 
parability. 

So  they  can  be  better  health  care  "shop- 
pers," employees  covered  by  employer-paid 
insurance  plans  should  receive  information 
about  how  to  choose  providers  and  how  to  get 
more  price,  quality  and  other  health  care  in- 
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or  jury  can  decide  on  an  award  sufficient  to 
"punish"  the  defendant.  Generally,  courts 
have  prohibited  discovery  into  the  defendant's 
financial  status  until  after  the  plaintiff  dem- 
onstrates a prima  facie  case  for  punitive  dam- 
ages. The  typical  protective  order  was  codified 
bv  the  legislature  and  included  within  Section 
42  of  S.F.  2265. 

Study  Commission 

S.F.  2265  also  created  a study  commission. 
The  commission  is  charged  with  investigating 
several  aspects  of  the  liability  crisis  including 
legislation  to  limit  awards;  insurance  disclo- 
sure; regulation  of  insurance;  and  the  power, 
authority  and  staffing  of  the  Iowa  Insurance 
Department.  The  commission  has  a specific 
mandate  to  study  physicians'  concerns. 

Commission  members  are:  Sen.  Donald 
Doyle  (D-Sioux  City,  co-chair);  Rep.  Dan  Jay 
(D-Centerville,  co-chair);  Sen.  William  Palmer 
(D-Des  Moines);  Rep.  John  Groninga  (D-Ma- 
son  City);  Sen.  Julia  Gentleman  (R-Des 


formation. 

A report  on  health  care  costs  trends  and  the 
status  of  market  forces  in  Iowa  should  be  pre- 
pared and  updated  annually.  Iowa  should 
continue  its  commitment  to  making  price,  use 
and  quality  data  available  through  the  Iowa 
Health  Data  Commission. 

Another  recommendation  is  phasing  out  the 
Iowa  Certificate  of  Need  program  as  the  health 
care  market  becomes  more  competitive. 

Finally,  competitive  and  anti-competitive 
behavior  and  anti-trust  issues  should  be  clearly 
defined  and  monitored.  Resolving  these  issues 
before  they  arise  is  preferable  to  litigation. 

The  task  force  was  a broad-based  group  of 
representatives  from  business,  medicine,  la- 
bor, hospitals,  the  insurance  industry,  state 
government  and  the  public. 

Copies  of  the  report  are  available  through 
the  Health  Policy  Corporation  of  Iowa,  Suite 
330,  Two  Ruan  Center,  Des  Moines,  Iowa 
50309. 


Moines);  Sen.  Richard  Drake  (R-Muscatine); 
Rep.  Kyle  Hummel  (R-Vinton);  and  Rep.  Roger 
Halvorson  (R-Monona).  Lay  members  of  the 
commission  are  Frank  Alexander  (UAW,  Wa- 
terloo); Donald  Byers  (general  counsel/secre- 
tary, Maytag);  William  Eversmann,  Jr.,  (M.D., 
Cedar  Rapids)  and  Thomas  Vilsack  (president, 
Iowa  Trial  Lawyers  Association).  The  attorney 
general  and  commissioner  of  insurance  are 
non-voting  members. 

The  commission  is  to  report  to  the  Legisla- 
tive Council  by  December  15,  1986. 

Conclusion 

From  the  outset  it  has  been  known  the  battle 
for  significant  tort  reform  would  be  protracted. 
The  1986  session  was  dominated  by  govern- 
ment reorganization  and  the  state's  economic 
problems.  Democratic  leadership  indicated  just 
prior  to  the  session  that  there  would  not  be 
time  for  the  tort  reform  issue.  Leadership 
promised  a study  of  perceived  problems  would 
be  conducted  in  the  interim. 

A lot  of  grassroots  work  was  done  by  many 
groups  during  the  1986  session.  Physicians  can 
be  satisfied  their  initial  efforts  brought  more 
results  than  anticipated  in  the  summer  of  1985. 
More  grassroots  efforts  should  result  in  ad- 
ditional tort  reform  achievements  in  1987. 
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...but  in  every  legislative  session,  they  vote  on  nearly  250  bills  that 
determine  the  kind  of  care  you  can  provide  to  your  patients! 
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bad  legislation  doesn't.  IMP  AC  helps  make  sure  that  our  views  are  heard! 
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to  listen  to  and  appreciate  medicine's  views.  By  supporting  IMPAC,  you'll  be  helping  to  see  that  the 
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Hormoz  Rassekh,  M.D., 

QUESTIONS 

AND  ANSWERS 

\ A\ 

Holiday  Depression: 
Myth  or  Reality? 


Does  holiday  depression  exist  or  is 
it  a myth  perpetuated  by  the  media? 
Hormoz  Rassekh,  M.D.,  Council 
Bluffs  psychiatrist  and  past  IMS 
president,  comments  on  this  popu- 
lar belief.  Dr.  Rassekh  suggests  true 
depression  is  not  seasonal. 


Is  there  such  a thing  as  "holiday  depression"? 

It  depends  on  how  depression  is  defined. 
Lay  people  often  confuse  sadness  and  depres- 
sion; but,  according  to  the  scientific  definition, 
feelings  of  sadness  do  not  constitute  a true 
clinical  depression.  In  my  opinion,  depressive 
illness  has  no  correlation  with  the  holiday  sea- 
son. 

Who  is  subject  to  "holiday  depression"  or 
sadness? 

If  depression  is  defined  as  sadness,  many 
people  are  subject  to  holiday  depression. 
However,  scientific  literature  suggests  feelings 
of  sadness  as  a reaction  to  an  appropriate  stim- 
uli are  a normal  part  of  human  life.  For  ex- 
ample, a widow  may  feel  sad  during  the  hol- 
idays because  she  remembers  happier  times 
with  her  family.  There  is  no  reason  to  become 
alarmed  over  these  feelings  unless  they  persist 
beyond  the  holidays. 

In  the  last  15  years,  we  have  discovered 
sound  biological  markers  and  biogenetic  data 
regarding  depression.  Despite  these  refine- 


ments in  our  diagnostic  criteria,  it  is  difficult 
to  determine  where  depression  as  a normal 
human  emotion  ceases  and  an  affective  dis- 
order begins.  Clinical  manifestations  appear 
similar  except  for  duration  and  intensity  of 
symptoms. 

Is  it  true  there  is  an  increase  in  depression 
and  suicide  during  the  holiday  season? 

Although  scientific  data  on  the  subject  are 
somewhat  scarce  and  inconclusive,  current 
scientific  literature  refutes  the  common  belief 
there  is  an  association  between  the  holiday 
season  (particularly  Christmas)  and  depres- 
sive illness.  This  belief  has  been  reinforced  by 
a psychoanalytical  school  of  thought  which  has 
been  highly  popular  and  "trendy"  in  the  re- 
cent past.  However,  the  theory  is  becoming 
somewhat  less  popular  and  has  doubtful  va- 
lidity. 

For  example,  Duke  University's  7-year  study 
of  seasonal  variations  in  suicide  and  depres- 
sion in  "Archives  of  General  Psychiatry"  in- 
dicates no  significant  variations  in  suicide  rates 
or  hospital  admissions  during  the  holidays. 

The  association  between  depression  and  the 
holidays  is  reinforced  by  magazines  and  other 
media.  The  articles  have  attention-getting  ti- 
tles and  usually  contain  case  reports  with  or 
without  professional  comment.  Examples  in- 
clude "Christmas  Depression  and  How  to  Deal 
With  It"  in  harper's  bazaar  and  "Beat  Those 
Holiday  Blues"  in  American  home.  Readers 
seem  to  identify  with  these  articles,  indicating 
a need  to  address  the  issue. 

Various  publications  have  linked  the  sym- 
bolism of  Christmas  and  the  classical  defini- 
tion of  depression  as  suppressed  anger.  For 
more  information,  I recommend  "Christmas  and 

(Please  turn  to  page  580) 
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from  the  conference. 
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Diagnosing  Depression 


JACK  DODD,  M.D. 
Ames,  Iowa 


An  estimated  1 in  10  Americans  ex- 
perience significant  depression  at 
some  time  in  their  lives.  Yet,  it  is 
often  difficult  to  distinguish  pa- 
tients suffering  from  serious  de- 
pression. This  article  discusses  the 
psychological  and  physical  man- 
ifestations of  depression. 


Depression  is  common,  but  there  is  often 
doubt  about  diagnosing  it.  Depression 
is  a syndrome  — a collection  of  symptoms  — 
representing  several  diseases.  The  syndrome 
has  3 characteristics:  dysphoria,  stress  and  im- 
paired behavior. 

Dysphoria  — All  depressed  patients  are  un- 
happy but  not  all  unhappy  people  are  de- 
pressed. What  distinguishes  dysphoria  from 
garden  variety  unhappiness?  The  moods  are 
the  same,  but  there  are  other  distinctions.  Dys- 
phoria is  more  sustained.  It  usually  lasts  long 
enough  to  bring  the  patient  to  the  doctor.  Most 
unhappy  people  do  not  seek  medical  attention 
because  unhappiness  passes.  Seeking  medical 
attention  for  unhappiness  is  stigmatized  and 
takes  time  and  money.  Most  people  bear  a 

Dr.  Dodd  is  a psychiatrist  at  McFarland  Clinic  in  Ames. 


great  deal  before  seeking  aid.  Two-thirds  of 
those  who  meet  criteria  for  clinical  depression 
never  seek  medical  help. 

The  second  distinction  separating  depres- 
sive dysphoria  from  unhappiness  is  intensity. 
The  dysphoria  of  depression  is  intense  enough 
to  induce  helplessness  or  hopelessness.  Pes- 
simism is  the  hallmark  of  depression.  The  pa- 
tient is  unhappy  and  feels  unable  to  cope.  He/ 
she  either  feels  the  miserable  state  can  be  al- 
leviated or  feels  nothing  will  help.  The  patient 
who  feels  helpless  is  usually  self-referred.  The 
patient  who  feels  hopeless  is  usually  brought 
to  treatment. 

Suicidal  obsessions  indicate  depression.  The 
hopeless  patient  considers  or  plans  suicide. 
Suicidal  obsessions  are  not  the  sine  qua  non  of 
depression.  Some  deny  suicidal  feelings  be- 
cause of  religious  beliefs,  family  obligations  or 
fear  of  hospitalization.  Though  suicide  is  dis- 
avowed by  the  patient,  the  physician  should 
be  aware  of  the  possibility. 

Guilt  is  a sign  of  depression.  If  a grieving 
widow  expresses  guilt  one  should  suspect 
depression.  Depressed  patients  are  highly  self- 
critical.  One  successful  psychotherapeutic 
technique  is  to  have  patients  see  their  unhap- 
piness in  more  objective  terms  and  bear  it 
without  self-castigation. 

Should  "appropriate”  guilt  be  considered  a 
part  of  depression?  Determining  that  a patient 
feels  guilty  is  not  difficult.  Determining 
whether  the  guilt  is  appropriate  is  a moral 
judgement  unhelpful  in  restoring  the  patient. 
Appropriateness  of  guilt  is  a useful  question 
in  psychotherapy  but  not  in  diagnosis.  If  the 
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doctor  focuses  on  appropriateness  of  guilt,  he 
may  miss  the  diagnosis. 

Disproportion  may  exist  between  the  dys- 
phoria and  the  preceding  events.  The  middle- 
aged  man/woman  who  is  blue  because  he/she 
stole  something  as  an  adolescent  may  be  de- 
pressed. The  clue  is  the  disproportionality  be- 
tween the  intensity  of  mood  and  explanation. 
It  is  helpful  to  have  a history  from  the  family. 
The  physician  needs  another  view  of  the  cir- 
cumstances to  understand  the  total  picture. 
Besides  suggesting  the  diagnosis  of  clinical 
depression,  disproportionality  intimates  an  in- 
ternal cause. 

In  summary,  dysphoria  is  depression  and 
worthy  of  treatment. 

Stress  — Depressed  patients  display  a stress 
response,  a reaction  to  threats,  frustrating  cir- 
cumstances, loss,  pain  or  illness.  The  central 
nervous  system  is  a chief  mediator  of  response 
to  an  external  or  internal  stress.  Many  symp- 
toms are  manifestations  of  stress  applied  to 
the  central  nervous  system.  Anxiety,  insom- 
nia, appetite  disturbances  and  sexual  dys- 


function are  common  depressive  symptoms. 

Anxiety  is  part  of  depression.  It  manifests 
in  fear  and  hyperactivity  of  the  autonomic 
nervous  system.  Anxiety  can  occur  without 
depression  but  depression  does  not  occur 
without  anxiety.  If  anxiety  is  intense  or  pro- 
longed, depression  can  result.  Depression  is 
often  an  end  state.  If  the  patient  has  depres- 
sive symptoms  he/she  should  be  regarded  as 
depressed. 

Early  morning  wakening  is  a classic  symp- 
tom of  depression.  Most  patients  complain  of 
nonrefreshing  sleep.  A minority  of  depressed 
patients  will  demonstrate  hypersomnolence. 
EEG  sleep  studies  have  consistently  demon- 
strated 2 defects  in  the  sleep  of  depressed  pa- 
tients: loss  of  stage  4 (deep)  sleep  and  de- 
creased latency  of  REM  (patients  enter 
dreaming  more  quickly). 

Appetite  disturbances  are  common.  Ano- 
rexia is  a classic  symptom  of  depression.  The 
majority  of  patients  with  less  severe  forms  of 
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depression  complain  of  compensatory  eating. 
Carbohydrates  are  usually  increased  in  their 
diets.  Sexual  dysfunction,  usually  loss  of  in- 
terest in  sex,  is  common. 

Stress  reactions  which  affect  other  physio- 
logical systems  cause  symptoms  including 
headaches,  dysphasia,  dyspepsia,  diarrhea, 
vague  aches  and  pains.  Some  depressed  pa- 
tients complain  about  physical  problems;  oth- 
ers reveal  them  only  upon  careful  questioning. 
Almost  all  have  some  element  of  bodily  stress. 

While  all  depressed  patients  have  some  evi- 
dence of  stress,  not  all  patients  with  stress  ac- 
knowledge depression.  In  clinical  popula- 


"The  dysphoria  of  depression  is  in- 
tense enough  to  induce  helpless- 
ness or  hopelessness.  Pessimism  is 
the  hallmark  of  depression.  The  pa- 
tient is  unhappy  and  feels  unable  to 
cope." 


tions,  the  majority  of  stressed  patients  present 
with  functional  complaints.  Many  deny  they 
are  depressed  and  insist  their  functional  com- 
plaints are  the  problem.  Though  many  appear 
depressed,  they  resist  the  label.  Presentation 
with  functional  complaints  as  opposed  to  ac- 
knowledged depression  is  more  likely  in  lower 
socioeconomic  classes.  These  patients  deny 
depression  but  respond  to  anti-depressant 
treatments. 

The  hypothalamic  pituitary  adrenal  axis  is  a 
directing  agent  of  the  central  nervous  system. 
Adrenal  corticoids  are  known  markers  of  the 
generalized  stress  syndrome.  This  is  the  basis 
for  one  of  the  few  biochemical  tests  of  serious 
depression.  The  direct  measurement  of  adre- 
nal cortical  levels  and  the  adrenal  cortical  chal- 
lenge test  (the  dexamethasone  suppression 
test)  are  used  to  diagnose  serious  depression. 
Not  all  depressive  patients  show  increased 
cortisol  levels  or  a positive  dexamethasone 
suppression  test,  but  positive  tests  indicate  a 
serious  form  of  depression  with  high  suicide 
potential. 

Behavioral  changes  — Depression  mani- 
fests itself  in  behavior.  Depressed  patients  tend 
to  be  inefficient  or  nonfunctional.  The  term 
depression  derives  from  the  behavior  of  se- 
verely affected  patients  whose  psychomotor 


activity  is  lowered.  The  term  is  a misnomer 
when  applied  to  the  internal  state  of  depressed 
patients,  which  is  highly  active.  (This  has  led 
to  misguided  use  of  stimulants  with  poor  long 
term  results.)  Patients  who  are  active  complain 
of  inefficiency,  disorganization  or  procrastina- 
tion. They  focus  on  what  they  feel  they  should 
do  but  can't  do. 

In  summary,  dysphoria  of  depression  is  dis- 
tinguished from  normal  unhappiness  by  its 
duration  and  intensity,  pessimism,  guilt,  dis- 
proportionality  and  suicidal  obsessions.  Psy- 
chological tests  are  helpful  to  confirm  the  di- 
agnosis. A commonly  used  test  is  the 
Minnesota  Multiphasic  Personality  Inventory, 
(MMPI).  This  is  an  objective  personality  in- 
ventory with  a long  clinical  history.  It  is  useful 
to  evaluate  other  types  of  psychopathology. 
The  Beck  Inventory  is  a similar  but  shorter 
depressive  self-rating  scale.  The  Zung  Rating 
Scale  helps  the  physician  enumerate  depres- 
sive symptoms  and  follow  changes. 

Specific  clinical  characteristics  further  cate- 
gorize depression.  The  most  important  dis- 
tinction is  between  depression  secondary  to  a 
physical  illness  and  primary  depression.  The 
term  secondary  depression  indicates  a condi- 
tion resulting  from  something  else.  Psychia- 
trists also  use  the  term  when  depressive  symp- 
toms are  intermixed  with  other  psychiatric 
symptoms  such  as  schizophrenia.  The  de- 
pressive syndrome  may  be  produced  by  phys- 
ical diseases  (hypothyroidism,  Cushing's  dis- 
ease, carcinoma,  dementia,  chronic  pain 
syndrome).  Many  medications  can  also  induce 
a depressive  syndrome  (Reserpine,  Inderal,  al- 
cohol). 

The  patient  must  be  evaluated  medically  and 
psychologically.  A history,  physical  examina- 
tion and  appropriate  laboratory  tests  are  an 
important  part  of  the  diagnosis  of  depression. 
The  patient  with  the  depressive  syndrome  re- 
lated to  physical  illness  requires  proper  treat- 
ment of  that  illness.  If  a depressed  patient  is 
on  medication  with  a known  depressive  effect, 
it  should  be  discontinued  if  possible.  Primary 
depression  is  essentially  a diagnosis  of  exclu- 
sion. 

Once  the  diagnosis  of  primary  depression 
has  been  established,  it  is  helpful  to  charac- 
terize its  clinical  course  and  familial  pattern. 
The  first  consideration  is  whether  the  depres- 
sive episode  represents  a major  depressive  re- 
action or  a minor  one.  If  it  is  a major  depression 
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and  there  have  been  manic  symptoms,  it  is  a 
bipolar  depression.  If  there  is  no  previous  history 
of  mania,  it  is  a unipolar  depression.  If  the 
depression  has  some  features  of  mania,  it  is  a 
mixed  bipolar  depression.  A major  depression 
may  have  psychotic  features  such  as  delu- 
sions, hallucinations  or  confused  thinking.  This 
condition  is  major  depression  with  psychotic  fea- 
tures. A pronounced  major  depression  with 
psychomotor  slowing,  weight  loss  and  early 
morning  wakening  is  a major  depression  with 
melancholia.  The  clinician  should  note  whether 
this  is  the  first  or  recurrent  episode. 

If  the  depression  is  a minor  one  and  has 
existed  for  at  least  2 years,  the  diagnosis  would 
either  be  dysthymia,  a neurotic  type  of  depres- 
sion, or  cyclothymia,  a marked  and  alternating 
moodiness.  If  the  depression  is  minor  and  ap- 
pears to  be  clearly  related  to  psychosocial 
stress,  the  diagnosis  is  an  adjustment  disorder 
with  depressed  mood.  The  waste  basket  term  for 
other  types  is  atypical  depression. 

Depression  can  also  be  characterized  by  a 
familial  pattern.  It  is  well  known  depression 
runs  in  families.  Depression  is  family  pure 
depression  if  other  family  members  have  suf- 
fered from  depression.  If  other  family  mem- 
bers have  suffered  from  alcoholism  or  sociop- 
athy,  depressive  spectrum  disease  is  indicated. 

While  these  descriptions  are  crude,  they  have 
prognostic  and  treatment  values.  1)  The  prog- 
nosis for  secondary  depression  is  related  to  the 
underlying  disease.  2)  Major  depression  has  a 
high  suicide  potential,  is  disruptive  and  usu- 
ally requires  hospital  treatment.  This  is  partic- 
ularly true  of  melancholia.  3)  Bipolar  depres- 
sion and  mixed  bipolar  depression  have  a 
strong  family  history  and  respond  to  Lithium 
and  neuroleptics.  4)  Substance  abuse  is  likely 
to  occur  with  bipolar  depression  and  depres- 
sive spectrum  pattern  disease.  5)  Dysthymia 
and  cyclothymia  are  chronic  conditions  which 
can  be  treated  with  medication  and  psycho- 
therapy. 6)  Family  pure  depression  is  the  most 
likely  to  respond  to  tricyclic  antidepressants. 
7)  Recurrent  depression  is  likely  to  recur.  8) 
Adjustment  disorders  improve  with  support 
and  time. 

Depression  is  common.  An  estimated  1 in 
10  Americans  will  experience  significant 
depression  at  some  time.  Knowledge  of  the 
syndrome  and  the  ability  to  make  a firm  di- 
agnosis will  give  the  practitioner  a powerful 
tool  to  help  numerous  patients. 
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Chronic  Pelvic  Pain: 
Evaluation  and  Treatment 


SUSAN  R.  JOHNSON,  M.D. 
DOUGLAS  W.  LAUBE,  M.D. 
Iowa  City,  Iowa 


Chronic  pelvic  pain  is  a common  prob- 
lem in  the  practices  of  primary  care 
physicians.  The  diagnosis  for  evalua- 
tions of  117  women  with  this  com- 
plaint were  reviewed,  and  we  conclude 
that  the  unselected  use  of  radiographic 
and  endoscopic  procedures  is  not  use- 
ful. A management  approach  empha- 
sizing selective  testing,  psychological 
evaluation  and  long-term  followup  is 
discussed. 


The  problem  of  evaluating  chronic  pelvic 
pain  is  faced  by  all  physicians  who  provide 
primary  care  fo  women.  Although  the  differ- 
ential diagnosis  is  long,  often  no  organic  etiol- 
ogy is  identified.  A vigorous  attempt  to  "rule 
out"  disease  in  several  organ  systems  is  fre- 
quently undertaken,  including  procedures  that 
are  uncomfortable,  expensive  and  involve  ra- 
diation exposure.  The  value  of  laparoscopy  has 
been  established,  but  it  is  our  clinical  impres- 
sion that  the  diagnostic  usefulness  of  the  rou- 
tine performance  of  other  tests  is  low. 

The  authors  are  associated  with  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Iowa  College  of  Medicine,  Iowa  City,  Iowa.  Dr. 
Johnson  is  an  assistant  professor.  Dr.  Laube  is  an  associate  professor. 


This  retrospective  study  sought  to  deter- 
mine if  our  experience  supported  this  view. 
The  findings  are  reported  with  an  approach 
suggested  for  these  patients. 

Methods 

The  charts  of  237  patients  from  1971  to  1976 
at  University  of  Iowa  Hospitals  with  a coded 
diagnosis  of  pelvic  pain  were  reviewed. 
Chronic  pain  was  defined  as  pain  lasting  longer 
than  6 months  in  a patient  with  a normal  pelvic 
exam.  The  following  patients  were  excluded: 
previously  diagnosed  cancer  (14),  acute  pain 
(37),  well-defined  adnexal  mass  at  initial  pelvic 
exam  (19),  premenarcheal  girls  (1),  no  evalu- 
ation other  than  history  and  physical  (9),  and 
miscoded  charts  (42). 

The  remaining  115  charts  were  reviewed, 
and  selected  information  was  recorded  includ- 
ing demographics,  obstetrical  and  gynecologic 
history,  medical  and  surgical  history,  physical 
exam,  laboratory  and  radiographic  studies, 
findings  at  operation  and  followup.  Radi- 
ographic studies  done  at  other  institutions  were 
accepted  if  formal  reports  or  letters  from  a phy- 
sician were  available.  Pelvic  exam  results  were 
taken  from  the  most  senior  physician  exam- 
ining the  patient,  in  most  cases  the  attending 
staff.  Operative  findings  were  obtained  by 
reading  the  original  operative  report.  Patients 
with  hysterectomies  in  the  past  were  included 
if  they  met  the  other  criteria. 

Results 

History.  Most  patients  were  in  the  repro- 
ductive age  group,  with  73%  of  the  patients 
between  the  ages  of  19  and  34.  Only  one 
woman  was  postmenopausal.  Eighty-two  per- 
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cent  were  or  had  been  married;  22%  of  this 
group  were  divorced.  Only  14  were  single,  9 
of  whom  were  under  21  years  of  age.  There 
was  little  information  recorded  regarding  mar- 
ital difficulties  or  satisfaction;  therefore,  no  data 
is  available  for  evaluation  of  this  factor.  There 
were  no  characteristic  menstrual  cycle  patterns 
or  changes.  All  methods  of  contraception  were 
represented.  The  expected  rate  of  infertility 
(10%)  was  found. 

The  descriptions  of  pain  tended  to  be  vague. 
The  location  was  described  with  almost  equal 
frequency  in  the  right  lower  quadrant,  the  left 
lower  quadrant,  and  bilaterally.  The  majority 
of  patients  described  dyspareunia  (61%)  while 
only  one-third  complained  of  dysmenorrhea. 
The  duration  of  symptoms  varied  consider- 
ably, ranging  from  6 months  to  15  years. 
Eighty-two  percent  had  symptoms  of  less  than 
3 years  and  92%  less  than  5 years. 

The  general  physical  exam  was  in  all  cases 
unremarkable.  Abdominal  and  pelvic  exam 
were  nonspecific  with  only  mild  tenderness 
being  the  usual  finding. 

Protocol  Studies 

Laboratory  data  included  complete  blood 
count,  erythrocyte  sedimentation  rates,  uri- 
nalysis, and  gonorrhea  cultures  in  the  majority 
of  patients.  They  were  helpful  in  one  patient 
who  had  an  elevated  erythrocyte  sedimenta- 
tion rate  and  was  found  at  operation  to  have 
an  appendiceal  abscess. 

Urological  Exam 

Thirty-six  of  the  patients  had  urinary  tract 
symptoms;  28  complained  of  burning  and/or 
frequency.  Bladder  cystoscopy  was  performed 
in  64  patients.  Twenty-one  had  a diagnosis  of 
mild  trigonitis  with  37%  of  these  symptomatic. 
Two  patients  had  a diagnosis  of  severe  trigo- 
nitis with  one  of  these  being  symptomatic.  In 
all  these  cases,  it  was  the  opinion  of  the  ex- 
amining urologist  that  the  trigonitis  was  not 
the  cause  of  the  patient's  pelvic  pain. 

Intravenous  pyelography  was  done  in  96 
cases.  There  was  no  abnormality  in  92.  Inci- 
dental abnormalities  were  found  in  3 (2  with 
reduplicated  collecting  systems  and  one  with 
a small  caliceal  stone);  again,  none  of  these 
was  felt  to  be  a cause  for  pain.  One  patient 
had  a major  abnormality  detected.  She  was  a 


33  year  old  gravid  1,  para  1,  with  a 6 week 
history  of  right  lower  quadrant  pain  and  no 
urologic  symptoms.  Intravenous  pyelography 
showed  a small  filling  defect  in  the  right  upper 
pole  of  the  bladder,  and  a delayed  cystogram 
revealed  reflux.  She  eventually  underwent  a 
hysterectomy  elsewhere  for  her  pain  and  then 
returned  to  our  institution  where  a bilateral 
ureteroneocystostomy  was  done  because  of 
progressive  reflux.  She  did  not  complain  of 
pain  at  the  time  of  return,  and  since  the  uro- 
logic abnormality  was  still  present,  it  was  un- 
likely to  be  the  cause  of  her  pain. 

Gastrointestinal  Evaluation 

Forty-eight  patients  had  gastrointestinal 
symptoms,  the  most  common  being  consti- 
pation (19)  and  nausea  (15).  One  hundred 
women  had  a barium  enema;  94  were  normal. 
Four  patients  had  exams  suggesting  a possible 
abnormality  of  motility  or  extrinsic  compres- 
sion suggesting  the  mass.  All  of  these  patients 
had  normal  findings  at  laparoscopy  or  lapa- 
rotomy, and  so  they  were  considered  to  have 
had  false  positive  exams.  One  patient  who  had 
a normal  study  was  found  operatively  to  have 
an  appendiceal  abscess,  and  this  exam  was 
considered  to  be  a false  negative.  The  only 
patient  with  a “true"  positive  study  was  a 43 
year  old  woman  with  left  lower  quadrant  pain, 
intermittent  constipation  and  diarrhea,  and  a 
barium  enema  that  revealed  diverticular  dis- 
ease of  the  sigmoid  colon.  Sixty-four  patients 
had  sigmoidoscopy;  none  was  abnormal. 

Orthopedic  Evaluation 

Thirty-nine  patients  had  lumbosacral  spine 
radiographs  (33%).  Four  had  minor,  incidental 
abnormalities  that  were  not  the  source  of  their 
pain.  Four  had  evidence  of  disease  that  could 
have  caused  their  symptoms.  Three  of  these 
were  women  over  the  age  of  35  (36,  43,  and 
43)  with  a diagnosis  of  degenerative  arthritis. 
The  fourth  was  a 24  year  old  woman  whose 
chief  complaint  was  back  pain.  She  had  had 
symptoms  for  3 years  and  experienced  dys- 
pareunia but  not  dysmenorrhea.  Her  x-rays 
were  diagnostic  of  osteitis  condensans  ilii 
(sclerosis  of  the  sacroiliac  joint),  and  her  symp- 
toms resolved  after  a year  and  a half  of  inten- 
sive aspirin  therapy.  Table  I summarizes  the 
results  of  all  these  diagnostic  studies. 
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TABLE  I 

SU/vWiARY  OF  YIELD  OF  DIAGNOSTIC  STUDIES 


Sig- 

Cyst- 

moid- 

Barium 

Sp/ne 

oscopy 

IVP 

oscopy 

Enema 

X-ray 

Total  done 

64 

96 

64 

101 

39 

Findings 

Normal 

41 

92 

64 

94 

32 

Minor  or  incidental  findings 

21 

3 

— 

4 

3 

Major  abnormality 

2 

1 

— 

1 

4 

Major  abnormality 
explaining  pain 

0 

0 

0 

1 

4 

Major  abnormality 
explaining  pain  in 
absence  of 
specific  symptoms 

0 

0 

0 

0 

0 

TABLE  II 

PSYCHIATRIC  EVALUATION 

N 

Personality  disorders 

Hysteria 

12 

Hysteria,  some  criteria 

6 

Passive  aggressive 

2 

Inadequate 

1 

Obsessive 

1 

Affective  disorders 

Depression 

9 

Psychoses 

Schizophrenia 

1 

Other 

Marital  discord 

4 

Substance  abuse 

2 

Adjustment  reaction 

3 

Unspecified 

1 

TOTAL 

42 

Psychiatric  Evaluation 

Forty-nine  patients  were  evaluated  by  a psy- 
chiatrist. Of  these,  30  had  a psychiatric  diag- 
nosis. An  additional  12  patients  had  a previous 
history  of  suicide  attempt,  hospitalization  for 
a psychiatric  disorder,  or  a previous  diagnosis 
of  psychiatric  disease,  but  were  not  reeval- 
uated by  a psychiatrist.  Table  11  summarizes 
the  diagnoses  of  these  patients. 

Operative  Findings 

Ninety-five  patients  came  to  surgery.  Com- 
parison of  the  clinical  diagnosis  with  the  find- 


ings are  presented  in  Table  III.  Sixty  patients 
had  normal  findings.  The  diagnosis  of  endo- 
metriosis was  made  correctly  in  3 out  of  the 
18  patients  thought  to  have  the  disease  and 
was  not  suspected  but  found  in  3 others.  Over- 
all, the  clinical  diagnosis  was  correct  in  49  of 
95  cases  (51%). 

Discussion 

Taylor  made  the  first  methodical  attempt  to 
describe  the  pathophysiology  and  clinical 
characteristics  of  chronic  pelvic  pain  in 
1949  1-4  group  of  patients  he  described  were 
remarkably  similar  to  those  described  in  the 
current  study  and  most  other  recent  publica- 
tions. 

Women  with  chronic  pelvic  pain  do  not  ap- 
pear to  differ  from  the  general  reproductive 
age  population  by  fertility  status  or  birth  con- 
trol method.  They  have  frequently  undergone 
several  previous  operations  in  search  of  an 
etiology  for  their  pain  and  their  family  and 
marital  history  can  often  be  described  as  “cha- 
otic." 

The  natural  history  of  chronic  pelvic  pain 
has  not  been  well  described.  Onset  is  usually 
in  the  second  or  third  decade  and  the  pain  can 
go  on  for  many  years.  Our  clinical  experience 
suggests  that  some  women  may  experience  a 
remission  after  resolution  of  a life  crisis  or  at 
the  menopause. 

There  appears  to  be  a clear  difference  be- 
tween acute  and  chronic  pain.  After  pain  has 
persisted  for  more  than  6 months,  no  matter 
what  the  etiology,  pain  perception  is  modified 
by  both  internal  and  external  factors  not  under 
the  conscious  direction  of  the  patient.  At  this 
point  it  may  be  more  useful  to  recognize  sev- 
eral components  of  pain:  organic,  psycholog- 
ical, and  social.  Each  of  these  contribute  to  an 
individual's  chronic  pain  problem.^ 

Organic  Factors 

Disease  originating  in  all  of  the  pelvic  organ 
systems  must  be  considered.  Gynecologic  dis- 
orders include  endometriosis,  chronic  pelvic 
inflammatory  disease,  and  adhesions.  Patho- 
logic evidence  of  endometriosis  is  common  in 
women  without  symptoms  and  the  classic  his- 
tory is  secondary  dysmenorrhea,  not  daily 
pain.^  Exclusion  of  endometriosis  can  only  be 
made  by  laparoscopic  exam.  There  has  been 
little  study  of  the  contribution  of  adhesions  to 
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chronic  pain.  Most  authors  suggest  that  ex- 
tensive adhesions,  particularly  those  involv- 
ing viscera,  may  contribute  toward  pain  but 
that  minimal  adhesions  are  irrelevant.  Patients 
with  pain  due  to  chronic  changes  of  pelvic  in- 
flammatory disease  will  have  corresponding 
findings  on  laparoscopy.  Problems  involving 
the  gastrointestinal  tract  may  contribute  to  a 
perception  of  pelvic  pain.  Irritable  colon  syn- 
drome may  be  the  most  frequent  offender. 
Other  considerations  include  diverticular  dis- 


however,  Ranaer,  et  al,  studied  patients  with, 

1)  chronic  pelvic  pain  without  organic  cause, 

2)  pain  due  to  endometriosis,  and  3)  no  pain.^° 
Psychometric  test  abnormalities  were  found  in 
all  3 groups.  This  agrees  with  Hendler's  find- 
ings in  low  back  pain  patients  that  chronic  pain 
may  lead  to  psychological  abnormalities." 
Whether  they  are  cause  or  effect,  recognition 
of  psychological  difficulties  has  important  im- 
plications for  therapy.  Maruta  and  Swanson 
emphasize  that  patients  should  be  managed 


TABLE  III 

COMPARISON  OF  CLINICAL  DIAGNOSIS  WITH  OPERATIVE  FINDINGS 


Operative  Findings 

Clinical  diagnosis 

Cases 

Normal 

PID 

Endometriosis 

Adhesions 

Other 

Pain 

59 

41 

2 

3 

11 

2* 

PID 

6 

4 

1 

— 

— 

1** 

Endometriosis 

18 

10 

1 

3 

4 

— 

Adhesions 

4 

— 

— 

— 

4 

— 

Other 

8 

5 

— 

— 

3 

— 

Not  operated 

20 

115 

60 

4 

6 

22 

3 

* PCOD  (1)  and  chronic  adnexal  torsion  (1) 
**  Appendiceal  abscess 


ease,  inflammatory  bowel  disease,  and  in  older 
women,  malignancies.  Urinary  tract  disorders 
are  an  uncommon  source  of  chronic  pain.  Oc- 
casionally a woman  whose  primary  complaint 
is  low  back  pain  will  present  with  a pelvic  com- 
ponent. Inguinal  or  femoral  hernia  should  be 
considered  in  the  woman  with  unilateral  groin 
pain.  This  problem  is  difficult  to  diagnose  in 
women  but  should  be  considered  if  the  history 
is  consistent. 

Recently,  Slocumb  has  suggested  that  many 
women  with  chronic  pelvic  pain  suffer  from  a 
myofascial  syndrome  which  he  terms  "abdom- 
inal pelvic  pain  syndrome."”  He  reports  that 
these  women  have  trigger  points  that  repro- 
duce the  pain,  and  he  has  achieved  a high 
success  rate  by  injecting  these  trigger  points 
with  local  anesthetic.  The  study  was  not  con- 
trolled and  requires  replication. 

Psychological  Factors 

Early  studies  suggested  that  psychological 
factors  play  an  important  causal  role  in  chronic 
pelvic  pain,  and  there  was  a high  rate  of  psy- 
chiatric diagnosis  in  this  study.®- ^ Recently, 


as  if  they  had  both  chronic  pain  and  emotional 
difficulties  without  attempting  to  establish  a 
priority  of  these  2 problems." 

Several  major  psychiatric  disorders  can  in- 
volve chronic  pain.  Patients  with  affective  dis- 
order may  complain  of  chronic  pain  but  it  is 
rarely  the  chief  complaint.  Similarly,  schizo- 
phrenics may  report  pain  as  part  of  their  de- 
lusional thinking  but  here  the  primary  diag- 
nosis is  usually  clear.  Patients  with  soma- 
tasizing  disorders  often  complain  of  pain,  but 
it  usually  involves  multiple  organ  systems.  The 
majority  of  women  with  chronic  pelvic  pain 
do  not  fall  into  any  of  these  categories,  al- 
though secondary  depression  accompanying 
the  chronic  pain  requires  recognition  and  ap- 
propriate treatment. 

Diagnosis 

This  is  the  first  study  reporting  detailed  re- 
sults of  preoperative  diagnostic  procedures  in 
chronic  pelvic  pain.  The  results  suggest  that 
selection  of  diagnostic  procedures  based  on 
the  patient's  symptoms  would  have  resulted 
(Please  turn  to  page  576) 
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TABLE  IV 


LITERATURE  SUMMARY  OF  OPERATIVE  FINDINGS  IN  PATIENTS  WITH  CHRONIC  PELVIC  PAIN 


Operative  findings 

Source 

Number  of 
patients 

nl 

Endometriosis 

PID 

Adhesions 

Other 

Liston 

134 

102 

6 



21 

5 

Pent 

38 

18 

7 

(13,  both) 

— 

Lund berg 

95 

37 

13 

15 

17 

13 

Current  study 

95 

60 

6 

4 

22 

3 

in  a correct  diagnosis  in  those  patients  who 
did  not  have  pelvic  disease.  In  particular,  the 
women  with  diverticular  disease,  degenera- 
tive disease  of  the  spine,  and  osteitis  conden- 
sans  ilii  could  have  been  diagnosed  without 
undergoing  the  complete  battery  of  tests.  The 
routine  barium  enema  results  illustrate  the 
problem  of  false  positive  tests. 

Because  certain  pelvic  disorders  cannot  be 
detected  by  clinical  examination  alone,  the 
value  of  laparoscopy  is  apparent  and  has  been 
documented  in  several  studies. Table  IV 
compares  the  results  of  laparoscopy  or  lapa- 
rotomy in  our  group  of  patients  with  those  in 


several  other  series.  Endometriosis,  pelvic 
adhesions,  or  evidence  of  old  infection  are 
found  in  approximately  15%  of  these  patients, 
and  these  problems  may  contribute  to  chronic 
pain. 

We  believe  that  psychological  evaluation  of 
women  with  chronic  pelvic  pain  is  important. 
There  are  no  psychometric  tests  specifically 
designed  for  this  problem;  the  MMPI  is  com- 
monly used.^^  A reasonable  approach  is  to  have 
the  patient  seen  by  a behaviorist  (for  example, 
social  worker,  clinical  psychologist,  or  other 
mental  health  professional)  to  identify  person- 
ality disorders  or  depression,  and  to  try  to  es- 
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tablish  the  meaning  and  function  of  the  pain 
in  the  patient's  life. 

Treatment 

Management  of  women  with  chronic  pelvic 
pain  can  be  time  consuming  and  frustrating 
but  there  is  evidence  to  suggest  that  improve- 
ment is  possible.  Resorting  to  surgical  treat- 
ment is  common,  but  there  is  little  data  to  sup- 
port its  efficacy.  The  literature  contains 
frequent  references  to  the  "reassurance  effect" 
of  normal  laparoscopic  findings  but  there  are 
no  good  long-term  followup  studies  to  support 
this  view.  The  patients  in  this  study  who  had 
no  findings  on  laparoscopy  or  who  only  had 
minimal  adhesions,  had  a 50%  remission  rate 
with  up  to  6 months  of  followup.  It  is  clear 
that  hysterectomy  performed  in  the  absence 
of  well-defined  pelvic  disease  is  not  helpful.^® 
Women  may  experience  a remission  of  pain 
for  a few  weeks  or  month  but  the  pain  fre- 
quently returns. 

Several  studies  suggest  that  short-term  sup- 
portive counselling  is  helpful.  Beard,  et  al, 
studied  a small  group  of  women  with  pelvic 
pain  and  found  that  short-term  supportive 
therapy  produced  an  improvement  in  11  of  18 
cases. Pierce,  et  al,  randomized  32  women 
with  chronic  pain  with  normal  laparoscopic 
findings  to  3 types  of  therapy  groups  and  one 
control  group. There  was  a significant  dif- 
ference at  a 12  month  followup  between  all  of 
the  therapy  groups  and  the  control  (no  ther- 
apy) group.  The  most  helpful  therapy  was  non- 
directive counselling  in  which  the  patient  was 
allowed  to  discuss  anything  she  chose,  and 
the  pain  itself  was  not  a focus.  These  results 
are  encouraging  and  suggest  that  interested 
primary  care  physicians  may  offer  therapy. 

Antidepressants  and  non-steroidal  anti-in- 
flammatory drugs  have  been  suggested  as 
treatments  for  chronic  low  back  pain,  but  there 
are  no  clinical  trials  using  these  agents  in  pa- 
tients with  chronic  pelvic  pain.  These  should 
only  be  used  when  clinical  indications  are 
present. 

In  summary,  the  results  of  this  study  sup- 
port our  impression  that  the  routine  perform- 
ance of  multiple  diagnostic  tests  in  women  with 
chronic  pelvic  pain  is  not  cost  effective.  As  in 
most  other  studies,  a clear-cut  organic  etiology 
was  identified  in  only  a small  number  of  pa- 


tients. Those  preoperative  studies  which  were 
positive  could  have  been  predicted  in  most 
cases  by  clinical  symptoms.  An  association  with 
psychologic  and  psychiatric  abnormalities  was 
found,  although  a cause  and  effect  relation- 
ship cannot  be  established  by  our  data.  Lap- 
aroscopy is  the  most  useful  diagnostic  test. 

The  most  important  aspect  of  management 
is  regular  followup.  Visits  should  be  scheduled 
so  that  the  number  of  pain  related  appoint- 
ments can  be  reduced.  Psycho-social  factors 
should  be  addressed.  A long-term  goal  of  re- 
ducing medication,  particularly  narcotic  med- 
ication should  be  pursued.  As  with  any  other 
chronic  pain  situation,  new  symptoms  should 
be  investigated  since  organic  problems  can  de- 
velop. 


References 

The  references  noted  in  this  paper  are  available  either  from  the  authors 
or  the  editors  of  iowa  medicine. 


Why  Buy  Equipment  For  Your 
Practice  . . . LEASE  IT  . . . and 
Increase  Your  Profits! 

Bankers  Leasing  Company  can  help  you  real- 
ize more  profits,  through  a specially-planned 
leasing  program  designed  to  fit  your  individual 
practice  needs.  Consider  these  advantages: 

• Leasing  lets  you  retain  cash  in  your  prac- 
tice and  keep  your  working  capital  working 
for  you 

• Lease  payments  are  100%  tax  deductible, 
when  properly  qualified 

• Leased  equipment  eliminates  obsoles- 
cence, allows  you  to  always  work  with  the 
latest  equipment  to  maintain  maximum  effi- 
ciency 

There  are  many  other  advantages  in  a pro- 
fessionally-planned Bankers  Leasing  program. 
Call  or  write  for  more  information. 

Bankers  Leasing  Company 

ATTN  Jerry  Xanders  or  Dave  Selden 
1113  Locust  Street  • Des  Moines.  Iowa  50308 
Phone  515  243-3690  or  Iowa  toll-free:  1-800-622-8335 
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DOCTOR, 

Do  You  Nood 
A Liffo  Insuranco 
Chock'up? 


Take  this  quiz  to  see!  Unless  you  answer  true  in  each  case, 
chances  are  you  need  to  look  at  your  insurance  condition! 

TRUE  FALSE 


I can  increase,  decrease,  or  stop 
premium  payments  without  affecting 
my  coverage. 

I can  change  my  coverages  without 
buying  additional  policies. 

I can  obtain  10%  to  1 1%  tax-deferred 
interest  on  my  existing  cash  values. 

I can  withdraw  my  cash  tax-free 
without  charge. 

I have  maximum  protection  from  my 
existing  policies. 


Important  as  it  is,  you  may  not  be  sure  of  your  personal  insurance 
situation.  That's  where  we  can  help.  As  insurance  administrator 
for  the  Iowa  Medical  Society,  we  are  skilled  in  helping  member 
physicians  review  their  individual  circumstances.  We  can  offer 
you  full  analysis  of  your  personal  and  business  insurance  status. 
It's  part  of  our  service! 

We'll  be  happy  to  have  you  call  to  arrange  a review  of  your  in- 
surance situation.  Please  ask  for  Mr.  Bernie  Lowe  and  Mr.  John 
Bain.  We're  at  The  Prouty  Company. 

The  Prouty  Company 
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ACID  RAIN 

with  once-a-night 
h.s.  therapy  for  active 
duodena!  ulcers 
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Only  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
duodena!  ulcers 

Heals  active  duodena!  ulcers  after  4 weeks 
in  most patients^^ 

ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150  mg  b.i.d.  292/345  8596 

In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  /.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg b.i.dZ 
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4 

4 


Zantac 


ranitidine  HCI/Glaxo 


300 mg  tablets 


Once-daify  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg b.i.d.^^ 

Headache-sometimes  severe- has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cuiar,  Gi.  hepatic,  and  integumentai  systems  have  been  observed,  as  wet!  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 


ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavaiiabiUty  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered.  /. 


Glaxo/f^. 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


*!t  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heal  ulcers 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a~night  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  300mgiable(s 


Two  effective 
regimens  to  treat  active 
duodenai  uicers: 


References;  1.  Data  available  on  request.  Glaxo  Inc  2.  Ireland  A, 
Colin  Jones  DG.  Gear  R et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers  Lancet  1984.2:274 
275  3.  Cohn  Jones  DG.  Ireland  A.  Gear  R et  al  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984.  77 
(suppi  5B)  116  122 

ZANTAC " 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  “ 300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow 
mg  IS  a brief  summary 

INDICATIONS  AND  USAGE:  ZANTAC  is  indicated  in 

1 Short  term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg. 
Zollinger  Ellison  syndrome  and  systemic  mastocytosis). 

4 Short  term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat 
ment  has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  tor  longer  than  six  weeks  has  not  been  studied 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain 

CONTRAINDICATIONS:  ZANTAC  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un 
identified  (eg.  a pH  dependent  effect  onabsorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud 
les  in  mice  and  rats  at  doses  up  to  2.000  mg'kg'day 
Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1.000  mg  kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC  There  are. 
however,  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers:  MNTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  m Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC ".  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting.  and 
abdominal  dtscomfort/pain. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and.  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm. 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC*  150-mg  doses  more  frequently.  Dosesshould  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day. 

GERD;  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC"  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300”  on  one  side  and  "Glaxo”  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC"  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150”  on  one  side  and  “Glaxo”  on  the  other  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344  -42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344  47) 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 

from  light.  Replace  cap  securely  after  each  opening. 
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SEASON'S  THOUGHTS 


Happiness  is  the  rightful  goal  of  every  in- 
dividual. However,  many  fail  to  find  hap- 
piness because  of  wasted  energies  seeking  it. 
Money  cannot  buy  it;  it  cannot  be  gained 
through  inheritance.  One  must  aim  at  some- 
thing worthwhile,  even  the  happiness  of 
someone  else.  Another  objective  must  often 
be  the  goal,  and  then  happiness  will  follow. 
These  thoughts  are  from  John  Stuart  Mill  (1806- 
1873),  distinguished  English  economist,  law- 
yer, philosopher  and  profound  thinker. 

James  Oppenheim  (1882-1932),  an  American 
poet  expressed  the  seeking  of  happiness  an- 
other way:  "The  foolish  man  seeks  happiness 
in  the  distance;  the  wise  man  grows  it  under 
his  feet." 

The  Holiday  Season  bodes  happiness  for 
most  individuals.  The  laughter  of  children  in 
anticipation  of  gifts,  the  holiday  parties,  and 
the  joyous  music  of  bells  and  carols  lends  well 
to  the  meaning  of  the  season.  Our  heritage  is 
renewed  as  we  reflect  on  memories  of  days 
past,  and  hopes  for  the  future.  Yet,  not  all 
souls  are  happy  for  there  are  many  in  the  throes 
of  depression.  Robert  Burton  (1577-1640),  Eng- 
lish philosopher,  wrote  in  his  Anatomy  of  Mel- 


DARK-TINTED WINDOWS 


I HAVE  BEEN  DRIVING  a "loaner"  automobile 
the  past  2 weeks  which  has  caused  me  a 
little  concern  about  safety.  The  new  automo- 
bile has  deeply  tinted  windows,  "factory  in- 
stalled." The  tint  is  so  dark  it  is  impossible  to 


ancholy,  "If  there  be  a hell  upon  earth  it  is  to 
be  found  in  a melancholy  man's  heart." 

We  do  not  wish  to  dampen  the  holiday  spirit 
by  a consideration  of  depression  in  this  issue 
of  IOWA  MEDICINE.  However,  it  is  often  asso- 
ciated with  the  dreary  months  of  winter,  and 
the  holiday  season.  Family  ties  may  be  strained, 
past  unhappy  events  may  be  revisited,  and 
feelings  of  inadequacy  may  prevail.  Life  is  te- 
dious and  some  cannot  measure  up  to  the 
stresses;  depression  ensues. 

Our  lead  scientific  presentation  looks  at  the 
diagnosis  of  depression.  Oftimes  the  recog- 
nition is  obscured.  Depression  in  children  and 
adolescents  can  be  very  deceptive.  We  hope 
Doctor  Dodd's  presentation  will  provide  new 
insight  to  this  vexing  diagnostic  challenge. 
Treatment  commenced  early  can  be  effective; 
yet  it  remains  an  ongoing  cloud  over  the  men- 
tal well-being  of  many.  In  most  instances  the 
patient  must  be  helped  to  help  himself.  Vol- 
taire (1694-1778)  in  a letter  to  a friend  said 
"Wounds  of  the  soul  — [are]  a disease  wherein 
the  patient  must  minister  to  himself." 

Be  that  as  it  may,  we  of  iowa  medicine  do 
wish  all  our  friends  and  readers  the  best  of  the 
Holiday  Season.  May  your  days  with  your 
families  and  friends  be  filled  with  joy  and  hap- 
piness. Let  there  be  peace  throughout  the 
world  and  good  health  for  all.  — M.E.A. 


view  the  inside  of  the  automobile  from  the 
outside  except  through  the  windshield.  From 
the  inside,  bright  daylight  is  so  shadowed  it 
appears  a summer  thunderstorm  is  imminent. 
Early  in  the  morning  and  at  dusk,  visibility 
through  the  side  and  rear  windows  is  greatly 
obscured.  In  traffic,  peripheral  vision  needed 
to  view  other  automobiles  on  either  side,  es- 
(Please  turn  to  page  580) 
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pecially  a bit  to  the  rear,  is  limited.  This  is  a 
decided  safety  hazard. 

Prior  to  driving  an  automobile  with  deeply 
tinted  windows,  I observed  another  safety 
hazard.  Defensive  driving  often  entails  eye 
contact  with  other  automobile  drivers.  For  ex- 
ample, is  the  driver  at  an  intersection  stop  sign 
looking  both  ways  before  entering  your  traffic 
lane?  Often  it  is  possible  to  predict  the  other 
driver's  actions  by  seeing  his  facial  expression. 


QUESTIONS  AND  ANSWERS 

(Continued  from  page  566) 


Depression"  by  Ffal  J.  Breen,  M.D.  and  "Neg- 
ative Reaction  to  Christmas"  by  J.  Eisenlud. 

Generally,  how  do  you  differentiate  between 
the  patient  who  is  "sad"  during  the  holidays 
and  one  who  is  truly  depressed? 

Those  who  experience  depression  around 
Christmas  are  a heterogeneous  group.  1 sug- 
gest the  following  diagnostic  approach: 

• Those  with  repeated  episodes  of  clinical 
depression  are  probably  suffering  from  a de- 
pressive illness  and  require  individual  profes- 
sional care.  In  these  cases,  Christmas  is  only 
a precipitating  factor.  These  patients  need 
closer  evaluation  to  secure  more  information 
for  an  accurate  diagnosis. 

• Those  with  a healthy  adaptive  life 
throughout  the  year  who  experience  holiday 
depression  should  be  considered  as  suffering 
from  a transient  adjustment  disorder  with  de- 
pressed mood. 

What  triggers  holiday  depression  or  sadness? 

The  most  common  stresses  perceived  to 
cause  holiday  depression  are: 

• Remembering  some  past  pleasurable  ex- 
perience (one  which  is  no  longer  available). 

• Dissolution  of  the  nuclear  family. 


Yet,  if  his  automobile  windows  are  tinted  this 
advantage  is  lost.  Result:  two  automobiles  at 
the  same  spot  at  the  same  time.  This  is  count 
number  2 against  tinted  windows. 

The  third  drawback,  as  I see  it,  is  police  of- 
ficer safety.  Imagine  a police  officer  stopping 
an  automobile  driven  by  a suspected  criminal. 
As  the  officer  walks  up  to  the  auto,  he  should 
have  an  unobstructed  view  of  the  occupants. 
Deeply  tinted  windows  prevent  this.  No  view 
of  the  occupant  is  possible,  least  of  all  the  gun 
pointed  at  the  police  officer. 

Such  deeply  tinted  windows  are  a safety 
hazard  and  a hazard  to  law  enforcement.  These 
status  symbols  should  be  outlawed.  — M.E.  A. 


• Forced  contact  and  interaction  with  family 
members  with  whom  there  is  conflict  or  am- 
bivalence. 

• Increased  demand  for  money. 

• Change  in  lifestyle  (drinking,  late  hours, 
etc.) 

• Cultural  phenomenon  (insistence  on  a 
happy  outlook  with  overt  manifestations  of 

joy-) 

Is  there  any  way  to  prevent  this  problem? 

The  usual  sound  advice  is  to  avoid  stresses 
and  use  moderation. 


WHEN  HELP  IS  NEEDED 
CONTACT 

ASSISTANCE  PROGRAM  FOR 
TROUBLED  PHYSICIANS 
IOWA  MEDICAL  SOCIETY 
515/223-1401 

In-State  WATS  — 800/422-3070 
OR  WRITE 
APTP 

IOWA  MEDICAL  SOCIETY 
1001  GRAND  AVENUE 
WEST  DES  MOINES,  IOWA  50265 
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The  Most  Advanced 
Diagnostic  Imaging  Tool  Available 

Magnetic  Resonance  Imaging 


Unprecedented  Clarity. 

Magnetic  Resonance  Imaging  (MRI)  is  a safe,  pain- 
less, noninvasive  technique  that  produces  vivid 
pictures  of  the  body’s  organs  without  the  use  of 
radiation,  dye  injections,  or  special  patient  prepa- 
ration. 

An  Independent  Location. 

Located  for  convenient  physician  and  patient  access 
at  7911  West  Center  Road,  the  singular  nature  of  the 
Centre’s  procedure  means  that  patient  attention  is 
highly  personalized  regardless  of  his  or  her  phy- 
sician affiliation. 

Access  to  Results. 

Interpretations  of  images  will  be  provided  in  writ- 
ing, usually  within  24  hours  of  the  examination  for 
outpatients.  In  most  cases,  hospitalized  patient  phy- 
sicians will  receive  a report  and  film  copy  directly 
after  the  procedure. 


Clinical  Applications. 

Magnetic  Resonance  Imaging  has  the  ability  to  im- 
age the  body  and  head  saggitally,  coronally,  and 
transversely,  without  having  the  patient  assume  un- 
comfortable body  positioning.  Current  examples  of 
clinical  applications  are: 

■ Brain  Demyelinating  diseases,  CNS  evalua- 

tion, infarctions,  Chiari  malformations, 
tumors  of  the  posterior  fossa  and  trau- 
matic injury. 

■ Spine  Cord  tumors,  degenerative  disease, 

disc  space  infections 

■ Chest  Mediastinal  masses  and  aortic 

aneurysms 

■ Musculoskeletal  Aseptic  necrosis  of  hips,  staging  of  soft 

System  tissue  and  bond  neoplasms 

■ Pelvis  Pelvic  and  prostate  tumors,  soft  tissue 

evaluations. 


MAGNETIC  IMAGING  CENTRE 

7911  West  Center  Road  ■ Omaha,  NE  68124 
(402)  391-2175 


PHYSICIANS  IN  GREATER  NEBRASKA  CALL  1-800-835-7427  ext.  520 
AFFILIATED  WITH  BERGAN  MERCY  HOSPITAL,  CHILDRENS  HOSPITAL,  AND  METHODIST  HOSPITAL 


Advanced  Diagnostic  Medicine  For  Better  Health  Care 


EVEN  THE  BEST 
HEAUH  CARE  COVERAGE 
IS  NO  SUBSTITUTE 
FOR  GOOD  HEALTH. 


Blue  Cross  and  Blue  Shield  of  Iowa  offer 
quality  health  care  coverage  recognized  and 
accepted  by  health  care  providers  nationwide. 
Coverage  preferred  by  more  than  1 ,000,000 
lowans. 

But  even  the  best  health  care  coverage  is 
no  substitute  for  good  health. 

We  appreciate  the  fact  that  you  and  other 
providers  of  health  care  in  Iowa  are  doing  all 
you  can  to  see  that  lowans  get  healthy... and 
stay  healthy. 

Your  efforts  are  helping  curb  unnecessary 


utilization  of  health  care  services  and  costs. 

In  fact.  Blue  Cross  and  Blue  Shield  sub- 
scribers’ hospital  inpatient  use  has  declined 
23%  during  the  past  four  years  — enabling  us 
to  credit  or  reduce  our  rates  by  $31 ,000,000! 
That  clearly  demonstrates  that  together  we  all 
can  have  an  impact  on  the  cost  of  care. 

It’s  proof  that  Iowa’s  health  care  providers  are 
working  successfully  to  provide  the  people  we 
jointly  serve  with  affordable,  quality  health  care. 

Proof  that  there  really  is  no  substitute  for 
good  health. 

Blue  Cross 
Blue  Shield 


of  Iowa 

Des  Moines  Sioux  City 

CARRY  THE  CARING  CARD.^“ 


Richard  M.  Caplan,  M.D. 

OUR  MAN 

IN  EDUCATION 

THE  CONTACT  LENS  IN  THE 
HOT  TUB 


The  water  in  the  swimming  pool  felt  good 
when  I stepped  into  it  — not  too  chilly.  I 
was  in  the  mood  for  a soothing  experience  just 
then,  after  completing  a continuing  education 
discussion  session  on  a problem  in  medical 
ethics.  A group  of  us  had  been  grappling  with 
one  of  those  usual  ethical  "biggies"  involving 
a choice  of  physician's  behavior  in  a tough  life- 
or-death  situation.  I rejoiced  that  the  confer- 
ence room  at  the  hotel  was  only  around  the 
corner  from  the  locker  room  and  pool. 

After  a short  swim  1 wandered  to  the  hot 
tub,  looking  forward  to  a few  minutes  of  thor- 
ough relaxation  in  the  heat  and  bubbles.  A 
young  couple  was  already  in  the  pool.  I stepped 
into  the  hot  water  but  realized  at  once  that  the 
air  jets  were  not  working.  Knowing  where  the 
control  timer  was  located,  I stepped  out  and 
set  the  dial  for  10  minutes  of  churning  bubbles 
and  then  returned  to  the  tub.  I had  barely  low- 
ered myself  to  my  chin  in  the  hot  water  when 
I sensed  the  couple  seemed  to  be  looking  for 
something  in  the  water.  The  man  held  his  hand 
in  front  of  the  exit  drain  and  the  two  continued 
to  peer  into  the  water  and  seemed  to  be  reach- 
ing around  to  feel  or  squeeze  the  water.  Just 
as  it  fully  dawned  on  me  they  were  hunting 
for  something,  and  perhaps  I should  go  turn 
off  the  bubbles  or  at  least  ask  if  they  wanted 
me  to  do  that,  the  man  said  to  me,  "Would 
you  mind  if  we  turned  off  the  bubbles  for  a 
short  while  — my  wife's  lost  a contact  lens  in 
here." 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


1 agreed  with  full  amiability  and  the  man 
stepped  to  the  timer,  turned  it  off  and  returned 
to  the  tub  to  join  his  wife  in  a curious  "sifting" 
or  "straining"  of  the  water  with  their  hands. 
1 wanted  only  to  relax  and  especially  to  enjoy 
the  bubbles,  but  felt  that  possibly  1 should  of- 
fer to  help,  although  the  chance  of  finding  the 
lens  seemed  to  me  a hopeless  prospect.  I didn't 
have  any  notion  whether  the  lens  might  sink 
or  float,  and  water  was  constantly  draining  out 
the  exit  aperture.  1 wondered  what  a proper 
response  should  be.  What  was  the  right  thing 
to  do?  Under  what  circumstances  should  I 
rouse  myself  in  order  to  try,  or  seem  to  try,  to 
be  helpful? 

1 grumped  at  myself  for  taking  the  trouble 
to  ponder,  even  so  slightly,  this  behavioral  de- 
cision that  depended  on  an  ethical  choice.  I 
thought  of  the  ethics  discussion  just  before  my 
swim,  and  how,  within  the  subsequent  15 
minutes  1 had  an  ethical  decision  to  make  — 
in  a pool  meant  for  relaxation,  mind  you.  They 
seem  trivial,  but  it  reminded  me  that  medical 
work  is  likewise  full  of  value  dimensions  and 
choices  that  are  largely  and  fortunately  not  the 
"biggies."  They  can  be  overlooked,  and  one 
can  practice  in  a knee-jerk-reflex  manner,  or 
one  can  choose  to  be  reflective  about  one's 
behavior  and  choices.  The  conscious  identifi- 
cation of  these  choices  seems  to  me  to  lead  to 
a more  satisfying  medical  practice,  even  though 
the  choices  may  sometimes  be  very  tough  ones. 
I also  believe  that  recognizing  and  thinking 
about  those  choices  before  taking  action  will 
work  more  fully  in  the  patient's  best  interests. 
To  put  it  another  way,  if  an  increased  con- 
sciousness about  medical  ethics  can  affect  one's 
thinking  and  behaving  in  the  hot  tub,  just 
imagine  what  it  might  do  for  one's  medical 
work. 
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DRUG  THERAPY 

REVIEW 

Reynold  Spector,  M.D.,  Editor 


AMIODARONE 


Amiodarone  hydrochloride  is  a unique 
and  controversial  antiarrhythmic  drug. 
It  is  unique  because  its  pharmacokinetic  profile 
is  unlike  that  of  any  other  antiarrhythmic  agent 
presently  in  use.  The  controversy  arises  from 
its  considerable  toxicity,  which  until  now  has 
prevented  its  approval  in  this  country.  The 
effectiveness  of  amiodarone  in  the  treatment 
of  refractory  ventricular  arrhythmias  resulted 
in  its  use  in  thousands  of  patients  in  the  U.S. 
on  a compassionate  use  basis.  As  a result,  this 
drug  has  never  undergone  the  time-consum- 
ing and  rigorous  trials  usually  required  for 
governmental  approval. 

Amiodarone  is  a benzofuran  derivative  orig- 
inally developed  as  a coronary  vasodilator  in- 
tended for  the  treatment  of  angina  pectoris.^ 
It  enjoyed  modest  success  for  this  purpose, 
but  soon  its  electrophysiologic  properties  were 
recognized  and  subsequent  development  has 
been  as  an  antiarrhythmic  agent.  The  molecule 
contains  2 atoms  of  iodine,  which  make  up 
37.5%  of  its  weight. 

Electrophysiologic  Effects 

The  predominant  electrophysiologic  effect 
of  the  drug  is  to  prolong  repolarization  and 
refractoriness  of  all  cardiac  tissues.^  This  fea- 
ture is  responsible  for  its  classification 
(Vaughan  Williams)  as  a Type  III  antiar- 
rhythmic, the  same  classification  as  bretyllium 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


and  sotalol.  In  some  experimental  models,  and 
probably  man,  amiodarone  suppresses  auto- 
maticity  in  a number  of  cardiac  tissues.  Finally, 
amiodarone  possesses  alpha-  and  beta-adre- 
nergic blocking  properties. 

Some  of  the  electrophysiologic  effects  of 
amiodarone  bear  a striking  resemblance  to  the 
effects  of  hypothyroidism  on  the  heart.  The 
effects  of  amiodarone  on  repolarization  of  the 
cardiac  action  potential  can  be  prevented  by 
the  administration  of  triiodothyronine,  sug- 
gesting that  a major  component  of  amiodarone 
effect  is  mediated  by  a selective  inhibition  of 
the  effects  of  T3  on  the  myocardium.  In  pa- 
tients treated  with  amiodarone,  the  electro- 
cardiogram will  routinely  show  sinus  slowing, 
P-R  and  Q-T  prolongation. 

Hemodynamic  Effects 

The  overall  hemodynamic  effect  of  amio- 
darone in  patients  with  compromised  ventric- 
ular function  and  ventricular  arrhythmias  is  a 
composite  of  3 influences.  First,  the  drug  pos- 
sesses modest  negative  inotropic  effects,  which 
can  be  demonstrated  most  easily  after  acute 
IV  administration,  especially  in  patients  with 
severely  compromised  LV  function.^  Second, 
the  antisympathetic  effects  of  the  drug  may  be 
responsible  for  aggravation  of  heart  failure  in 
patients  dependent  upon  sympathetic  drive  for 
maintenance  of  cardiac  function.  These  2 char- 
acteristics tend  to  be  offset  by  the  third  influ- 
ence that  is  the  potent  vasodilator  property  of 
amiodarone.  Clinical  experience  and  studies 
of  LV  function  measured  by  radionuclide  an- 
giography suggest  that  in  most  patients  little 
effect  on  overall  ejection  fraction  is  seen  and 
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that  amiodarone  can  be  used  with  careful  clin- 
ical follow-up  in  patients  with  compromised 
LV  function. 

Pharmacokinetics 

Understanding  the  unusual  pharmacoki- 
netic properties  of  this  drug  is  essential  to  its 
safe  and  effective  use.  After  acute  IV  admin- 
istration of  400  mg  to  healthy  volunteers,  total 
plasma  clearance  was  approximately  8.5  liters/ 
hour  and  steady-state  volume  of  distribution 
was  roughly  5,000  liters.^  After  single  dosing 
the  terminal  elimination  half-life  was  25  days. 
Oral  bioavailability  varies  from  20  to  60%.  In 
patients  treated  with  the  drug  chronically,  the 
terminal  elimination  half-life  was  50  to  60  days 
for  both  amiodarone  and  its  metabolite,  des- 
ethylamiodarone.  Both  may  be  measured  in 
plasma  as  long  as  9 months  following  its  dis- 
continuance. Amiodarone  and  its  metabolite 
are  found  in  very  high  concentration  in  fat, 
liver,  lung,  adrenal  gland,  testis,  and  lymph 
node.^  High  levels  of  amiodarone  are  found  in 
areas  of  bluish  skin  discoloration  that  are  seen 
after  prolonged  use  of  the  drug.  Renal  elimi- 
nation of  the  drug  is  negligible  and  clearance 
of  amiodarone  diminishes  with  time  suggest- 
ing that  it  may  impair  its  own  clearance,  as  it 
does  to  a number  of  other  antiarrhythmic 
drugs. 

It  must  be  apparent  from  the  unusual  phar- 
macokinetic profile  that  the  time  required  to 
achieve  steady-state  drug  concentrations  will 
be  very  long  unless  a loading  regimen  is  em- 
ployed. Loading  regimens  presently  in  use  will 
achieve  plasma  concentrations  felt  to  be  ther- 
apeutic (1.0-3. 5 micrograms/milliliter)  within 
approximately  15  days.  A number  of  loading 
regimens  have  been  proposed,  but  for  serious 
ventricular  arrhythmias  reasonable  loading  and 
maintenance  dosing  might  consist  of  800  to 
1,600  mg  orally  as  a single  daily  dose  (with  a 
meal)  for  1 to  3 weeks,  followed  by  600-800 
mg  daily  for  1 month  and  chronic  maintenance 
therapy  of  400  mg  a day.  Depending  on  the 
clinical  response  and  duration  of  therapy,  fur- 
ther reductions  in  dosage  may  be  possible  with 
no  loss  of  efficacy  and  a chance  for  significant 
reduction  in  side  effects  experienced  during 
long-term  therapy.  The  implications  of  amio- 
darone pharmacokinetics  for  clinical  dosing  are 
reviewed  extensively  by  Zipes.^ 


Clinical  Efficacy 

Amiodarone  is  a very  potent  antiarrhythmic 
drug.  Its  use  in  this  country  has  generally  been 
reserved  for  patients  with  life-threatening  ven- 
tricular arrhythmias,  such  as  sustained  ven- 
tricular tachycardia  and  fibrillation,  who  have 
failed  to  respond  clinically  to  conventional 
drugs.  In  most  cases  several  agents  had  been 
tried  prior  to  the  initiation  of  amiodarone.  De- 
spite its  use  in  this  highly  selected  and  refrac- 
tory group  of  patients,  it  has  demonstrated  a 
high  degree  of  efficacy.  Its  ability  to  suppress 
ventricular  ectopy  is  illustrated  in  a series  of 
patients  reported  by  Nademanee  et  al.^  In  63 
patients  with  frequent  PVCs  and  runs  of  VT 
on  ambulatory  electrocardiographic  monitor- 
ing, amiodarone  completely  abolished  VT  runs 
and  reduced  total  PVC  count  by  > 90%  in  59 
of  63  patients. 

Morady  et  al  reported  the  results  of  amio- 
darone administration  in  154  patients  treated 
for  symptomatic  sustained  VT  (118  pts.)  or 
previous  cardiac  arrest  (36  pts.).”  All  had  failed 
to  respond  to  conventional  antiarrhythmic 
therapy  (average  2.5  ± 1.2  drugs  tested).  Pa- 
tients were  treated  with  800  mg  daily  for  six 
weeks  and  600  mg  daily  thereafter.  Over  an 
average  follow-up  of  14  months,  36  of  154  pa- 
tients (23%)  died  suddenly  or  had  a recurrence 
of  VT;  amiodarone  was  discontinued  in  12  pa- 
tients (8%)  because  of  severe  side  effects;  and 
106  (69%)  continued  to  be  successfully  treated 
on  the  drug.  Other  large  series  of  clinically 
similar  patients,  such  as  those  of  Heger  and 
Horowitz,  confirm  comparable  response  rates 
(64%  and  62%  respectively  with  mean  follow- 
up over  1 year  in  each).®  '’ 

In  recent  years  invasive  cardiac  electro- 
physiologic  studies  have  been  used  to  assess 
efficacy  of  therapy.  The  ability  to  prevent  pac- 
ing induction  of  VT  by  an  antiarrhythmic  drug 
has  proven  predictive  of  a favorable  clinical 
outcome  while  taking  the  drug  chronically.  It 
became  apparent  early  that  the  majority  of  pa- 
tients receiving  amiodarone  therapy  still  had 
persistence  of  pacing-induced  VT.®'^  However, 
this  did  not  preclude  a favorable  outcome  in 
most  patients,  and  the  utility  of  invasive  stud- 
ies has  been  questioned.  Recent  studies,  such 
as  that  of  Horowitz,  suggest  that  these  studies 
still  provide  clinically  useful  information  re- 
garding the  adequacy  of  amiodarone  to  modify 

(Please  turn  to  page  586) 
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the  hemodynamic  response  to  VT,  which  may 
predict  whether  the  drug  may  prevent  fatal 
recurrences  of  VT.^  Ambulatory  electrocar- 
diography is  also  useful  to  judge  efficacy  of 
therapy.  Persistence  of  frequent  ectopy  and 
runs  of  VT  on  Holter  monitor  has  been  sugges- 
tive of  a high  likelihood  of  symptomatic  VT 
recurrence  on  chronic  therapy. 

Toxicity 

Soon  after  the  initial  enthusiastic  reports  of 
the  efficacy  and  safety  of  amiodarone,  other 
reports  emerged  suggesting  that  the  drug  was 
associated  with  a myriad  of  side  effects  in- 
volving a number  of  organ  systems.  These  side 
effects  tend  to  occur  with  long-term  adminis- 
tration in  organs  where  the  greatest  deposition 
occurs,  such  as  the  liver,  lung,  and  skin.  Many 
of  these  side  effects  are  dose  related,  and  dif- 
ferences in  reported  frequency  of  side  effects 
between  the  United  States  and  Europe  (where 
lower  doses  are  employed)  have  been  ex- 
plained on  this  basis.  Some  side  effects  (such 
as  liver  enzyme  abnormalities),  but  not  others 
(such  as  thyroid  dysfunction),  appear  to  cor- 
relate with  amiodarone  blood  level."  The  role 
of  drug-le\^el  testing  is  not  established,  but  may 
be  helpful  if  dose  reduction  is  contemplated 
to  ensure  that  levels  needed  for  arrhythmia 
control  are  maintained. 

Ocular 

Corneal  microdeposits  that  are  visible  on 
slip-lamp  exam  are  present  in  virtually  all  pa- 
tients treated  with  the  drug."  These  may  be 
detected  as  early  as  10  days  after  starting  ther- 
apy and  consist  of  a characteristic  bilateral, 
symmetric  linear  streaking,  running  horizon- 
tally in  the  lower  half  of  the  cornea.  This  may 
progress  to  a vortex  pattern  or  generalized 
granular  "dusting"  of  the  cornea.  Mild  symp- 
toms such  as  halos,  photophobia,  and  blurring 
may  result  in  about  5%  of  patients,  but  visual 
impairment  rarely  occurs.  Symptoms  gradu- 
ally respond  to  dose  reduction  and  rarely  re- 
quire stopping  the  drug. 

Dermatologic 

Photosensitivity  is  the  most  common  symp- 
tom reported  in  many  series  and  can  be  ex- 
pected to  occur  in  50%  or  more  of  the  pa- 
tients." This  may  vary  from  increased  abilitv 


to  tan  to  extreme  sunburn  and  discomfort  in 
sun-exposed  areas.  Patients  should  be  advised 
to  use  maximum  topical  sunscreen  protection 
if  sun  exposure  is  anticipated.  Evanescent  skin 
rashes  are  occasionally  seen  early  in  therapy, 
but  usually  disappear  despite  continued  ther- 
apy. A slate  blue  discoloration  of  the  skin  is 
seen  after  prolonged  (years)  therapy  and  is 
most  prominent  in  sun-exposed  areas.  This 
disappears  very  slowly  after  dose  alterations. 

Gastrointestinal 

Thirty  percent  or  more  of  patients  have  GI 
side  effects,  primarily  in  the  form  of  nausea, 
anorexia,  and  constipation.  The  nausea  and 
anorexia  are  often  a feature  of  the  early  high- 
dose  loading  phase,  while  alterations  in  bowel 
habits  complicate  long-term  administration. 
Much  of  the  nausea  and  anorexia  can  be 
avoided  by  taking  the  daily  dose  with  food. 
Asvmptomatic  elevations  in  liv^er  function  tests 
(1.5-4  times  normal)  may  be  seen  in  15%  or 
more  of  patients."  Such  changes  correlate  with 
dosage  and  blood  level  and  are  limited  pri- 
marily to  elevation  in  transaminase  lev^els. 
Clinical  hepatitis  has  been  reported  rarely  and 
its  relationship  to  amiodarone  is  not  uniformly 
accepted  in  all  cases. 

Neurologic 

As  many  as  35%  of  patients  will  report 
symptoms  such  as  fine  tremor,  sleep  disturb- 
ance, and  headache.^-  " These  symptoms  may 
be  mild  and  tolerable  and  are  likely  to  respond 
to  dose  reduction,  if  necessary.  Proximal  mus- 
cle weakness  may  be  encountered  in  some  pa- 
tients during  the  loading  phase  and  is  asso- 
ciated with  doses  of  800  mg  per  day  or  greater. 
A peripheral  neuropathy  has  been  reported  to 
occur  associated  with  segmental  demyelina- 
tion."  This  is  also  reversible,  but  slowly,  and 
may  leave  residual  dysfunction. 

Cardiac 

Cardiac  side  effects  are  relatively  uncom- 
mon and  at  times  difficult  to  discriminate  from 
new  features  of  the  patient's  underlying  car- 
diac disease.  Exacerbation  of  heart  failure  is 
uncommon,  even  in  patients  with  significant 
preexisting  dysfunction.  In  the  individual  pa- 
tient in  whom  it  does  occur,  dose  reduction 
and  adjustment  of  diuretics  may  allow  contin- 
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uation  of  amiodarone,  although  stopping  the 
drug  may  be  necessary.  Disturbances  of  car- 
diac rhythm  do  occur,  most  commonly  brad- 
ycardia due  to  sinus  slowing  or  heart  block  (in 
patients  with  preexisting  conduction  system 
disease),  and  pacing  may  be  necessary  to  per- 
mit continued  therapy.  Amiodarone  may 
worsen  ventricular  arrhythmias  or  facilitate 
new  ones  (Torsades  de  Pointes)  in  about  5% 
of  patients,  a frequency  that  may  be  somewhat 
lower  than  other  antiarrhythmic  drugs. ^ 

Thyroid 

Amiodarone  appears  to  block  the  periph- 
eral conversion  of  T4  to  T3,  in  a manner  that 
favors  the  pathway  to  reverse  T3.  This  results 
in  elevations  in  T4  and  reverse  T3  with  mild 
reductions  in  T3  in  about  half  of  patients  with- 
out other  clinical  evidence  of  hyperthyroid- 
ism. The  level  of  reverse  T3  has  been  used  to 
monitor  both  adequacy  of  amiodarone  dosing 
as  well  as  a means  of  screening  for  patients  at 
risk  for  side  effects.’"*  These  chemical  abnor- 
malities have  made  it  difficult  to  follow  pa- 
tients for  hyperthyroidism,  but  features  of  his- 
tory and  physical  examinations  as  well  as  levels 
of  free  T3  in  patients  suspected  of  hyperthy- 
roidism are  still  diagnostic.  Hyperthyroidism 
complicates  amiodarone  therapy  in  about  1 to 
5%  of  patients.  Hypothyroidism  is  seen  in  1 
to  2%  of  patients  and  is  indistinguishable  from 
hypothyroidism  seen  in  other  settings.  In  these 
patients  reverse  T3  and  T4  fail  to  rise  during 
amiodarone  and  ultimately  fall  along  with  a 
rise  in  TSH.  Appropriate  therapy  for  thyroid 
dysfunction  may  permit  continuation  of  amio- 
darone therapy. 

Pulmonary 

Of  all  the  reported  side  effects  of  amioda- 
rone, the  pulmonary  toxicity  has  been  consid- 
ered the  most  significant  because  it  has  caused 
a number  of  deaths.  Its  frequency  of  occur- 
rence has  been  variably  reported  to  be  from  0 
to  18%,  and  is  infrequently  reported  from  Eu- 
rope where  long-term  maintenance  doses  are 
usually  200  to  400  mg  per  day.  The  vast  ma- 
jority of  cases  reported  in  the  U.S.  have  been 
associated  with  maintenance  doses  above  400 
mg  per  day. 

The  clinical  findings  consist  of  exertional 
dyspnea,  nonproductive  cough,  weight  loss, 
and  occasionally  a low-grade  fever. Labora- 
tory findings  suggestive  of  an  inflammatory 


process  such  as  mild  elevation  of  WBC  and 
sedimentation  rate  may  be  present.  Hypox- 
emia and  restrictive  changes  on  pulmonary 
function  testing  are  characteristic.  Radi- 
ographically, bilateral  diffuse  interstitial 
changes  and  patchy  alveolar  infiltrates  are  seen 
and  may  be  confused  with  pulmonary  edema, 
pneumonia,  or  tuberculosis.  Biopsy  material 
shows  foamy  macrophages  and  hyperplasia  of 
Type  II  pneumocytes  while  electron  micros- 
copy shows  lysosomal  inclusions  similar  to 
those  induced  by  a number  of  other  ampho- 
philic compounds  such  as  imipramine  and 
chlorpromazine.  It  does  not  appear  that  rou- 
tine pulmonary  function  testing  is  useful  in 
predicting  those  at  risk  for  the  development 
of  pulmonary  toxicity,  although  patients  with 
limited  respiratory  reserve  may  be  identified 
and  may  deserve  more  intense  follow-up.*^ 

Drug  Interactions 

Warfarin 

Prothrombin  time  may  double  and  this  ef- 
fect may  be  seen  as  early  as  3 to  4 days  after 
starting  amiodarone.*'  It  is  recommended  that 
warfarin  doses  be  decreased  by  one-third  to 
one-half  and  monitored  carefully,  particularly 
in  the  first  few  weeks  of  therapy. 

Digoxin 

Amiodarone  raises  serum  digoxin  levels  due 
to  reduction  in  renal  and  nonrenal  clearance 
of  the  drug.*®  Volume  of  distribution  of  digoxin 
is  not  affected.  Effects  on  digoxin  concentra- 
tion may  be  seen  within  1 day.  Doses  of  di- 
goxin should  be  reduced  by  one-half  in  order 
to  avoid  toxicity. 

Antiarrhythmic  drugs 

The  concomitant  use  of  amiodarone  with 
Type  I drugs  such  as  quinidine  and  procain- 
amide will  result  in  an  increase  in  Type  I level*^ 
and  may  enhance  the  likelihood  that  side  ef- 
fects or  drug-induced  arrhythmias  will  appear. 
A dose  reduction  of  one-third  to  one-half  is 
necessary  to  maintain  desired  levels  of  Type  I 
drug.  Amiodarone  may  have  additive  effects 
with  other  cardiac  medications  such  as  beta- 
adrenergic  and  calcium-blocking  drugs  on 
sinus  and  A-V  nodal  function  and  may  result 
in  symptomatic  bradycardia.  Individual  dos- 
(Please  turn  to  page  588) 
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age  adjustments  may  be  necessary  to  prevent 
this  complication. 

Summary 

Amiodarone  is  a unique  antiarrhythmic  drug 
that  is  highly  effective  in  preventing  recurrent 
episodes  of  otherwise  refractory  sustained 
ventricular  tachycardia  and  filbrillation.  At 
present  it  is  indicated  only  for  these  serious 
and  life-threatening  rhythm  disorders  and 
should  be  reserved  for  patients  who  hav^e  failed 
conventional  agents.  Because  of  its  complex 
pharmacokinetics,  narrow  therapeutic/toxic 
ratio,  and  specialized  requirements  for  testing 
and  follow-up,  it  should  only  be  used  by  phy- 
sicians with  the  necessary  experience  and 
available  facilities.  — Michael  G.  Kienzle, 
M.D.,  Assistant  Professor  of  Internal  Medicine, 
Staff,  Clinical  Cardiac  Electropliysiology  Labora- 
tory. 
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differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
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with  a history  of  gastrointestinal 
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• Safety  and  effectiveness  have  not  been 
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infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 
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• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%:  genital  pruritus 
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Information  of  Interest 

STATE  DEPT.  OF 

PUBLIC  HEALTH 

PLASMID-MEDIATED 
TETRACYCLINE-RESISTANT 
NEISSERIA  GONORRHOEAE 


The  centers  eor  disease  control  (CDC)  has 
confirmed  79  cases  of  plasmid-mediated 
tetracycline-resistant  Neisseria  gonorrhoeae 
infection  (TRNG)  from  February  1985,  when  it 
was  first  identified,  to  March  i4,  1986.  Three 
of  the  79  cases,  all  from  Massachusetts,  have 
been  confirmed  as  combined  tetracycline-re- 
sistant penicillinase-producing  N.  gonor- 
rhoeae (TRNG-PPNG).  Sixty-five  (82%)  of  the 
confirmed  TRNG  cases  were  isolated  from  3 
states  — Georgia  (31  cases),  Massachusetts  (23) 
and  Oregon  (10). 

The  Georgia  and  Massachusetts  cases  were 
identified  through  a collaborative  surveillance 
with  CDC.  Georgia's  Fulton  and  DeKalb 
County  Health  Departments  (metropolitan  At- 
lanta) conducted  active  TRNG  surveillance  in 
the  fall  of  1985.  Massachusetts  has  an  ongoing 
statewide  surveillance  program  for  gonococcal 
resistance.  The  Oregon  cases  are  from  an  out- 
break among  homosexual  men  in  the  Portland 
area. 

On  October  22,  1985,  a 32-year-old  homo- 
sexual male  presented  to  the  sexually  trans- 
mitted disease  (STD)  clinic  in  Multnomah 
County,  Oregon,  with  a 3-day  history  of  ure- 
thral discharge  and  dysuria.  A diagnosis  of 
gonorrhea  was  made.  Because  the  patient  was 
allergic  to  penicillin,  oral  tetracycline  was  pre- 
scribed. One  week  later,  the  patient  was  still 

This  information  on  public  matters  is  furnished  and  sponsored  by  the 
Iowa  Department  of  Public  Health. 


symptomatic  and  had  a positive  urethral  cul- 
ture for  N.  gonorrhoeae.  Sensitivity  testing  by 
disk  diffusion  demonstrated  a zone  size  to  tet- 
racycline of  13  mm  (sensitive  strains  were  de- 
fined as  having  disk  diffusion  zone  sizes  greater 
than  30  mm).  The  isolate  was  confirmed  by 
CDC  as  high-level  TRNG  with  a minimum  in- 
hibitory concentration  of  32  ug/ml. 

From  October  22  to  December  26,  1985,  9 
other  CDC-confirmed  TRNG  cases  were  iden- 
tified at  the  Multnomah  County  STD  clinic  on 
the  basis  of  disk-diffusion  testing  results.  All 
patients  were  homosexual  males  infected  at 
rectal  (3  patients),  urethral  (2),  rectal  and  ure- 
thral (4),  and  pharyngeal  (1)  sites.  All  4 pa- 
tients treated  with  tetracycline  alone  were 
treatment  failures,  and  one  has  developed 
clinic  orchitis  since  his  initial  clinic  visit.  All 
cases  were  of  the  same  auxotype  and  serover 
class,  suggesting  the  isolates  were  of  a clonal 
origin. 

Six  additional  cases  of  gonococcal  disease, 
including  2 out-of-state  cases,  were  diagnosed 
by  contact-tracing.  Two  cases  were  tetracy- 
cline treatment  failures;  2 were  TRNG  on  the 
basis  of  disk-diffusion  testing  (zone  size  less 
than  20  mm);  and  2 were  not  tested.  Nineteen 
contacts,  including  15  bathhouse  contacts  of 
one  patient,  could  not  be  traced  due  to  lack  of 
identifying  information. 

In  response  to  this  outbreak,  the  Multno- 
mah County  Health  Department  instituted 
ceftriaxone  as  the  drug  of  choice  for  all  gon- 
ococcal infections  among  homosexual  males. 
Educational  efforts  targeted  at  the  professional 
and  lay  communities  were  intensified. 

The  geographic  dispersion  of  TRNG  strains 
since  the  original  CDC  Morbidity  and  Mortal- 
ity Weekly  Report  (MMWR)  in  September  1985 
is  impressive.  The  rapid  onset  of  the  outbreak 
in  Portland  and  the  large  number  of  untrace- 
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able  contacts  by  several  of  the  patients  under- 
score the  potential  for  rapid  dissemination  of 
new  gonococcal  strains  into  a community. 

The  identification  of  combined  PPNG-TRNG 
strains  in  Massachusetts  demonstrates  anew 
the  ability  of  N.  gonorrhoeae  to  acquire  mul- 
tiple drug-resistant  determinants.  This  in- 
cludes such  combinations  as  plasmid-me- 
diated resistance  (e.g.,  PPNG-TRNG),  plasmid 
and  chromosomally-mediated  resistance  (e.g., 
spectinomycin-resistant  PPNG)  or  chromo- 
somally-mediated resistance  to  multiple  anti- 
biotics. 

The  largest  numbers  of  TRNG  cases  were 
identified  from  areas  with  active  surveillance 
programs.  With  the  exception  of  testing  for  B- 
lactamase,  most  areas  in  the  United  States  do 
not  routinely  perform  antimicrobial  suscepti- 
biliW  testing  on  gonococcal  isolates.  There- 
fore, the  incidence  of  resistant  strains  not  pre- 
senting as  treatment  failures  is  unknown. 


Tetracycline  (doxycycline,  minocycline) 
therapy  alone  is  not  recommended  for  the 
treatment  of  gonococcal  infections.  Because  of 
the  increasing  geographic  distribution  and  the 
complexity  of  antimicrobial  resistance  in  N. 
gonorrhoeae  and  the  increasing  need  for  ef- 
fective surc'eillance  for  new  cases,  GDG  is  pre- 
paring comprehensive  guidelines  for  suscep- 
tibility testing. 

The  University  Hygienic  Uaboratorv^  in  Iowa 
City  is  under  contract  to  the  Iowa  Department 
of  Public  Health  to  automahcally  test  for  TRNG, 
PPNG  and  Chromosomal-Mediated  Resistant 
Gonorrhea  (CMRNG).  To  date,  no  cases  of  Tet- 
racycline-resistant neisseria  gonorrhoeae  have 
been  identified  in  Iowa. 
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October  1986  Morbidity  Report 


Disease 

Oct. 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  Oct.  Coses 
Reported  From 
These  Counties 

Aids 

3 

18 

11 

NA 

Amebiasis 

5 

48 

49 

Allamakee,  Black  Hawk, 

Brucellosis 

0 

1 

5 

Dallas,  Johnsan 

Chickenpox 

129 

6793 

5578 

Scattered 

Campylobacter 

47 

322 

247 

Scattered 

Cytomegalovirus 

1 

17 

9 

Jones 

Eatons  Agent 

2 

19 

6 

Linn,  Winneshiek 

Infection 

Encephalitis,  viral 

5 

20 

27 

Clayton,  Polk, 

Erythema  Infectiosum 

0 

262 

0 

Winneshiek 

Gastroenteritis  (GIV) 

1902 

14125 

12686 

Scattered 

Giardiasis 

54 

344 

420 

Scattered 

Hepatitis,  A 

4 

39 

44 

Dubuque,  Johnson 

Hepatitis,  B 

4 

76 

79 

Polk,  Scott 

Hepatitis,  Non  A-B 

2 

25 

14 

Clinton,  Johnson 

Hepatitis 

type  unspecified 

0 

1 

7 

Herpes  Simplex 

118 

1097 

993 

Scattered 

Herpes  Zoster 

0 

0 

0 

Histoplasmosis 

2 

20 

19 

Dubuque,  Jahnson 

Infectious 

mononucleosis 

35 

200 

147 

Scattered 

Influenza, 

lab  confirmed 

0 

247 

169 

Influenza-like 
illness  (URI) 

3699 

77195 

31396 

Scattered 

Disease 

Oct. 

1986 

Total 

1986 

to 

Date 

1985 

to 

Date 

Most  Oct.  Cases 
Reported  From 
These  Counties 

Legionellosis 

1 

13 

12 

Johnson 

Malaria 

0 

1 

2 

Meningitis 

aseptic 

6 

43 

44 

Scattered 

bacterial 

10 

77 

111 

Scattered 

meningococcal 

0 

11 

8 

Mumps 

9 

36 

16 

Scattered 

Pertussis 

1 

19 

28 

Des  Moines 

Rabies  in  animals 

14 

163 

134 

Scattered 

Reye  Syndrome 

0 

0 

4 

Rheumatic  Fever 

0 

6 

4 

Rubella 

(German  measles) 

0 

1 

1 

Measles 

0 

134 

0 

Salmonellosis 

52 

258 

247 

Scattered 

Shigellosis 

5 

19 

18 

Scattered 

Toxic  Shock 
Syndrome 

0 

8 

9 

Tuberculosis 
total  ill 

6 

46 

49 

Johnson,  Pocahontas, 

bact.  pos. 

5 

42 

46 

Polk,  Poweshiek,  Scott 
Johnson,  Pocahontas, 

Typhoid  Fever 

0 

1 

3 

Polk,  Poweshiek,  Scott 

Venereal  diseases: 
Gonorrhea 

452 

3338 

3631 

Scattered 

Chlamydia 

238 

2169 

26 

Scattered 

Syphilis 

2 

8 

18 

Polk 
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IOWA  PHYSICIANS 

NEW  IOWA  DOCTORS 

Dr.  Marilyn  W.  Hines  recently  joined  Drs. 
Robert  E.  Hedican,  Stephen  L.  Bloom  and 
James  A.  Snyder  in  the  practice  of  obstetrics 
and  gynecology  in  Waterloo.  Dr.  Hines  re- 
ceived the  M.D.  degree  and  completed  her  ob- 
stetrics and  gynecology  residency  at  the  U.  of 
I.  College  of  Medicine.  . . . Dr.  Robert  Don- 
nelly has  joined  Medical  Associates  in  Clinton. 
Dr.  Donnelly  received  the  M.D.  degree  at  the 
U.  of  1.  College  of  Medicine  and  served  his 
obstetrics  and  gynecology  residency  at  Medi- 


cal College  of  Ohio  in  Toledo.  . . . Dr.  Greg- 
ory Bartel  began  family  practice  in  Eldora  in 
August.  Dr.  Bartel  received  the  M.D.  degree 
at  the  University  of  Minnesota  School  of  Med- 
icine in  Minneapolis  and  completed  his  family 
practice  residency  at  the  Sioux  Falls  Family 
Practice  Center.  . . . Dr.  Lou  Ann  McStay  be- 
gan family  practice  in  Avoca  in  August.  Dr. 
McStay  received  the  M.D.  degree  at  the  Uni- 
versity of  Pittsburgh  in  Pittsburgh,  Pennsyl- 
vania and  completed  her  family  practice  resi- 
dency at  Beaver  Medical  Center  in  Beaver, 

(Please  turn  to  page  594) 




• RAPID  DIAGNOSIS  • PROMPT  TREATMENT 

• INCREASED  REVENUE 

OUR  SALES  PROFESSIONALS  CAN  HELP  YOU  TAILOR  IN- 
OFFICE LABORATORY  TESTING  FOR  INCREASED  PATIENT 
CARE  AND  EXTRA  REVENUE. 

• AMES  • SERAGEN 

• BOEHRINGER  MANNHEIM 
• ELECTRO-NUCLEONICS 

Hawkeye  Medical  Supply, 

HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  lA  52244  (319)  337-3121 
BRANCH  OFFICE:  7212  UNIVERSITY  AVE„  DES  MOINES,  lA  50311  (515)  274-4015 

‘After  the  sale  . . . it’s  the  SERVICE  that  counts.  ” 

\ >' 


Inc. 

IOWA  WATS 
1-800-272-6448 
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In  ten  years  vour  malpractice 
carrier  may  Be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


M Cfj  r, ' ixty  e s{  t.u  y ai 


L.  Roger  Garner 

Suite  537,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  lA  50394,  (515)  276-6202 


Pennsylvania.  . . . Dr.  Paul  M.  Sunde  has 
joined  the  McFarland  Clinic  in  Ames.  Dr. 
Sunde  received  the  M.D.  degree  at  the  U.  of 
I.  College  of  Medicine  and  serv^ed  his  family 
practice  residency  at  Poudre  Valley  Hospital 
in  Fort  Collins,  Colorado.  Dr.  Sunde  will  be 
located  at  the  new  McFarland  Clinic  in  Sla- 
ter. . . . Dr.  William  L.  Peterson  has  joined 
the  Park  Clinic  in  Mason  City.  Dr.  Peterson 
received  the  M.D.  degree  at  the  University  of 
North  Dakota  and  took  5 years  of  postgraduate 
work  at  the  University  of  Nebraska  Medical 
Center  in  Omaha  and  the  University  of  Pitts- 
burgh Hospitals  in  Pittsburgh. 


DEATHS 

Dr.  George  D.  Jenkins,  82,  Burlington,  died 
August  24  at  the  Burlington  Medical  Center. 
Dr.  Jenkins  received  the  M.D.  degree  and 
served  his  urology  residency  at  U.  of  I.  College 
of  Medicine.  He  was  a past  president  of  the 


THE  TELEPHONE  COMPANY 

FOR  BUSINESS  SERVING 


CENTRAL  IOWA 


• AUTHORIZED  COMDIAL 
DEALER 

• TELEPHONE  SYSTEMS 

• 1 TO  14  LINES  TO  MEET 
YOUR  GROWING  NEEDS 

• STABILIZE.  REDUCE  AND 
CONTROL  COSTS 

• CALL  AND  COMPARE 
PRICES 


FOR  PROFESSIONAL 
PLANNING  OF  A CUSTOM 


DESIGN  TELEPHONE 


SYSTEM,  PLEASE  CALL 


SCHUYLER  TELEPHONE  COMPANY 

122  SOUTH  MAIN,  WOODWARD.  lA  50276 

TOLL  FREE  1 -800-438-40 12 


Iowa  Urological  Society,  Des  Moines  County 
Medical  Society,  Mercy  and  Burlington  Hos- 
pital medical  staffs  and  life  member  of  the  Iowa 
Medical  Society. 

Dr.  Hubert  H.  Burroughs,  78,  former  Sioux 
City  physician,  died  September  5 at  his  home 
in  Capitola,  California.  Dr.  Burroughs  re- 
ceived the  M.D.  degree  at  the  University  of 
Pennsylvania  School  of  Medicine.  Prior  to  lo- 
cating in  California,  he  practiced  in  Sioux  City 
for  almost  40  years.  Dr.  Burroughs  was  a mem- 
ber of  the  American  Academy  of  Family  Phy- 
sicians. 

Dr.  Use  E.  Bruehsel,  69,  Warsaw,  Illinois, 
died  September  27  at  Keokuk  Area  Hospital. 
Dr.  Bruehsel  received  the  M.D.  degree  at  the 
University  of  Cologne,  Cologne,  West  Ger- 
many. In  1949,  she  came  to  the  United  States 
and  following  postgraduate  work  in  Philadel- 
phia located  in  Warsaw,  Illinois.  Dr.  Bruehsel 
was  one  of  the  first  elected  delegates  to  the 
World  Health  Organization's  inaugural  meet- 
ing in  Rome  in  1961  and  served  as  American 
Medical  Association  representative  at  World 
Health  meeting  in  the  Philippines  in  1966.  She 
was  a past  president  of  the  Hancock  County 
Medical  Society  and  former  chief  of  staff  at  St. 
Joseph's  Hospital  in  Keokuk. 

Dr.  George  M.  Ellison,  83,  Clinton,  died 
October  14  at  Jane  Lamb  Health  Center  in  Clin- 
ton. Dr.  Ellison  received  the  M.D.  degree  at 
U.  of  1.  College  of  Medicine  and  interned  at 
Milwaukee  County  Hospital  in  Milwaukee, 
Wisconsin.  He  began  his  medical  practice  in 
Clinton  in  1934,  retiring  in  1978. 

Dr.  George  H.  West,  Jr.,  58,  Mason  City, 
died  October  15  at  his  home  in  Clear  Lake.  Dr. 
West  received  the  M.D.  degree  at  Northwest- 
ern University  Medical  School  in  Evanston,  Il- 
linois; interned  at  Chicago  Wesley  Memorial 
Hospital  in  Chicago  and  served  an  internal 
medicine  residency  at  Northwestern  Univer- 
sity Medical  School  followed  by  a fellowship 
in  endocrinology  at  Cooke  County  Hospital  in 
Chicago.  Prior  to  joining  the  Park  Clinic  in 
Mason  City,  Dr.  West  was  an  instructor  at 
Northwestern  Medical  School.  He  served  as 
president  of  the  Cerro  Gordo  County  Medical 
Society;  chairman  of  the  Iowa  Foundation  for 
Medical  Care;  chief  of  staff  and  board  member 
of  North  Iowa  Medical  Center;  member  of 
American  College  for  Physicians  and  on  sev- 
eral committees  of  the  Iowa  Medical  Society. 
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CLASSIFIED  ADVERTISING  RATE  — S2  per  line,  S20  min- 
imum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — Is#  of  the  month 
preceding  publication. 


MULTISPECL\LTi  GROUP  SEEKS  FP  — Establish  your  practice  in  a 
multispecialty  setting  with  freedom  to  practice  traditional  family  prac- 
tice including  obstetrics  and  pediatrics  and  or  develop  special  interests 
in  geriatrics,  sports  medicine,  trauma  or  occupational  medicine.  .As- 
sociate rsith  the  oldest  and  largest  staff  model  HMO  in  the  Midwest. 
Highly  competitive  guaranteed  salar\'  with  minimum  starting  salary  in 
high  40s  with  generous  benefits  package.  Several  l(xations  in  Minne- 
apolis St.  Paul  metropolitan  area  available.  For  further  information  con- 
tact: Gary  Freeman,  M.D.,  Chairman,  Department  of  Family  Practice; 
GROUP  HE.AUTH,  INC.,  2829  University  .Avenue,  S.E.;  Minneapolis, 
Minnesota  55414  or  call  612  623-8444. 


FAMIUV  PRACTICE  SPECLAUISTS  — in  either  of  two  coimtv  seat  branch 
offices  of  major  multispecialty  group.  Each  office  currently  has  three 
family  practice  specialists.  Sustained  and  steady  growth  creates  need 
for  BE  BC  EPS  with  preference  given  those  who  include  obstetrics.  Each 
has  newer  hospital  next  door.  For  candidates  seeking  lovely,  aggressive 
communities  of  5-6000  population.  Specialists  from  main  clinic  regu- 
larly rotate  through  branch  offices  to  back  branch  partners,  including 
some  work  in  hospitals  as  requested.  For  "Info  Pack"  send  inquiry  and 
C.V.  to  Park  Qinic,  890  North  Eisenhower  .Avenue,  Mason  Citv,  Iowa 
50401.  515  421-5292. 


1987  CME  CRUISE  CONFERENCES  ON  SELECTED  MEDICAL  TOP- 
ICS — Caribbean,  Mexico,  Hawaii,  .Alaska,  China  Orient,  Scandinasda 
Russia.  7-14  days  year  round.  .Approved  for  20-24  CME  Cat.  1 credits 
(ANLAPRA)  and  -AAFP  prescribed  credits.  Distinguished  professors. 
FLY  ROUNDTRIP  FREE  ON  C.ARIBBE.AN,  MEXICAN  & AL.ASK.AN 
CRUISES.  Excellent  group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  requirements.  Infor- 
mation: International  Conferences,  189  Lodge  .Avenue,  Huntington  Sta- 
tion, New  York  11746.  516  549-0869. 


F.A.MILY  PR.ACTICE  and  INTERN.AL  MEDICI.NT  SPECLALISTS  — to 
join  seven-doctor  family  practice  clinic  in  Qoquet,  Minnesota,  a com- 
mimiU"  of  12,000  (30,000  service  area)  located  20  minutes  from  Duluth- 
Superior.  Clinic  facility  is  located  one  block  from  modem,  well  equipped 
77-bed  hospital.  Qoquet  enjoys  a stable  economy  (forest  products). 
.Additionally,  our  community  is  noted  for  its  excellent  school  system. 
First  year  salary  guarantee,  paid  malpractice,  health  and  disability  in- 
surance, vacation  and  study  time.  Contact  John  Turonie,  .Administrator, 
Raiter  Qinic,  Ltd.,  417  Skyline  Blvd.,  Qoquet,  Mirmesota  55720.  Tele- 
phone 218  879-1271. 


50*^  OFF  — Previously  owned  medical,  laboratory,  office,  x-ray,  and 
ultrasound  equipment  in  excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Office  appraisals  available  by  certified  surgical  consultants.  Call 
Medical  Equipment  Resale  and  Repair,  Inc.  313  477-6880. 


F.AMILA  PRACTITIONER  WISCONSIN  — BC  BE  to  join  23  physician 
multispecialty  group.  Progressive  hospital  equipped  with  CT  scanner. 
Seix  ice  population  of  60,000  80,000.  University  community . Reply:  .Ad- 
ministrator, 2501  Main  Street,  Stevens  Point,  Wisconsin  54481  or  call 
COLLECT  715  344-4120. 


F.AMILA  PR.ACTITIONER  — To  join  established  family  practice  in 
Belmond,  Iowa.  Negotiable  salary  leading  to  partnership.  Must  be  board 
certified  or  eligible.  Send  resume  to  Steele  Memorial  Clinic,  Box  69, 
Belmond,  Iowa  50421. 


C.AMP  PHASICI.AN  — Summer  opportunity  . Spend  up  to  nine  weeks 
(minimum  of  four  weeks)  in  outstanding  girls  camp  in  .Maine.  Staff  of 
three  R..N.S  and  Nurse's  .Aid.  Pediatrician  or  family  practice  preferred. 
Excellent  salarv  and  housing.  Call  301  653-3082  days,  301  363^369  eve- 
nings or  weekends. 


EMERGENCV  PHA  SICI.ANS  NEEDED  — Chicago,  Hlinois.  Full  or  part 
time.  Prefer  Board  certified  in  emergency  medicine  or  Board  eligible, 
or  at  least  three  years  full  time  experience.  New  contractual  situation 
with  new  group  will  offer  outstanding  growth  possibilities  and  excel- 
lent compensation.  Take  advantage  of  this  exciting  opportunity  to  live 
and  work  in  dynamic  Chicago.  Send  resume  as  soon  as  possible  to 
Kathleen  Babe,  9401  S.  Sacramento,  Evergreen  Park,  Illinois  60642  or 
call  Kathleen  Babe,  312  425-7797.  Please  don't  delay  in  responding  to 
this  wonderful  opportunity  as  there  are  only  four  positions  available. 


F.AMILY  PR.AC  ill  lONER  — Board  certified  or  eligible  to  join  11  phy- 
sician, expanding  multi-specialty  practice  in  northern  Wisconsin.  Clinic 
adjoins  JC.AH  Hospital.  Rural  location  with  abundant  outdoor  recrea- 
tional opportunities,  small  four  year  college.  Excellent  salary  and  ben- 
efits. Call  collect  715  532-6651  or  send  curriculum  vitae  with  names  of 
references  to:  Marshfield  Clinic  — Lady  smith  Center,  Howart  T.  Chat- 
terton,  M.D.,  906  College  .Avenue  W.,  Ladysmith,  Wisconsin  54848. 


FOR  S.ALE  — Medical  equipment,  examining  tables,  desks,  typewriter, 
chairs,  etc.  Write  or  call  James  B.  Fraser,  M.D.,  811  Midland  Financial 
Building,  206  6th  .Avenue,  Des  Moines,  Iowa  50309.  515  244-2127  or  515 
266-4830. 


FACLUTY  POSITIONS,  DEP.ARTME.NT  OF  SURGERY  — The  Uni- 
versity of  Iowa  Department  of  Surgery  imites  applications  for  faculty- 
positions  of  all  ranks  for  M.D.'s  with  special  qualifications  in:  1)  all 
areas  of  General  Surgery  and  Plastic  Surgery,  2)  Thoracic  and  Cardio- 
vascular Surgery  including  Peripheral  Vascular  Surgery  and  3)  Neu- 
rosurgery. The  University  of  Iowa  does  not  overlook  qualified  candi- 
dates who  are  women  or  members  of  ethnic  minority  groups.  Written 
only  inquiries  and  curriculum  \itae  direct  to  R.J.  Corry,  M.D.,  Professor 
and  Head,  Department  of  Surgery,  The  University  of  lorva  College  of 
Medicine,  Iowa  City,  Iowa  52242.  We  are  an  Equal  Opportimity  .Af- 
firmative .Action  employer. 


HE.ALTHLINE  PHYSICLAN  SERMCES  — an  affiliate  of  St.  Louis  Uni- 
versity .Medical  Center,  has  FULL-TIME  PRFVATE  PR.ACTICE  OP- 
PORTUNITIES for  the  following  specialties:  board  eligible  or  board 
certified  internal  medicine,  and  board  certified  family  practice,  pedi- 
atrics, and  OB-GY'N.  Positions  include  income  guarantee  and  no  capital 
investments.  For  more  information,  contact  Banv  Trautman,  8401  Han- 
ley Industrial  Court,  St.  Louis,  Missouri  63144;  314  962-1233. 


WOMEN'S  CENTER  PHYSICLAN  — Full  and  part-time  opportunities 
to  staff  a unique,  free-standing,  medical  and  health  service  center  for 
women.  Desire  candidates  with  special  interest  in  women's  health  to 
join  a professional  health  care  team  in  offering  responsive,  compre- 
hensive resources  and  services  for  women.  BC  BE  internists,  family- 
practitioner,  or  OB  GYN.  Reply  to:  Donna  Drees,  M.D.,  Medical  Di- 
rector, Charter  Women's  Center,  6656  Douglas,  Des  Moines,  Iowa  50322. 
Phone  inquiries:  Joyce  Lock,  .Administrative  Director,  515  276-0866. 


Continued  on  page  o96) 
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EMERGENCY  MEDICINE  POSITION  — For  Emergency  Physician  who 
possesses  excellent  clinical  and  trauma  skills  within  a group  of  7 Emer- 
gency Room  Physicians  — located  in  beautiful  northwest  Wisconsin 
area.  Position  opening  July,  1987.  Please  send  C.V.  to  Dr.  M.  Jaghlit, 
900  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54701  or  call  715/ 
839-4404. 


FAMILY  PRACTICE  — Medical  Associates  Clinic,  Clinton,  Iowa,  is 
recruiting  a residency-trained  family  physician  for  a branch  office  in  a 
community  of  5,000  in  Illinois.  New  two-physician  clinic  with  man- 
agement from  main  facility.  Excellent  fringe  benefits  and  income.  Please 
send  curriculum  vitae  to  Roger  R.  Greenwald,  Administrator,  Medical 
Associates,  Springdale  Drive  and  13th  Avenue  North,  Clinton,  Iowa 
52732. 


GENERAL  INTERNIST  — Marshfield  Clinic,  one  of  the  nation's  largest 
multispecialty  private  groups,  is  seeking  several  Board  certified/Board 
eligible  General  Internal  Medicine  specialists  to  join  its  expanding  18- 
member  section.  Internal  Medicine  Residency  Program,  University  af- 
filiation, Research  Foundation,  and  large  regional  referral  base  con- 
tributes to  a very  stimulating  environment.  Unique  big  city  medicine 
opportunity  in  a family  oriented  rural  setting.  Please  send  curriculum 
vitae  to:  John  P.  Folz,  Director,  Marshfield  Clinic,  1000  North  Oak 
Avenue,  Marshfield,  Wisconsin  54449  or  call  collect  715/387-5181. 


HOTTER  MONITOR  — Quality  Scanning  for  Reel  or  Cassette  type 
recorders  by  qualified  technicians  and  certified  cardiologists'  interpre- 
tation, scan  price  $35.00.  Recorders  loaned,  leased,  or  purchased  new 
dual-channel  holter  recorder,  $750.00,  with  2 year  warranty.  For  more 
information  call  collect.  Advance  Medical  and  Research  Center,  Inc. 
313/373-1199. 
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ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515  244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515  243-8676 


ROBERT  M.  KRETZSCHMAR,  M.D.,  F.A.C.O.G. 
1040  WILLIAM  STREET 
IOWA  CITY  52240 
31 9 351-7782 

PRACTICE  LIMITED  TO  GYNECOLOGY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & ASSOCIATES,  P.C. 
DANIEL  H.  GERVICH,  M.D. 

INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515  224-1777 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES,  M.D., 
STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515  283*221 7 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  UMORGESE,  M.D. 

1519  CENTER  POINT  RD„  N.E. 

CEDAR  RAPIDS  50402 
319  366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG.  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319'232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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EUGENE  E.  HERZBERGER.  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319  557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 

ROBERT  A.  HAYNE.  M.D. 

THDMAS  A.  CARLSTROM,  M.D. 

METHDDIST  MEDICAL  PLAZA 
1212  PLEASANT.  SUITE  214 
DES  MOINES  50309 
515  288-1317 

NEUROLOGICAL  SURGERY 


ONCOLOGY 


PETER  T.  SILBERSTEIN,  M.D. 
PARK  CLINIC 

890  NORTH  EISENHOWER 
MASON  CITY  50401 
515  421-5686 

IOWA  IN-WATS  800  255-2255 
Extension  PARK 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WAH,  M.D., 
JOHN  M.  GRAETHER.  M.D.,  RUSSELL  R.  WIDNER,  M.D., 
GILBERT  W.  HARRIS,  M.D.,  JAMES  A.  DAVISON,  M.D. 
NORMAN  F.  WOODLIEF,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515  752-1565 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515  223-8685 

OPHTHALMIC  ASSOCIATES.  P.C. 

ROBERT  D.  WHINERY,  M.D., 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319  338-3623 

NORTH  IOWA  EYE  CLINIC,  P.C, 

ADDISON  W.  BROWN.  JR„  M.D., 

MICHAEL  L.  LONG.  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515  423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE.  S.E. 

CEDAR  RAPIDS  52403 
319  365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE,  M.O., 
CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319  588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 

ROBERT  T.  BROWN,  M.D., 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515  274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT  SUITE  408 
DES  MOINES  50309 
515  283-5780 
1 800  248-4443 

EAR.  NOSE  AND  THROAT  SURGERY. 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC.  P.C. 

MICHAEL  W.  HILL.  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515  752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515  223-8685 

OTOURYNGOLOGY-HEAD  AND  NECK 
SURGERY.  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515  244-5225 

EAR.  NOSE  AND  THROAT  SURGERY. 

FACIAL  PLASTIC  SURGERY.  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

MERCY  MEDICAL  PLAZA 
421  LAUREL,  SUITE  402 
DES  MOINES  50314 
515  244-8152 
1 800  622-0002 

EAR,  NOSE  AND  THROAT  SURGERY. 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319  365-3883 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D., 
GERALD  W.  HOWE,  M.D., 

JAMES  J.  PUHL,  M.O., 

EDWARD  A.  DYKSTRA,  M.D., 
MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319  338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY,  M.D., 

A.  R.  PRADHAN,  M.D. 

1073  FIFTH 
DES  MOINES  50314 
515  283-1578 

Iowa  IN-WATS  800  362-2590 
SURGICAL  PATHOLOGY.  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY.  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
DRLYN  ENGELSTAD,  M.D., 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515  244-5075 
CLINICAL  CHEMISTRY. 
RADIOIMMUNOASSAY. 

MICROBIOLOGY.  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


CLINICAL  LABORATORIES 

D.  W.  POWERS.  M.D.,  L.  C.  PANG.  M.D., 

C.  P.  GRYTE.  M.D. 

P.D.  BDX  1683 
AMES  50010 
515  233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


PHYSIATRY  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR..  M.D. 

CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD.  M.D. 

WILLIAM  C.  KDENIG.  JR..  M.D. 

KAREN  KIENKER.  M.D. 

MARK  R.  WILSON.  M.D. 

YOUNKER  MEMORIAL  REHABILITATION  CENTER 
IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 

HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA.  SUITE  116 
DES  MOINES  50316 
515  265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL  SERV- 
ICES FOR  ADULTS,  ADOLESCENTS.  CHIL- 
DREN AND  INFANTS 


SURGERY 


JOHN  G.  GANSKE.  M.D. 

1301  PENNSYLVANIA.  SUITE  312 
DES  MOINES  50316 
515  266-6558 

PLASTIC.  RECONSTRUCTIVE  AND 
HAND  SURGERY 

A.  6.  GRUNDBERG,  M.D. 

1440  PLEASANT 
DES  MOINES  50309 
515  288-5759 

ORTHOPAEDIC  SURGERY.  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515  265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515  225-7107 

Telephone  answered  day  or  night 
AESTHETIC  PLASTIC  SURGERY. 
RECONSTRUCTIVE  PLASTIC  SURGERY. 
SURGERY  OF  THE  HAND. 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL.  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515  244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

WENDELL  DOWNING.  M.D. 

1212  PLEASANT  STREET.  SUITE  410 
DES  MOINES  50309 
515  244-6239 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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A Monthly  Commentary 

IN  THE 
PUBLIC  INTEREST 


Qiiackbuster 


PILLS  THAT  MELT  fat  while  vou  sleep.  Coffee 
enemas  that  treat  cancer.  A black  box  that 
diagnoses  any  malady.  Algae  tablets  that  cure 
Alzheimer's.  The  incredible  list  of  products 
peddled  by  today's  high-tech  snake  oil  sales- 
men goes  on  and  on. 

The  absurdiU'  of  these  remedies  may  be  hu- 
morous; the  reality  of  health  fraud  is  not.  Each 
year,  lowans  waste  S25  million  on  quack  prod- 
ucts and  services  readily  available  through  maU 
order  or  in  the  offices  of  health  fraud  hucks- 
ters. 

John  Renner,  M.D.,  is  at  the  forefront  of  the 
fight  against  health  care  chicaner}'.  Founder  of 
the  Kansas  City  Council  Against  Health  and 
Nutrition  Fraud  and  Abuse,  Dr.  Renner  key- 
noted the  recent  Health  Fraud  Conference  in 
Des  Moines. 

'There  is  no  stereoU'pe  of  the  individual  who 
can  become  a victim  of  quackers',"  savs  Dr. 
Renner,  who  has  infiltrated  several  conven- 
tions of  health  care  con  artists.  "Quacker}'  can 
be  perpetrated  by  members  of  all  medical 
professions."  (Dr.  Renner  says  even  America's 
medical  doctors  are  not  immune  from  practic- 
ing quacker}'.  He  estimates  3-4%  have  "gone 
off  the  deep  end"  in  promoting  various  bizarre 
treatments  or  remedies.) 

According  to  Dr.  Renner,  America's  elderly 
figure  prominently  among  victims  of  health 
fraud.  However,  no  group  is  immune.  An- 
nually, Americans  spend  S44  per  capita  on 
health  quacker}',  compared  to  S4.40  on  cancer 
research. 

Dr.  Renner  says  "quackateers"  are  bom- 
barding the  public  with  misinformation  about 
medications,  nutrition  and  conventional  med- 
ical treatments. 

"They  use  a lot  of  literature  promoting  health 
and  nutrition  nonsense.  Thev  can't  make  out- 


right claims,  but  they  can  make  'therapeutic 
inferences'  about  their  products. 

Quacker}',  he  adds,  often  fills  a void  inad- 
vertently left  by  the  mainstream  medical  com- 
munity. In  these  cases,  the  bait  is  hope. 

"Patients  who  are  told  their  situation  is 
hopeless  often  turn  to  quacks.  They  offer  a 
cure  or  a treatment  for  an  incurable  condi- 
tion." 

E\'en  more  tragic  are  people  who  delay  seek- 
ing conventional  treatment  because  they  have 
been  bamboozled  by  a huckster. 

"This  is  when  the  snake  oil  salesman  stops 
being  funny  and  becomes  dangerous,"  Dr. 
Renner  comments. 

Dealing  with  health  fraud  is  especially  dif- 
ficult because  the  victims  have  a tendency  not 
to  complain.  They  are  too  embarrassed  over 
having  believed  the  con  man's  fantastic  claims. 

"Your  family  physician  is  the  last  person 
you  would  admit  this  to,"  Dr.  Renner  states. 

While  the  Iowa  Attorney  General's  office  is 
stepping  up  prosecution  of  quackateers.  Dr. 
Renner  believes  physicians  can  do  their  share 
to  help  curb  health  fraud.  He  advises  profes- 
sional organizations  to  be  ver}'  careful  about 
people  they  invite  as  speakers.  He  urges  phy- 
sicians to  question  patients  about  treatments 
or  pills  they  may  have  tried.  He  asks  physi- 
cians never  to  tell  patients  there  is  no  hope. 

The  focus  of  Dr.  Renner's  suggested  remedy 
for  health  quacker}'  is  patient  education. 

Physicians  who  encounter  suspected  health  fraud 
or  tpiackery  are  urged  to  contact  the  Consumer  Pro- 
tection Division  of  the  Iowa  Attorney  General’s  Of- 
fice, State  Capitol,  Des  Moines,  50319.  515/281- 
5926 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


, highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


ii  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

bfond  of 

flurazepom  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  Kales  J etal:  Clin  Pharmacol  Ther  12  691- 

697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  79.576-583  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32:1 8} -188  Dec  1982  5.  Frost  JD  Jr.  DeLucctii  MR 
J Am  Geno/rSoc  27  541 -546  Dec  1979  6.  Dement  WC, 
etal:  BehavMeC  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3:140-150  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  tne  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  GreenblottDJ 
Allen  MD,  Shoder  Rl  Clin  Pharmacol  Ther  21  355-36], 

Mar  1977 


Before  prescribing,  please  consulf  complete  product 
informotion,  o summory  of  which  follows: 

Indicdfions:  Effective  In  all  types  of  insomnia  charoctenzed 
by  difficulty  in  falling  osleep  frequent  nocturrxjl  awakenings 
and  or  early  morning  awakening  in  patients  with  recumng 
insomnio  or  poor  sleeping  habits  in  ocute  or  chronic  medical 
srtuotions  requiring  restful  sleep  Objective  sleep  laboratory 
aaio  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolongeO  administration  ;s  generally  not 
necessary  or  recommenaed  Repeated  therapy  should  only 
be  undertaken  with  oppropnote  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepom  HCI. 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  dunng  pregnancy  ^veral  studies  suggest  an 
increased  nsk  of  congenital  malformations  associated  with 
benzodiozepine  use  during  the  first  tnmester  Warn  patients 
of  the  potentiol  nsks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepom  Instruct 
patients  to  discontinue  drug  poor  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations i-equinrig  complete  mental  alertness  (e  g operating 
machinery,  dnving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  odministenng  to  addiction-prone  individuals  or 
those  who  might  increose  dosage 
Precautions:  In  elderly  and  debilitated  patients  it  is  recom- 
mended that  the  dosage  oe  limited  to  15  mg  to  reduce  nsk  of 
oversedotion,  dizziness,  confusion  and  or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonts  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness  drowsiness,  lighttieadedness 
staggering  otoxio  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
onentotion  and  como.  probably  indicotive  of  dnjg  intolerance 
or  overdosage,  hove  been  reported  Also  reported  headoche, 
heartburn,  upset  stomach,  nausea,  vomiting  dianhea  con- 
stipation, Gl  pom,  nervousness,  tolkativeness  apprehension 
imtabiliiy,  weakness  palpitations  chest  pains,  body  and  joint 
poms  and  GU  complaints  There  hove  also  oeen  rare  occur- 
rences of  leukopenia  granulocytopenia,  sweating  flushes 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness 
hypotension,  shortness  of  breotn  pnjntus,  skin  rash,  dry 
moufh  bitfer  taste  excessive  salivation,  anorexia,  euphona 
depression,  slurred  speech  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT  total  ond  direct  bilimbins, 
and  alkaline  phosphatase  and  paradoxical  reactions  e g 
excitement,  stimulation  ond  hyperactivity 
Dosage:  Individualize  lor  maximum  beneficiol  effect  Adults 
30  mg  usuol  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 

Roche  Products  Inc. 

Manoti,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

DALMANE 

txand  of 

flurozepam  HCI/Roche  ® 

sleep  that  satisfies 
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